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Executive Summary

M

aternal Health indicators in Uganda are still very poor, ranking among the highest in the world.
Uganda has a maternal mortality ratio of 435/100,000. Various MDG national reports have
ruled out the possibility of Uganda attaining the MDG target. The high maternal mortality has
been attributed to; bleeding, infection, obstructed labour, unsafe abortion and hypertensive diseases,
delays at home, delays in getting to the health facility and delays in receiving medical attention even
after reaching a health facility catalyse the causes above. With support from Sida, UNHCO and 10 VHR
members have designed a Maternal Health Project (MHP), an intervention aimed at reducing maternal
mortality in 8 districts in Uganda.
This baseline survey was undertaken to benchmark the key indicators for the project that will serve
as basis for progress measurement. The overall objective of the baseline survey was to assess the
maternal health situation in 8 selected districts but specifically the local situation in the 20 sub counties
of project implementation. In order to achieve the objective, 4 methods were used:
1. Two community KAP survey, targeting community members in the reproductive age group.
A total of 859 respondents were interviewed, using a standard KAP questionnaire developed
by the project team.
2. Key informant interviews were held with DHT members, Incharges for Health centre IIIs,
midwives and chairpersons of HUMCs.
3. Focus Group Discussions were held with community members TBAs, VHTs, Health extension
staff
4. Review of reports and policy documents was also conducted to inform the survey.

Key findings:
•

Knowledge on where MSRH services are provided: 78.2% of the target group knew where to get
MSRH services but they do not go for services. Radio and meeting session are most preferred
sources of information.

•

Knowledge of at least 3 danger signs in pregnancy and child birth: Only 26.2% of the respondents
knew at least 3 danger signs in pregnancy, this is lower than the national average for rural areas
of 33%.

•

Knowledge on MSRH rights among target community members: No district exceeded 19.8%
which was attained by Soroti and Sheema. Mayuge was least with 3.8%.

•

Perceptions of target community members on the maternal health services provided by the
service providers: most of the respondents interviewed think MSRHS are beneficial and safe,
affordable and believe in the government providers. At the same time there are those who think
they are costly and far.

•

Target population who feel it is necessary to be supervised by a skilled health worker during
pregnancy: No district exceeded 15% on this indicator.
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•

Pregnant women tested positive enrolled on ARVs prophylaxis: 56 pregnant women in Hoima,
1206 in Mubende, 148 in Mityana, 441 in Oyam, 317 in Mayuge, 637 in Soroto were enrolled. Data
for Nwoya and Sheema was not readily available.

•

Outreaches: In all the districts apart from Mubende, there were routine immunisation outreaches
carried out weekly except they do not incorporate maternal health because of low staffing in
some places, lack of facilitation.

•

Pregnant women attending the 4th ANC visit: 34% in Hoima, 28% in Mubende, 29% Mityana,
56.5% in Sheema, 11.0% in Nwoya, 23.1% in Oyam, 27% in Mayuge, 32.7% in Soroti and 32.7%
attend the recommended 4 ANC visits. This is low because of issues of distance, negative
information from community members seen as role models. This is again far below the national
average which is estimated to be below 50%.

•

Women who deliver under skilled supervision and in health facilities: These are still low with
37% in Hoima, 22% in Mubende, 46% in Sheema, 61.3% in Nwoya, 31.8 in Oyam, 29% in Mayuge,
46% in Mityana and 55.6% in Soroti delivering in health facilities. Nwoya and Soroti are slightly
high. Indeed even nationally this remains at 42%.

•

Proportion of women who attend postnatal services: Attendance for postnatal services is high
in three districts and poor in the five other project districts. Hoima, Mubende and Mayuge have
good turn up for postnatal services with 84% in Hoima and Mayuge and 96% in Mubende. In
Nwoya data was not available while Oyam has the poorest postnatal attendance of 27%.

•

Women attending ANC (new): Like the national average which stands at 90%, all districts, have
high attendances at the first ANC visits. In Hoima, 98%, 92 % in Mubende, 75% in Mityana,
Nwoya 88%, Oyam 89.2% 88.4% and 98% in Soroti attend the first ANC visit. These however
drop at the 4th ANC.

•

The target population is satisfied with the MSRH services provided by the health facilities: 61.4%
of the respondents said they were satisfied with the services provided by the health facilities
in their areas. This should be received with caution because it does not translate to utilisation.
However the percentages drop when individual districts are considered; as an explanation for
dissatisfaction, 55.8% of the respondents or their partners reported they have ever needed
MRSHS but did not get them at the health facilities.

•

Patients are handled well: This presented mixed result with responses of satisfaction with
services but also reported mishandling of patients while seeking health services. The positives
are strong points to consolidate while the points of being mishandled are areas of improvement.
49.2% of the people interviewed during household surveys said Health workers are cooperative
when they need MSRH services while majority think they are not cooperative.

•

There are challenges in the feedback and redress mechanism, people know what some of these
mechanisms are supposed to be, but they do not know the members of the HUMCs for example
while others do not use the suggestion boxes, they consider it a waste of time.
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1.0 Background

U

ganda has performed poorly on the MDG 5, with
a maternal mortality ratio of 435/100,000 for this
reason; there is concern that the country may
not attain the 2015 targets of 131 deaths per 100,000
live births. In response to this, the country developed
a road map aimed at reducing maternal mortality.
This is also prioritised in the national development
plan 2010/11 – 2014/15 and the Health sector strategic
investment plan 2011/2015. Whereas the overall country
performance is poor, there are regions that are worse
off even higher than the national average while others
are performing fairly well. The high maternal mortality
has been attributed to; bleeding, infection, obstructed
labour, unsafe abortion and hypertensive diseases,
delays at home, delays in getting to the health facility
and delays in receiving medical attention catalyse the
causes above. These are a product of poor performance
in antenatal attendance, low supervised deliveries 34%,
poor postnatal attendance, poor infrastructure, supplies
stock outs and understaffing. The VHTs however are
trained generally and are not actively involved in
mobilisation for MH. There is also lack of information in
the community on MSRH and general reactance.
With the support of the Swedish International
Development Agency, 11 NGOs under the VHR coalition
will be implementing maternal health intervention in 8
districts targeting 20 most underserved sub counties.

1.1

2. Determine the capacity of individuals and groups
in target communities to demand for their MSRH
rights
3. Determine the level of utilization of MSRH services
in target communities
4. Determine the capacity of individuals and groups
in target communities to hold key duty bearers
accountable for delivery of MSRH services
5. Establish the existence, functionality and
effectiveness of feedback and redress mechanisms.
6. Assess capacity of VHR and UNHCO to effectively
implement the MHP.

1.1.2 Performance questions answered.
The baseline was designed based on the log frame and
the Performance Questions there in. They are specified
below;
1. In what ways has MSRH information and dialogue
improved at community level due to MHP?
2. Are communities better able to demand for the
MSRH services they require?
3. To what extent has access to MSRH services
increased, why, and with what impact?
4. To what extent has service utilization increased,
why, and with what impact?
5. Has the quality of MSRH services increased, why,
and with what impact?
6. Are communities better able to hold service
providers and political leaders accountable for
MSRH services?
7. Are effective mechanisms for feedback and redress
in place?
8. Do VHR members have the technical knowledge
and capacity to implement MSRH projects?
9. Does VHR have the capacity to be successful in
advocacy?
10. Are there signs of improvement in UNHCO
organisational capacity?

Purpose and expected use of the survey

The survey was to establish benchmarks against which
project performance will be assessed. It provides
baseline values of the key project indicators which will
be used to measure project. The baseline confirmed
that the project districts are in need of improved
MSRHR.

1.1.1 Objectives of the survey
The overall objective of the baseline survey was to
assess the maternal health situation in 8 selected
districts but specifically the local situation in the 20 sub
counties of project implementation.
The following were the survey objectives;
1. Establish communities’ knowledge and awareness
about their MSRH and rights.
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1.2 The national perspective on maternal health

accessibility, utilization and quality skilled care during
pregnancy, child birth and postnatal at all levels of
the health care service delivery system; promote and
support appropriate health seeking behaviour among
pregnant women their families and the community;
strengthen family planning information and service
provision for women/men/couples who want to space
or limit their child bearing thus preventing unwanted
and or untimely pregnancies that increase the risk of
maternal death. The Vision of this road map is to have
women in Uganda go through pregnancy, child birth
and postpartum period safely and their babies born

Through the NDP the government pledges to reduce
maternal mortality by 131/100000 live births by 2015.
Reducing maternal mortality is one of the main of
objectives of the national development plan which has
replaced the PEAP.
Uganda minimum health care package focuses on
essential antenatal and obstetric care, family planning,
ASRH and improving nutrition for pregnant and
lactating mothers.
National Health Policy 2009 (draft) puts emphasis on
investing in people’s health, promoting people’s health,
disease prevention and early diagnosis and treatment
of disease.

alive and healthy.
The 2000 RH division 5yr strategic frame work-20002004 objective was to reduce MMR by 30% from 506
to 345/100000 live births, increase the contraceptive
prevalence rate, increase deliveries supervised by
skilled health workers, increase ANC attendances to at
least 45 visits per pregnancy with the first visit in the
first trimester.
These other policy documents that committed to
address maternal health; Sexual and Reproductive
Health Care Minimum package (MOH 2001), National
Reproductive health policy guidelines for Reproductive
Health Services(MOH, 2006), Guidelines for gender
main streaming in Reproductive Health (MoGLSD,
2007), Strategy to Improve Reproductive Health in
Uganda 2005-2010 (MoH, 2004). The project seeks
to use a groosroot approach to realising the above
national aspirations.

It also prioritizes the delivery of the minimum health
care package in which maternal health is a major
priority area.
One of the overriding priorities of HSSP 2 is the
fulfilment of the health sector’s contribution to the
PEAP and MDG goal of reducing maternal mortality
and morbidity; reducing fertility, malnutrition and
burden of HIV/AIDS. It also prioritizes addressing life
threatening health problems, particularly pregnancy
and birth related deaths and childhood killer diseases.
The Road Map for accelerating the reduction of
maternal and neonatal mortality and morbidity in
Uganda’s goal is to accelerate the reduction of maternal
and neonatal mortality and morbidity in Uganda. Some
of its objectives include; increasing the availability,

Uganda minimum health care package focuses
on essential antenatal and obstetric care, family
planning, ASRH and improving nutrition for pregnant
and lactating mothers. National Health Policy 2009
(draft) puts emphasis on investing in people’s health,
promoting people’s health, disease prevention and
early diagnosis and treatment of disease.
4

Baseline Survey Report, May 2011

2.0 Survey methodology and data collection techniques

T

his was a pre-intervention study combining
qualitative and quantitative techniques of data
collection, assessment and analysis. It covered a

the time of planning the survey. A two stage cluster
sampling technique was employed in calculating the
sample size. The project sub counties were taken as
clusters then village as Primary Sampling Units (PSUs)
and Households as Secondary Sampling Units (SSUs).
Village household lists were obtained from village
registers at the sub counties. Where there were no
household registers, they were manually generated
at village level with LC I chairpersons. The first stage
sampling involved the selection of villages from each of
the districts with in the project sub counties while the
second stage involved the selection of the households
from each sampled village. At the second stage,

sample selected from all the project areas.

2.1

Study area

This baseline study was conducted in 20 sub counties
in Oyam, Nwoya, Sheema, Mubende, Hoima, Mityana,
Soroti and Mayuge. Table 1 below shows the project
implementation sub counties per district.

Table 1: Project implementation areas which were
surveyed
District

Hoima

Mubende

Mityana

Sheema

Mayuge

Soroti

Sub
counties

Kabwoya
Kiziranfumbi

Kiganda
Nalutumutu
Myanzi

Maanyi
Ssekanyonyi

Shuku
Kitagata
Kigarama

Baitambogwe

Arapai
Tubur
Kamuda

2.2

households were randomly selected.
A total of 45 households were sampled for interview
using random sampling in each cluster.
5 villages per cluster were randomly selected, 9
respondents randomly selected per village and
interviewed.
2.4.1 Sample size calculation
The sample size is calculated using the following
formula:
n = {t2 x p x q } x design effect (Known DE from prior
studies i.e; the EPI Method DE=2.2)
d2
n = {1.962 x 0.5 x 0.5 } x 2.2 =846 approx 855
0.52
Where:
n = sample size
t = the risk of error (1.96 or 5% error) (The percent
chance error of 5% error risk)
p = expected prevalence or proportion of variable of
interest (fraction of 1)
q = 1- p (expected non-prevalence)
d = level of precision (fraction of 1)

Study population

The study population comprised of people within the
project areas in the age groups 15 -49 selected using
the sampling methods described under in the sampling
procedure.

2.4

Nwoya

Koch
goma
Alero
Anaka

Study design

The design of this study is cross-sectional entailing both
quantitative and qualitative methods of data collection.
A representative sample determined using cluster
sampling was selected to facilitate generalization
of the results to the target population. The survey
largely depended on health facility service data
captured through document review and key informant
interviews. It also captured Knowledge, Attitudes
and practices in relation to maternal health through
community interviews and focus group discussions.
Data was collected from all the project sites to facilitate
isolation of specific district status.

2.3

Oyam

Aber
Minakulu
Acaba

Sample size

859 respondents randomly selected from 95 villages in
19 sub counties in the 8 project districts.
For the 20th sub county only key informants were
interviewed because it had not yet been identified by
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2.5

Inclusion criteria

The secretariat identified members from the VHR
coalition with skills in research and trained them. These
were formed into district supervision teams; each
district was supervised by a district supervisor, these
were responsible for overall supervision of the district
survey teams, and held district level introduction
meetings and key informant interviews. Each sub
county was supervised by a sub county supervisor who
supervised research assistants, carried out sub county
level key informant interviews and facilitated focus
group discussions. The research assistants were village
based and carried actual interviews with respondents
at household level.

Only one respondent per household was interviewed.
The respondent had to be in the reproductive
age groups (15 – 49). In cases of missed ineligible
respondents or non response, a random selection was
made to replace such respondents.

2.6

Exclusion criteria

The following people were not interviewed; all people
below 15 years and those above 49 years were not
interviewed because they are out of the reproductive
age group which is the target of the project and people
with mental sickness were also not interviewed because
their sense of objective judgement is compromised.
Those that opted not to be interviewed were not
interviewed.
The guides and community leaders were very key in
identifying these during interviews and brought this
information to the attention of the Research Assistants.

2.7

2.7.2 Data collection methods
The survey employed four methods as described below:
2.7.2.1 Household interviews
Household interviews were conducted with 859
respondents from sampled households in the target
area by Research Assistants using a semi-structured
questionnaire.

Data collection procedures

2.7.1 Survey team
The survey was planned and supervised by the MHP
secretariat under the guidance of the M&E Officer.

A data collector conducting a household interview in Mayuge District
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2.7.2.2 Key Informants Interviews
Supervisors at district and sub county levels conducted
Key Informant interviews at their respective levels of
supervision. Key informants included; District Health
Officers, health inspectors, In-charges of a HC IIIs,
midwives at health centre IIIs, chair persons of the
health unit management committees, Community
Development Officers and Secretaries for Health in the
respective districts. These were conducted by district
and sub county supervisors.

2.7.2.4 Records review
Data was collected from relevant documents through a
critical review guided by the Team Leader using a premade checklist. While records review is a complimentary
method for data collection on variables for result areas
on awareness and demand, access and utilisation and
accountability, it is the sole method that will be used
to collect data of the result areas of VHR capacity. Key
documents to be reviewed include the following:
• The patients charter
• The Health sector strategic investment plan II and III
• The health sector performance reports 2010
• The MDG country progress report 2010
• Roadmap for accelerating the reduction of maternal
and neonatal mortality and morbidity in Uganda
2007 – 2015.
• Any relevant Policy documents and guidelines
from Ministry of Health
• Records of vital statics and periodic report kept at
district and sub county level
• CSO studies on participation and accountability
• MoH Client satisfaction survey report
• UNHCO related reports
• MoH Area team and support supervision report.
• VHR capacity assessment report

2.7.2.3 Focus Group Discussions (FGDs)
8 focus group discussions of between 9 – 15 participants
drawn from community structures which are health
related were conducted. Participants included;
Community members in the productive age group 15 –
49, VHT members, CORPS and TBAs, Leaders of selected
community structures and Opinion leaders.
The session venues and time for the discussions were
communicated to all proposed participants in the study
sub counties well in advance.
The sub county supervisors supervised the FGDs
which were facilitated by resource persons in the local
language using FGD tool.

Baseline team meeting the District Health Officer Mubende, one of the key informants
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2.8

Study variables

any ethical issues that could crop up and made sure the
research was implemented within the confines of the
research protocol.
At community level the purpose of the study was
adequately explained to the prospective participants
and formal consent secured prior to their participation
in the study. During the course of the research, the study
team observed and respected cultural values, traditions
or taboos of the community. A briefing session with the
grass root leaders was conducted before home visits
were made. This enabled the research team to know
some of the salient community values and beliefs that
needed to be observed or respected.
Privacy was ensured during interviews. The respondents
were assigned numbers and their identities were
concealed.

The study methods comprehensively covered all the key
and critical indicators for the project. These included:
• Maternal mortality ratio
• Antenatal attendance
• Postnatal attendance
• Family planning utilisation
• Knowledge on MSRH rights and information
• Supervised deliveries

2.9 Quality control and Assurance.
The quality assurance started with proper selection
of Research Assistants, adequate training for both
supervisors and research assistants. The trainings
involved role plays to ensure that they are properly
internalised and translated in the local languages.
Questionnaires, Interview guides for FGD and Key
Informant guides were developed and pre-tested
before application. Specifically the following were
done;
1. Questionnaires were reviewed for completeness
before leaving the field
2. Safe keeping of the completed questionnaires
while still in the field as well as other materials for
submission to the office
3. Monitored the movement of the teams particularly
in reaching all pre-selected sampling points;
4. Conducted call backs on 10% of the respondents;
5. Provision of technical advice regarding the
implementation of the sampling plan; and
6. Interpretation and coding of difficult field
responses.

2.11 Management and Analysis
Questionnaires were pre-code by assigning number
codes to the different responses to individual questions
therein. Completed interview schedules were edited
for accuracy and completeness. All responses in the
questionnaires were transferred to a master-sheet
where they were tabulated. The data was entered into
Epidata and analyzed using SPSS software.
Data generated from key informant interviews, Focus
Group Discussions and document review will be
summarized and analyzed using content and thematic
analysis technique based on study issues. Data from
the different methods was compared to establish the
interrelationships and how they affect maternal health.

2.12 Survey report and dissemination of findings
This report contains information on the variables that
directly relate to maternal sexual and reproductive
health.

The above were undertaken to verify whether the
interviews took place, Proper application of the sampling
plan in selecting the respondent; approximate duration
of the interview was spent and general adherence to
professional standards.
Supervisors reviewed data submitted on a daily basis
and held briefing meetings every morning to clarify
issues identified in the data including sending data
collectors for re-interview where editing was not
possible.

2.10

The key sections of this report includes: Background,
introduction to the study, methodology, survey
findings, key observations, conclusion of findings and
recommendations. There are specific recommendations
pertaining to each variable. There are also general
recommendations pertaining to the whole MSRH
situation in proposed project area. Other inclusions of
the report are appendences of relevant documents like
the study tools, list of references used, list of names of
the study team, map of the study area, list of titles of the
Key Informants and FGD participants. The preliminary
findings of this survey will be shared with the local
leaders and key stakeholders in the districts. The report
will be disseminated to VHR members and the MoH
MCH Working Group.

Ethical Consideration

At district level, a discussion was held with the district
authorities to explain the purpose of the study and what
was required of the participants of the study. Some of
the members of the district officials especially those
from line departments participated in the research
either as Key Informants or other ways.
This interaction allowed the district authority to clarify

8
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3.0 Main findings

T

hese findings are a direct representation of the
MSRH situation in the 20 project sub counties
in 8 districts which form the proposed project
area. This report covers four aspects; Awareness and
Demand for MSRH, Access and utilisation of MSRH
services, Accountability and VHR capacity. The findings
relate specifically to the selected project areas and not
the entire district although in some instances district
figures were provided by the Key Informant Interviews
to facilitate contextualization of the problem. Where
these are provided they are reflected in the narrative
text.

Majority of the respondents interviewed were aged
between 25 -29 (19.8%) and the age groups 15 – 19
had the smallest number of respondents (7.5%). These
were drawn from 19 sub counties in 8 districts. Other
participants were interviewed through key informant
interviews and focus groups discussions.
These were not necessarily in the reproductive age
groups, but were considered on the basis of their
position in the delivery of maternal sexual and
reproductive health services in their communities. As
the population advances from the early reproductive
age groups to late reproductive age groups, the number
of children increases. Among the survey population,
the age group 15 – 19 did not have more than 4 children
while 35.3% of the respondent in the age group 45 -49
had more than 8 children. Majority of the respondents
had attained primary education.

3.1 Background Characteristics of respondents
859 respondents were interviewed through the
household survey 53% were female and 37% were
male. Respondents for the household interviews were
between the ages 15 -59.

9
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Occupation of respondents

Marital status

Age

Sample size

Variable

8.9%
87.8%
5.6%
2.2%
4.4%

Widowed/ separated

Peasant

semiskilled

skilled

Student

14.4%

Single- Never married
76.7%

8.9%

45 – 49

Married/ cohabiting

5.6%

40 – 44

17.8%

25 – 29
23.3%

16.7%

20 -24

35 – 39

10%

15 -19

17.8%

11.4%

Male

30 – 34

9.7%

Hoima

11.1%

4.4%

2.2%

82.2%

15.6%

66.7%

17.8%

13.3%

17.8%

4.4%

15.6%

24.4%

8.9%

15.6%

6.2%

4.4%

Mayuge

Percentage by district

Female

Category

Table 2: Background characteristics of the survey sample population for 19 study sub counties

Table 2 below show the population characteristics of the sample.

9%

2.2%

15.7%

73%

6.7%

62.2%

31.1%

8.7%

9.8%

14.1%

13.0%

23.9%

14.1%

16.3%

10.4%

11.1%

Mityana

3.3%

6.7%

5.6%

84.4%

6.0%

82.1%

11.9%

6.7%

15.6%

15.6%

15.6%

22.2%

16.7%

7.8%

10.1%

10.8%

Mubende

4.5%

2.2%

9%

84.3%

12.8%

75.2%

12.0%

12.6%

14.8%

16.3%

14.8%

15.6%

20.7%

5.2%

13.4%

17.9%

Nwoya

1.5%

0.7%

8.2%

89.6%

5.4%

90.0%

4.6%

9.8%

12%

20.3%

12%

18.8%

23.3%

3.8%

17.6%

14.2%

Oyam

5.2%

16.4%

6%

72.4%

3.8%

75.4%

20.8%

8.9%

12.6%

18.5%

20%

23.7%

11.1%

5.2%

14.6%

16.8%

Sheema

2.9%

4.4%

6.6%

86.1%

9.8%

79.5%

10.6%

6.6%

12.4%

18.2%

24.1%

16.8%

16.8%

5.1%

16.3%

15%

Soroti
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Number of children per
person

Biological children

Respondents in
polygamous relationships

Estimated income per
month

Education levels of
respondents
Known polygamous
relationship
Biological children and
number

Religion of respondents

Variable

25.8%
25.8%
25.8%
26.7%
24.4%
80%
20%
54.2%

30,001-60,000/=

60,001-200,000/=

Over 200,001/=

Male

Female

Have children

None

1-4 children
11.1%

42.7%

Below 30,000/=

8 children and above

4.4%

Tertiary

34.7%

23.3%

Secondary

5 – 7 children

55.6%

Primary

6.7%

Others
16.7%

8.9%

Moslem

None

10%

36.7%

Anglican

Evangelical or other Christian

37.8%

Hoima

20.6%

38.2%

41.2%

24.4%

75.6%

5%

12%

6.7%

6.7%

22.2%

62.2%

6.7%

26.7%

51.1%

15.6%

0.0%

37.8%

4.4%

37.8%

20%

Mayuge

Percentage by district

Catholic

Category

9.0%

26.9%

64.2%

25%

75.0%

31.2%

21.4%

16.7%

16.7%

37.8%

43.3%

4.4%

30%

54.4%

11.1%

2.2%

14.1%

7.6%

25%

51.1%

Mityana

16.2%

27.5%

56.2%

11.1%

88.9%

39%

24.2%

7.8%

7.8%

18.9%

62.2%

5.6%

25.6%

57.8%

11.1%

1.1%

16.7%

12.2%

23.3%

46.7%

Mubende

11.2%

25.8%

62.9%

33.3%

66.7%

34.6%

31.5%

6.8%

6.8%

19.5%

69.9%

3.7%

17%

63%

16.3%

3%

.7%

3%

25.9%

67.4%

Nwoya

14.4%

34%

51.5%

28.1%

71.9%

23.8%

20%

3.8%

3.8%

18%

75.2%

1.5%

15.7%

69.4%

13.4%

0.0%

2.2%

3.7%

32.1%

61.9%

Oyam

10.2%

23.9%

65.9%

34.1%

65.9%

28%

22.4%

14.1%

14.1%

23%

59.3%

12.6%

23.7%

59.3%

4.4%

0.0%

8.9%

3%

65.2%

23%

Sheema

19.8%

28.9%

51.2%

10.9%

89.1%

25%

16.9%

8.3%

8.3%

18%

72.2%

8.1%

14%

69.1%

8.8%

2.2%

0.0%

20%

34.1%

43.7%

Soroti
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3.2 Findings related to the project results areas.

Table 4 below further provides an elaborate district
specific status per indicator. However the findings for
each indicator are explained in relation to the overall
status for the project areas and specific project district
status.

This section contains findings on the status in the
indicators for all the project results areas. The findings
apply to the sub county level status in the districts. The
findings are further summarized into overall status per
indicator in the project areas. The results are presented
in orders on the results areas beginning with awareness
and demand, followed by access and utilization,
accountability and ending with VHR capacity.

Knowledge on where MSRH services are provided:
Of the target groups in the project areas,79.8% in Hoima,
84.6% in Mubende, 65.6% in Mityana, 80.5% in Sheema,
75.6% in Mayuge, 74.8% in Nwoya, 77% in Oyam and
85.4% in Soroti knew where to get MSRH services. In the
overall sample, 68.5% had ever heard information on
MSRH, with 66.8% getting it from government health
centres, 4.3% from VHR members in the districts, 45.5%
from radios, 1.9% from TV, 13.8%
from community structures,
1.7% from posters and 4.3%
from seminars. When asked
the providers from whom
they obtained information
on MSRHR, 68.7% reported
government health centres
while 3.3% reported traditional
birth attendants.

3.2.1 Target communities aware of their rights and
demand quality MSRH services
The study focused on knowledge and perceptions
on MSRH among the target group which ultimately
affect demand for services.
It also considered maternal
mortality in the respective
districts.
3.2.1.1 Knowledge and
perceptions on MSRH
among the target group
In this sub section, findings
relating the indicators
for result area one are
presented.

A Focus Group discussion in Nwoya district
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Knowledge of at least 3 danger signs in pregnancy
and child birth: There is generally low awareness
on danger signs in pregnancy among the target
population. 31.5% in Hoima, 14.4% in Mubende, 32.2%
in Mityana, 18.5% in Sheema, 24.4% in Mayuge, 32.6%
in Nwoya, 30% in Oyam and 29% in Soroti of the
respondents knew at least 3 danger signs in pregnancy.
From the total sample, 89.5% of those who knew at
least three dangers signs in pregnancy said they would
report to the health centre immediately a danger sign is
identified while 1.2% said they would go to TBA or give
treatment at home.

Perceptions of target community members on the
maternal health services provided by the service
providers: most of the respondents interviewed think
MSRHS are beneficial and safe, affordable and believe
in the government providers. At the same time there
are those who think they are costly and far. Of the total
sample, 84.4% believe the MSRHS are beneficial; and of
these 74% believe that government health facilities are
the safe providers of MSRH services. But 37.5% believe
it is costly compared to 27.7% who think it is not costly
and 35.3% think is long compared to 15.6% who believe
it is a manageable distance. 79.7 % of the respondents
think that MRSH services are safe.
68.7% of the respondents have never paid for MSRHS
at a government health facility, 30.2 have ever paid for
a MSRHS at government facilities. More people pay
services for TBAs than at government health facilities
40% have paid for TBA services while 60, have never
paid. When asked how often does one have to pay
for MSRH services each time they visit a government
facility, only 1,4% reported paying each time they visit,
16.4% have paid on some occasions. Table 3 below
shows the percentage of people who pay at different
providers for MSRHS. Where prices are high especially
above 60, 000=, it raises suspicion of bribery or asking
patients to provide fuel for ambulances.

Knowledge on MSRH rights among target
community members: There is generally low
awareness on the rights. No district exceeded 19.8%
which was attained by Soroti and Sheema, Mayuge was
least with 3.8% of people who were able to mention
at least one right. Most of the people who have heard
about MSRHR, got information from the health facilities
accounting for 63% of the respondents who knew
at least one right. Even during the FGDs, community
members would easily say they know their MSRH rights
but when asked to mention any they would not.

Table 3: Cost communities meet to get MSRHS
Cost of MSRHS
BELOW 30,000
30,001-60,000
60,001-200,000
Over 200,0001

Provider
Govt

Private TBAs

26.2

27.5

32.5

1.6

14.1

4.2

0.2

3.4

0.6

0.2

0.9

0

Target population who feel it is necessary to be
supervised by a skilled health worker during pregnancy:
Very few people think it is necessary to be supervised by
a skilled health worker during pregnancy. Among the
respondents; only 10.7% in Hoima, 10.3% in Mubende,
10.8% in Mityana,15% in Sheema, 5.3% in mayuge,
15.9% in Nwoya, 15.8% in Oyam and 16.3% in Soroti
think it is necessary to be supervised by a skilled worker
during pregnancy. They feel there is no harm going
through pregnancy without supervision. Others gave
reasons that they have experience in child birth so they
did not need the services of a skilled health worker.
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Table 4: Status of indicators under result area 1 of the project.
Status per district

Indicator

Hoima

Mubende

Mityana

Sheema

Mayuge

Nwoya

Oyam

Soroti

79.8%

84.6%

65.6%

80.5%

75.6%

74.8%

77%

85.4%

% of the target
population with
31.5%
knowledge at least
3 danger signs in
pregnancy and child birth

14.4%

32.2%

18.5%

24.4%

32.6%

30%

29%

% of target community
members who know
their rights

12.9%

5.4%

19.8%

3.8%

12.5%

15.5%

19.8%

Awareness and demand
% of the target
population who know
where MSRHS services
are provided

10.4%
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% of target population
who feel it is necessary
to be supervised by a
skilled health worker
during
pregnancy

10.7%

10.3%

10.8%

3.2.2 Good access to and high utilization of MSRH
services in target communities
This largely depended on service utilisation data,
gathered through key informant interviews.
Therefore this is district specific; an overall figure has
not been developed to avoid distortions. In Oyam,
only Minakulu has a health centre III, the rest of the
project sub counties have health centre IIs and do
a lot of referrals. The findings for this sub section are
summarised in table 5.

15%

5.3%

15.9%

15.8%

16.3%

Pregnant women attending the 4th ANC visit:
34% in Hoima, 28% in Mubende, 29% Mityana, 62%%
in Sheema, 11.0% in Nwoya, 23.1% in Oyam, 27% in
Mayuge and 32.7% attend the recommended 4 ANC
visits.

Pregnant women tested positive enrolled on ARVs
prophylaxis:
56 pregnant women in Hoima, 1206 in Mubende, 148
in Mityana, 441 in Oyam, 317 in Mayuge, 637 in Soroto
were enrolled. Data for Nwoya and Sheema was not
readily available.

Outreaches:
In all the districts apart from Mubende, there were
routine immunization outreaches carried out weekly.
These outreaches however do not incorporate maternal
health because of low staffing in some places where
there are few staff, they do not want to close and go
for outreaches while in other districts, there is lack of
facilitation. Some places are far and vast especially in
Hoima the Lake Albert shores and in Oyam and Nwoya.

Women attending ANC (new): In all districts, there were
high attendances at the first ANC visits, these however
drop sharply at 4th visits and delivery raises again. In
Hoima, 98%, 92 % in Mubende, 75% in Mityana, Nwoya
88%, Oyam 89.2% 88.4%, Sheema 80.5% and 98% in
Soroti attend the first ANC visit.

This is low because of issues of distance, negative
information from community members seen as role
models, as respondent in Oyam put it; “my wife did
not attend ANC during her first pregnancy and we lost
the pregnancy, she was advised not to go by a village
mate who had stayed in Kampala arguing that it was
unnecessary. It only served to make it known to the
public that she was pregnant” costs and reluctance
given that only 12.5% of the respondents feel it is
necessary to be supervised by a health worker during
pregnancy. In FGDs, some community members
reported fear for being tested for HIV as reason for
not attending ANC, others reported lack of support
from their husbands in terms of transport while others
reported fear of facing nurses with dirty underwears.

Women who deliver under skilled supervision and in
health facilities: generally there are higher supervised
deliveries than the ANC attendances.
This implies that some women come for delivery a fact
which the health workers also confirmed. 37% in Hoima,
22% in Mubende, 46% in Sheema, 61.3% in Nwoya, 31.8
in Oyam, 29% in Mayuge and 55.6% in Soroti deliver in
health facilities.
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“My wife did not attend
ANC during her first
pregnancy and we lost
the pregnancy, she
was advised not to go
by a village mate who
had stayed in Kampala
arguing that it was
unnecessary. It only
served to make it known
to the public that she was
pregnant” a respondent
in Oyam District.

Proportion of women who attend postnatal services:
Attendance of postnatal services is high in three
districts and poor in the five other project districts.
Hoima, Mubende and Mayuge have good turn up for
postnatal services with 84% in Hoima and Mayuge and
96% in Mubende. In Nwoya data was not available while
Oyam has the poorest postnatal attendance of 27%.

Number of people using family planning methods (New
users + Revisit users): 634 people in Hoima, 10556 in
Mubende, 24949 in Mityana, 2737 in Sheema, 286 in
Nwoya, 20100 in Oyam, 10299 in Mayuge and 14577 in
Soroti are using family planning.

One of the mothers who is lucky to have a bicycle to take her child to a health centre for health care
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Patients are handled well: This presented a mixed

When this was crosschecked through household
interviews, 36.6% reported using a family method; all
those reported to be using a family planning method,
decided on it with their partners. 76.1% are supportive
of FP, of these 45.5 were males while 54.5% female.
When this was further subjected to an FGD, participants
were positive about it but they report difficulties in
handling the side effects because they usually walk
into drug shops or even just any small shop around and
pick pills with no professional guidance on the options
available.

result with Reponses of satisfaction and mishandling.
The positives are strong points consolidate while the
points of being mishandled are areas of improvement.
49.2% of the people interviewed during household
surveys said Health workers are cooperative when they
need MSRH services while majority think they are not
cooperatives. During exit interviews, those who said
they were handled well reported that they are given
drugs, good reception, advice, treated, immunized
and encouraged to attend ANC. They also reported
that health workers properly explain to patients the
sicknesses and the precautions to take. There are those
who were happy because they are not asked to buy
medicine.
On the other hand those that reported being poorly
handled said they were not given full prescription
and asked to buy medicines, chased away when they
came with other problems on the maternity day. Some
health centres close early by 1:00pm and do not open
on market days and Sunday.

The target population is satisfied with the MSRH
services provided by the health facilities:
Respondents are not satisfied with the MSRH services
provided in their areas. This was confirmed by the LC
V chairperson in Hoima and the CAO of Oyam, both
observed this rude attitudes were pushing people out of
health facilities. The Hoima LC V chairperson observed
that a TBA in Kabwoya sub county one of the project
areas was holding many pregnant women because
she is friendly. In Hoima during an exit interview, a
respondent said;

The ambulance system is generally poor, in some
districts where they exit; it is only for the entire district.
In some cases it is abused by technocrats and politicians
and driven as official vehicles. There are others where
there is completely no ambulance and there is where
they broke down and were left to waste away. This will
affect maternal health especially transferring cases to
higher referral levels.

“we are at the mercy of the health
workers, we come from long
distances to come here (Kabwoya
HC III), the nurses see us, and
tell us there are no drugs. For me
sometimes I stay at home even
when i’m need of MSRH services, “ one time I came here on Sunday and I
because I know will not get them as was turned back for coming during a rest
long I do not have money to buy”. day and told to come back on Monday,

when I came on Monday I was told it was a
market day, nurses had to go the marker;
can you surely postpone sickness?” a
patient wondered during an exit interview
in Hoima.

This is discouragement to service utilisation but also
limits access to services. During FGDs, communities
reported being asked for gloves and those who get
referrals being asked for fuel for ambulances as reasons
for dissatisfaction.
Within the districts, the highest proportion of those
satisfied with MSRH services was 18.8% in Oyam, the
rest are below as illustrated in table 5 below.

Others reported poor growth monitoring for their
children; “I was not weighed during my

entire pregnancy period, I delivered,
my child is three months, but no health
worker has ever taken her weight,
Health workers interviewed know patients rights: what kind of monitoring is this?” Another
During the survey, In charges, mid wives and HCIII staff
were interviewed including on whether they know the
rights of patients’ and MSRH rights. None of them could
mention more than 3 rights.

respondent wondered as she lined up at the health
facility.
Other respondents reported rude attitudes from health
workers;
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“you woman, you know you are HIV positive, you did not come for
PMTCT and now that child is also HIV, and this husband of yours is also
there watching” a health worker shouted at a woman in Soroti in front of the interviewer and other
patients at the health facility as the woman shed tears.
Patients also reported late coming as one of the main barriers. In Oyam a patient complained of being made to
share a bed with other patients.

Health workers interviewed who know patients rights: In charges, mid wives and HC III staff were interviewed
but none of them could mention more than 3 rights. They largely talk along the lines of ethics. This was further
confirmed by the DHOs of Hoima, Oyam and Sheema. They observed that MSRH and patients rights have not
been disseminated to the health workers.
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Health workers observe patients rights:
This also tracked at patient exit interviews and compared with key informant outcomes with the health workers.
It also gave a mixed result will other patients saying their MSRH rights are respected while other did not believe
so. Both results should be interpreted with causation given that very few people know their rights. Close to the
above, there are those who said, they received full prescriptions, the health workers explained to them properly,
they are kind and encouraged them to attend ANC.
On the other hand those who said their rights were not respected cited, being told to buy medicine, being turned
away, closing health centre as early as 1:00pm denying them access to treatment. This was also witnessed by the
interviewers in Hoima and Mubende

Mothers and children waiting at a health centre
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Table 5: Status of indicators under result area 2 of the project.
Districts

Indicator

Hoima

Mubende

Mityana

Sheema

Nwoya

Oyam

Mayuge

Soroti

Number of pregnant
women tested positive
and enrolled on ARVs
prophylaxis

56

1206

148

480

Not
available

441

317

637

% of pregnant women
attending the 4th ANC visit

34%

28%

29%

62%

11.9%

23.1%

27%

32.7%

% of women who deliver
under skilled supervision
and in health facilities

37%

22%

46%

66%

61.3%

31.8%

29%

55.6%

Proportion of women who
attend postnatal services

84%

96%

30%

42.6%

Not
available

27%

84.7%

42.3%

% of women attending
ANC (new)

98%

92%

75%

80.5%

88%

89.2%

88.4%

98%

Number of ANC new
attendances

23099

3998

8154

1010

15318

Number of pregnant
women attending the 4th
ANC visit

4655

1351

4408

5074

137

11347

4901

8430

Number of People
using family planning
methods(new users+ revisit
users)

5535

10556

24949

2737

286

20100

10299

14577

Number of women who
deliver under skilled
supervision and in health
facilities

8549

5120

6763

305

5455

703

5390

14148

% of the target population
satisfied with MSRHS
provided by the health
facilities

11.8%

8.3%

5.9%

17.3%

6.5%

15.6%

18.8%

15.9%

25710

3.2.3 Key duty bearers held accountable for delivery of MSRH services in target areas
Proportion of health unit management committees sitting at least 4 times a year:
Majority of the health facilities held the required four meetings in 2010 while a section of them held few meetings
ranging between 2 to 3 meetings. Table 6 below shows the status per district. These committees sit to; address
concerns of health workers, resolve conflicts between politicians and health workers, plan for services and plan
for community mobilisations for services. In the FGDs community members did not know about these HUMC
members and their roles. This indicates poor interface between the decision makers and service users. There are
not standard compositions of these committees, the membership ranged from 9 to 15.
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Table 6: Number of meetings held by HUMCs in 2010
District

Health Centre (HC)

Number of meetings

Tubur HC III

2

Kamuda HC III

4

Dakabela HC III

4

Anyeke HC IV

4

Aber HC III

3

Minuakulu HCIII

4

Anaka Hospital

4

Nwoya

Alero HCIII

4
4

Mayuge

Kochgoma HCIII
Baitambogywe
HC III
Maanyi
Sekanynyi

2

Soroti

Oyam

Mityana

Health facilities with functional feedback and redress
mechanisms in place:
In Hoima, the 3 health facilities in the sub counties of
implementation had HUMCs and suggestion boxes.
However, the suggestion boxes were visibly not
functional because; the health unit management
have not popularised the boxes, as expressed during
the exit interviews where patients did not know
about their existence, those who knew some of
them cold not right and others had resigned to fate;

“even if I write, what
will change, except
increasing insults
from health workers!”

3
4

exclaimed a patient in Kabwoya.

Sheema

Hoima

Kikuube HC IV

4

Kabwoya HC III

4

More importantly, those who write say they see
no differences, the health units have not come out
to address the concerns. Even where there was
knowledge of the feedback and redress mechanisms,
there is little evidence of functionality.

Mukuabala HC III
Mubende

Kiganda HC III

4

Myanzi HC III

3

A resident stresses a point at a meeting in Mityana
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In Mubende, the two health centres had HUMC and local
councils as mechanisms for redress. Clients feel better
to complain to the politicians as their representatives to
carry their concerns.

type of feedback and redress mechanism known by
communities.

Functional follow-up mechanism for cases forwarded
to the redress mechanism in place: It did not come
out clearly whether in practice health centres have
come up with proper and structured ways of following
cases from the time the complaint has been lodged to
it conclusion. Besides, communities seemed to have
a resigned attitude on the use of the mechanisms.
Handling and follow up of patients’ concerns is lacking
and politicians have taken advantage of this to demand
services for their “voters”. Indeed it was reported that
the HUMCs among the issues they sat to discuss was
resolution of conflicts between health workers and
politicians with no patient in the equation. To other
HUMC members, they meetings were just another
meeting to attend and of course get allowances.

In Manyi HCIII, there is a very active HUMC which has
also taken MSRH given the recent events of maternal
deaths. This however came after the ugly incident of
death of mother for suspected neglect. The health
centre has moved out to mobilise communities not to
abandon services.
In Sheema, the three health centres in the project sub
counties had functional suggestion boxes. The health
centers reported using the feedback to improve.
In Nwoya, Anaka and Koch goma are using hospital
management committees, suggestion boxes and
community meetings as redress mechanisms.
However, Alero
health centre
did not have
any redress
mechanism at
the time of the
survey.

3.2.4
VHR
hasinstitutional
capacity to
effectively
implement
the MHP
The survey
relied on the
report from
the advocacy
capacity
assessment. Key
areas where
partners are
strong and
scored 4 include; General advocacy capacity, MSRH
technical knowledge, M&E and Project management.
The following partners weak on the same areas of
assessment above, MHU, SAU, JFSCU, AGHA, THETA
and ESAU. See table 6 below for summary of results.

In Oyam, Aber
health centre II
did not redress
and feedback
mechanism,
Minakulu
Health centre III uses addresses feedback through
referral forms and verbal feedback. Anyeke HC IV has
functioning HUMC, VHTS, PDCs and LCs.
In Mayuge, Baitambogwe health centre III did not have
a functional feedback and redress mechanism. Whereas
the committee was in place, they never reported
handling patients concerns.

In terms of understanding advocacy relevant
to the project, most partners defined advocacy in
terms of targeted efforts aimed at policy change by
means of influencing higher level decision-makers.
This understanding of advocacy does not fit well with
the project design of MHP, which promotes more of a
grassroots theory of change. It would be valuable to
offer implementing organisations the opportunity to
explore grassroots advocacy and fully clarify the theory
of change underlying the MHP.

In Soroti, VHTS, HUMCs and local councillors were being
used as feedback and redress systems.

Patients know about the existence of the redress
mechanisms: This attracted mixed responses with
some reporting knowledge of the existence of redress
mechanisms while others did not know about these
mechanisms. HUMCs merged as the most common
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Table 7: VHR capacity (adopted from VHR advocacy capacity assessment report January 2011)
Strong capacity

General advocacy
capacity

HAG, MHU, NACWOLA, RHU and UNHCO ‘Have done convincing evidenceor consultation-based advocacy, mobilizing allies and using many different
communication methods’
MHU, NACWOLA, SAU, and THETA report that ‘Many at the organization have the
charisma and communication skills to reach and influence others at all levels’
HAG, MHU, RHU and UNHCO ‘Develop or adapt own materials and ensure their
effectiveness by pre-testing or involving targeted groups in the production process’

MSRH technical
knowledge

Note: none of the participant organisations recorded level 4 for MSRH technical
knowledge.

M&E

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

Project
management

NACWOLA ‘Systematic approach to gathering and sharing information about
policies, actors and activities’
ESAU and 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’
AGHA, ESAU, HAG, MHU, RHU, SAU, THETA and UNHCO ‘Have effective ongoing
partnerships working together and sharing resources’

Weak capacity
General advocacy
capacity

SAU has done ‘Little or no targeted advocacy work done in the past’
ESAU ‘Lack of skills and experience in practical advocacy activities’ and are
inexperienced at message development, i.e. ‘Do not use any materials, tools or
activities’

MSRH technical
knowledge

AGHA and THETA report that only ‘A few people know basic facts about maternal,
sexual and reproductive health (M&SRH), but knowledge is not widespread’

M&E

MHU and SAU ‘Do not document results in a systematic way’

Project
management

MHU and JFSCU report that ‘Project management does not take account of M&E data’

3.3 General findings
The districts are comfortable working with the VHTs as a reliable community structure. They are trained generally
in health promotion but they have never received specific training on maternal health. The VHT training manual
incorporates maternal health and therefore there may be no need for developing another manual.
Health centres III and below have not registered any maternal deaths according to their records. They report that
critical cases are usually referred.
Maternal deaths that might occur at community level are not in any of the official records of the health systems.
The districts require formal MoUs with implementing partners before commencement of activities in the
respective districts.
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Annexes:
4.0 Key observations

T

hese relate to the general issues within the
project areas which the implementers need to
take note during implementations.
• Although the TBAs were phased out by the
ministry of health, they continue operate within the
communities and have trust of the people. These
people have previously served communities very
well, being from the villages, they have personal
relationships with community and handle are
courteous to women. It is also a source of livelihood
for them. These factors combined make it difficult to
rule out the TBAs in the provision of maternal health
services.
• The areas in Soroti, Nwoya, Oyam and Hoima are
vast. It will require community based methods to be
more effective.
• In Hoima in Kabwoya Sub county, there are private
providers who attract a lot of patients to the extent
the patients have abandoned the government
health facilities which are free for the paid services.

•

•
•

•

•

There is need to build confidence in the community
in the government system.
Work with the DHTs and possibly carry out joint
dialogues and supervision visits to have on spot
responses and action by the district. On top of that
there is need for regular meetings.
Some health units do not know targets, it will require
liaison with the districts to ascertain the targets.
HUMCs have varying membership. Whereas they
are meant to be 9, some have seven others above 9.
They also face constraints of facilitation to hold their
meetings.
The TBAs are still exiting in community and doing
some work, if we to phase them out we need to
improve services at the health centres, intensify the
work of VHTs through mobilisation.
In Oyam, Health IIs perform deliveries; while this
brings services closer, they were found lacking basic
requirements like admission facilities, ambulances
although they had a midwife. Additionally, because
they are not supposed to perfrom delivery by policy
they do not receive such supplies.

A list of danger signs during pregnancy displayed at Mayuge Health Centre 4
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5.0 Conclusions

T

There is also opportunity for government to attract
communities to its facilities, given that they still believe
it the safe provider of MSRH services.

his report draws conclusions based on the
findings in line with each of the 4 key result areas
of the MHP.

Target population feel it is necessary to be supervised
5.1 Target communities aware of their rights and
by a skilled health worker during pregnancy: A large
demand quality MSRH services Knowledge on where
proportion of the respondents do not think it is
MSRH services are provided:
necessary to be supervised by a skilled worker during

Communities know where to access MSRH services.
They believe the government health facilities are the
main providers. What needs to be done is mobilisation
to get communities to use the facilities.

pregnancy. They feel there is no harm going through
pregnancy without supervision. Others gave reasons
that they have experience in child birth so they did not
need the services of a skilled health worker. Given many
people do not know the danger signs in pregnancy and
now coupled with the feeling that it is not necessary
to be supervised by a health worker during pregnancy,
people will turn up for only the first ANC, or even just
come to deliver. This implies that the majority of the
women that will come to the health centres, either
when they have not attended ANC regularly or they
come after failing in the villages.

Knowledge of at least 3 danger signs in pregnancy and
child birth:
Most of the people do not know at least three danger
signs in pregnancy. 90% of those who knew at least
3 danger signs in pregnancy said they would go to a
health facility if it presented, meaning that is majority
of the people know danger signs in pregnancy, they
would seek medical care early. But as it has rightly been
noted, this leads to late reporting to health centres
when the conditions of the pregnant mothers are poor
or some times irreversible.

The main sources of information on MSRH services are;
Government health facilities, radio, and then members
of community structures. Posters and TV were cited by
few people because of access to TV in the rural areas
and of course given that 61.4% have attained primary
education, programs where people listen to a facilitator
on radio or in face to face sessions are better.

Knowledge on MSRH rights among target community
members: There is generally low awareness on the
rights. Even those who say they know their rights when
tasked to mention them the number goes down. This
can not guarantee demand for rights, because they do
not know entitlements, what they receive is what they
take. Communities can be expected to demand for
what they do not know they are entitled to.

Where knowledge on MSRH rights is as low as 49.5% with
no district exceeding 19.8%, demand for rights cannot
be guaranteed neither can abuse be safeguarded or
even reported. This has a negative bearing on access,
demand and utilisation.

Perceptions of target community members on the
maternal health services provided by the service
Health workers know some of the MSRH and patients
providers:

rights, but they do not know all of them. They are thus
largely driven by professional standards and rights
issues do not feature so much in their service delivery.

Communities generally believe that MSRH services are
beneficial and safe. They also trust the government
health providers as the safe providers. There are
however, barriers that limit them from using the
services which need to be addressed. They include;
unofficial costs, poor attitudes of health workers, late
reporting and early closure of health facilities and
chronic absenteeism especially where the In charges
usually operate health facilities on mobile phones.

5.2. Good access to and high utilization of MSRH services
in target communities PMTCT and enrolment of ART:
The health centre IIIs have reported testing people
for HIV but ART is administered at HC IV which is far
which may affect utilisation. On the other hand some
respondents reported HIV testing as a scare that pushes
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aware women from attending ANC. This point to the fact that HIV in pregnancy has not been well appreciated by
the communities and they try to avoid where possible.

Outreaches:
The districts are currently running outreaches but without MSRH services. The outreaches are largely focused on
immunisation, but the districts however appreciate the importance of integrating MH in these outreaches. It is
thus possible to integrated MH in the current outreaches without creating parallel outreaches for MH only.

Generally few women complete the 4th recommended ANC in all the project areas.
The reasons cited include distance, negative information from community members seen as role models, fear

Mothers waiting to see a health worker at a health unit in Soroti
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medicines, unavailable health workers and some times
rude amount to poor handling.

for being tested for HIV, costs and reluctance given that
only 12.5% of the respondents feel it is necessary to be
supervised by a health worker during pregnancy. Lack
of support from male partners especially transport also
affect attendance. Poor hygiene was also reported as
the reason for non attendance, however, this could also
be stemming from lack of education on preparation for
delivery, but also it is likely that the health workers scone
them when they come to deliver. All these account for
missed visits between the 2nd and 3rd ANC visits.

Health workers Respect patients’ rights:
Even if the awareness on rights is poor, it can also be
concluded that health workers do not respect the rights
of patients. At the same time, it is also clear that patients
do not fulfil their obligations. When health facilities are
closed at 1:00pm, patients turned away for coming on a
Sunday or on a market day these are clear abuses of the
rights of patients. It is also not farfetched to say that the
health workers and the patients alike cannot demand
or respect rights they do not know.

Delivery in health facilities:
Generally there are higher supervised deliveries than
the ANC attendances. This implies that some women
come for delivery a fact which the health workers
also confirmed. But the Hoima, Mubende, Sheema,
Oyam, Mayuge and Soroti have low deliveries in health
facilities.

5.3 Key duty bearers held accountable for delivery of
MSRH services in target areas Health unit management
committees meet,

however they sit to address concerns of health workers,
resolve conflicts between politicians and health workers,
plan for services and plan for community mobilisations
for services. Others do not know their roles, to them it
is just another meeting to attend and get facilitation.
Communities on the other hand, only know that there
are HUMCs for the health centres in their areas but
they do not known the individual members of these
committees implying that the interface between them
and communities is very minimal. It was also observed
that some of the HUMCs do not take these health
facilities as their own, they consider them as facilities of
government.

Women attending the first ANC:
In all districts, there were high attendances at the first
ANC visits, these however drop sharply at 4th visits and
delivery raises slightly again. The second and third visits
are largely unattended.

Family planning:
From the absolute numbers, it would look as if many
people are using FP services, but when people were
asked whether they were using any FP method by the
time of the survey, only 36.6% reported using a family
method. The is generally positive attitude towards use
of family planning, however people initiate it without
proper professional guidance on the options available,
when the side effects present, they can consult they
either persist, consult peers or abandon the methods.

In terms of feedback and redress mechanisms
HUMCs and suggestion boxes are in place in majority
of the health centres. Some people know about the
existence of these mechanisms while others do not
know them. But there are no concrete avenues to
facilitating redress or providing feedback on the issues
raised by communities. The least people can do is to talk
to the politicians who represent them. This means that
somehow, the service providers have put themselves in
the positions bosses where the users can not question
them directly on any issues of concern.

Satisfaction with the MSRH services provided by the
health facilities:
There is general satisfaction on the services provided,
however the lack of supplies, poor handling by health
workers are discouraging communities.
Health workers do not know much about the patients’
rights, their focus are professional standards and try to
reason out rights along those lines.

5.4 VHR has institutional capacity to effectively
implement the MHP

Handling of patients:

There is capacity within VHR to implement the MHP
especially among the organisations that scored 4, the
potential of spreading out this capacity can be explored
through coaching, mentoring and peer learning with in
VHR.

For patients to consider being handled well, they must
have received free drugs, good reception, advice,
immunization and respect from health workers. Poor
explanation of patients’ sicknesses, being asked to buy
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6.0: Recommendations

T

he recommendations are made on the basis of
the findings, conclusions and observations made
during the survey. They are aligned to specific
result areas as specific recommendations and then
general recommendation are made for issues that cut
across all the result areas.

6.1 Target communities aware of their rights and
demand quality MSRH services
•

•

•

•

•

VHR, should double its effort to disseminate MSRH
message using community based structures.
Dissemination of messages should be largely
through face to face interfaces at community or
health facility levels in small effective group sessions
where targeted messages will be disseminated.
Radio programs should run but with facilitation
of technical staff. Posters are not a main source of
MSRH information, thus not much emphasis should
be put on the posters.
Local languages should be used in dealing with
communities given that majority of them have
not gone beyond primary education. This includes
sensitisations, radio programs and posters.
People know where to get MSRH from; strong
emphasis should be put on awareness on maternal
health, with specific focus on early identification of
danger signs in pregnancy, recommended actions
in such cases, MSRH rights while emphasising
obligations of patients and generally the benefits
of attending MSRH services.
Address barriers to utilisation of services, like costs,
availability of services, attitudes of providers and
support to the health workers to improve their
performance.

•

•

•

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

•

There should be deliberate provision of proper
information on PMTCT, specifically addressing the
fears of pregnant women and their partners. Proper
counselling must be provided to properly prepare
women for HIV testing.
Integrate MH in the routine outreaches going in the
project areas, it is strongly advised that no parallel
outreach is created because it will be difficult to
sustain. The number and frequency should be

decided in consultation with the DHT. In Hoima, the
DHT accepted to integrate MH in two outreaches
per month. The partners will facilitate the midwives
to go with the outreach teams to focus of MH issues
at the standard government rates. This should
also be progressively worked out with district to
facilitate take over.
Actively mobilise communities for ANC and PNC
through regular sensitisations, outreaches and
close follow up visits on those registered for ANC.
There should strong emphasis on the benefits of
the MSRH and the dangers that are associated with
non use. Collaboration between health workers and
patients should be enhanced and where patients
need to carry some items due to lack of the same
at health centres, it should be positively discussed.
In the promotion of family planning services, all
partners must be sensitised on the benefits of FP.
There should be specific focus on the side effects
of the various methods, eligibility and dealing
with the myths. It must also come out clearly that
FP must be provided by competent providers not
just any seller. In community sessions, opportunity
should be provided for discussion of challenges
faced by those using FP.
The partners must periodically discuss with the
DHT on the barriers to service utilisation identified
with a views of making changes.
Health workers should be trained on the rights
base approach, there should be sessions with
implementing partners, DHT and health workers to
discuss the issues surrounding attitudes understand
their challenges and provide counsel for a positive
attitude. Where there is need for administrative
action, the partners must follow it through with the
decision makers.

6.3 Key duty bearers held accountable for delivery of
MSRH services in target areas
•
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HUMCs should be popularised in the community
and other Feedback and redress mechanisms.
This should be done with a view of ensuring
that communities know them and can approach
them with their concerns. The partners should be
empowered through training and facilitating them
to attend meetings.
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•
•

•

VHR should work with the districts to create known effective space and mechanisms for communities to give
feedback/engage duty bearers regarding services
There should be general sensitisation about feedback and redress including the use of Suggestion boxes. The
partners should also encourage open discussion of the issues raised by communities and feedback should be
provided in time at the various community levels.
There is need to build confidence in the redress mechanism through active case follow up and resolution of the
concerns.

6.4 VHR has institutional capacity to effectively implement the MHP
•

•
•

All partners must set up a structure that runs from the grassroot to their headquarters. This will include community
resource person to carry out the routine sensitisations and visitations and there should be a district level staff. These
are the frontline implementers. It is not practically possible to implement without a community based structure.
It is recommended at all implementing partners have opened accounts by the time implementations starts.
The project should set up peer leaning mechanisms to facilitate knowledge transfer that is within VHR but also to
promote learning and continuous improvement during project implementation.

6.5 General recommendations.
•
•

•
•

•

•
•

Advocate for streamlining of the referral systems: The referral system is critical for Improving MH, it is hindered by
poor/absence of ambulances, unofficial arbitrary payments for ambulances to whoever etc.
The implementation should use VHTs but at the same rates of facilitation as the districts give them. This is
recommended because it is a sustainable structure but care should be taken not distort the rates of facilitation that
have previously worked. The DHT should be involved in the selection and supervision of the VHTs.
The VHTs require training in MH, this does not require a separate training manual because MH is already in the VHT
training manual. The partners should make use of the district based trainer under the health department.
It is a requirement by most districts that any partner entering must enter into understanding with the administration
to define the mandate of the partner. It is therefore recommended that all partners should have an MoU that runs
for a minimum of the project duration before commencement of the project.
Joint supervision visits are recommended among cluster partners to save costs but also to enhance complementary.
The DHT should be part of these monitoring visits. This help in facilitating action at the decision maker level and an
appreciation of the challenges.
All radio programs must be facilitated by technical staff and should run in systematic way. It is recommended that
clusters plan undertake such programs jointly.
All resource persons and district and community level must be trained on MSRH rights, patients’ rights and maternal
health.
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