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Introduction
Uganda’s rates of maternal, newborn, and child mortality remain among the world’s highest. Despite significant progress in recent years, 
MCH and nutrition indicators for Uganda are characterized by high mortality rates, undernutrition, and anemia in women and children, 
especially among the most vulnerable community members. In addition to early childbearing and its deleterious impacts, GBV exacerbates 
pre-existing health issues for women and girls. Although maternal health interventions have been successful in increasing access to and use 
of maternal health services, they have failed to address underlying gender dynamics (5). This is due not to a lack of sound policies and 
strategies, but to gaps in rollout and implementation of the relevant policies and strategies at both national and subnational levels (5).

To help address this, the United States Agency for International Development (USAID)/Uganda designed and funded the five-year Maternal, 
Child, Health, and Nutrition (MCHN) Activity to improve MCH and nutrition outcomes throughout the country by strengthening 
leadership and governance, rollout of national strategies and programs, and coordination and cooperation across stakeholders. The MCHN 
Activity is guided by two interlinked and mutually reinforcing results: 

Result 1: Strengthen national and subnational linkages in rolling out and scaling up for improved MCH and nutrition service delivery 

Result 2: Improve capacity through strengthened leadership, governance, and cross- and intra-sectoral collaboration 

This Gender, Youth, and Social Inclusion Analysis (GYSIA) was conducted for the USAID Maternal and Child Health and Nutrition
(MCHN) Activity, funded by USAID/Uganda, in two phases: (1) a document review and (2) primary data collection, combining to identify 
gaps, needs, and opportunities for the activity to address in order to achieve greater inclusive development in implementation of the 
strategies to improve MCH and nutrition outcomes. 

EXECUTIVE SUMMARY
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Methodology
In the first phase of this GYSIA, the MCHN Activity conducted a document review of relevant secondary information sources to uncover 
existing knowledge and evidence on the current context of gender, youth, and social inclusion in MCH and nutrition services in Uganda. 
More than 65 individual materials were considered as part of the document review, including Ministry of Health policies and guidelines; 
publications, studies, data, and surveys from local governments and relevant ministries; and studies and reports from implementing 
partners, multilateral bodies, and other in-country organizations, including civil society organizations (CSOs). The team developed and 
coded document summaries and subsequently reflected on and analyzed the data to develop emerging findings and highlight key knowledge 
gaps.

In the second phase, primary data collection efforts centered on identifying gaps and opportunities for more equitable access to and use of 
MCH and nutrition services in Kampala. Given the COVID-19 pandemic, the study team used targeted Zoom-based key informant 
interviews conducted with 16 key informants—a group of ten females and six males; six of whom worked in roles at the policy and 
advocacy level that were directly relevant to MCH and nutrition, while the remaining ten served in healthcare service delivery and 
management roles. The team analyzed the primary and secondary data using Dedoose and triangulated findings with those derived from the 
Phase 1 document review.

This report presents the findings and identified gaps and opportunities from Phase 1 of the GYSIA.

EXECUTIVE SUMMARY
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Findings
Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

Finding 1: Uganda has a rich array of policies that address gender, youth, and social inclusion needs in MCH and nutrition and other areas 
of equality.

Finding 2: Despite a rich policy framework, implementation of Uganda’s policies to address gender, youth, and social inclusion needs in 
MCH and nutrition and other areas of equality often does not reflect this framework.

Finding 3: Although maternal, newborn, and child mortality rates have been improving, there remain critical barriers and disparities based 
on region, education, wealth, and for women belonging to minority ethnic groups or with disabilities.

Finding 4: Despite progress on nutrition outcomes in recent years, weak implementation of national policies means these gains are still 
minor, relative to the extent of the challenge.

Finding 5: The gender-responsive budgeting guidelines and accountability system have the potential to promote gender equality; however, 
structural weaknesses that drive poor implementation have limited their efficacy.

Finding 6: Social and gender norms and practices still stand as a barrier to women’s, girls’, and boys’ positive health and development 
outcomes and enable multiple forms of gender-based violence.

Finding 7: Gender and age biases and norms have sometimes influenced the framing of policies.

EXECUTIVE SUMMARY
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Findings
Finding 8: Some recent and recently planned interventions are working to engage with challenges in MCH and nutrition on multiple levels, 
including combating inequitable gender norms that lead to poor health outcomes.

Finding 9: In the past, nutrition interventions were conducted with inadequate coordination for planning and implementation. The Uganda 
Nutrition Action Plan and the National Integrated Early Childhood Development policy aim to address this gap.

Sub-result 1.2: Subnational Uptake of MCHN Strategies Strengthened

Finding 10: Overall, there is limited documentation of the uptake or ongoing strengthening of MCH and nutrition strategies related to 
gender, youth, and social inclusion at the subnational level. However, the literature presents several best practices relevant to influencing 
gender and social inclusion in MCH and nutrition at the subnational level, including community engagement and multisectoral approaches.

Finding 11: Community health initiatives to improve MCH, adolescent health, nutrition, gender-based violence prevention and response 
services, and male engagement are being implemented, but additional community mobilization is needed to fully achieve the desired 
outcomes in these areas.

Sub-result 1.3: MCHN Service Delivery in Kampala Strengthened

Finding 12: Although gender-equitable norms are more commonplace in Kampala than in other regions of Uganda, gender-based violence, 
violations of sexual and reproductive rights, and early pregnancies are still prevalent.

EXECUTIVE SUMMARY
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Findings
Finding 14: Undernutrition, lack of knowledge on feeding practices and healthcare-seeking behavior, and low antenatal care attendance is 
more prevalent among women living in Kampala’s informal settlements. This contributes to poor maternal and neonatal health and higher 
rates of neonatal mortality.

Finding 15: High levels of inequality, youth unemployment, and poverty in Kampala result in nutrition challenges for many. Households 
headed by females or those who are disabled or chronically ill are more susceptible to food insecurity.

Finding 16: Much of Kampala’s population lives in informal settlements, where children are at higher risk of stunting and of contracting 
communicable diseases, with boys being more vulnerable to poor health outcomes.

Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation Improved

Finding 17: Existing plans and strategies recognize the challenges and opportunities of multisectoral collaboration for effective MNCH 
outcomes, gender mainstreaming, and violence prevention, but despite progress to date, challenges remain in the areas of prioritization and 
funding, notably for gender mainstreaming efforts.

Finding 18: The National Youth Action Plan and National Adolescent Health Strategy both emphasize multisectoral collaboration and 
approaches to implement effective programming for adolescent and youth health, including sexual and reproductive health, but continued 
efforts are needed to ensure a strong policy environment for adequate adolescent- and youth-responsive health services.

EXECUTIVE SUMMARY
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Findings
Finding 19: There is a strong recognition of the key role that cross-sectoral collaboration plays for improved nutrition outcomes; the 
strategies and policies in place aim to improve these outcomes, emphasize maternal and child health, and integrate multisectoral
approaches.

Finding 20: There are established policies, action plans, and entities in place to implement programs for early childhood development and 
newborn health across sectors, which include stipulations on equal opportunities for all children, regardless of gender or ability.

Sub-result 2.2: Systems for Learning and Adaptive Management Strengthened

Finding 21: Although the Health Management Information System and other health-related survey structures do gather and maintain 
comprehensive health data, there is a need for increased gender health profiling and stronger MCH and nutrition data collection and use.

Finding 22: Increased community engagement in the health system is a primary focus for gender and social inclusion and is needed to 
enhance Uganda’s use of the lifecycle approach for health service provision.

Sub-result 2.3: Good Governance Leadership Skills Strengthened

Finding 23: There have been improvements in women’s political freedom and decision-making due to policy and constitutional changes that 
have increased women’s presence in decision-making bodies and bolstered gender mainstreaming. However, poor educational outcomes
and sociocultural and economic constraints among women impede their effective participation in lower levels of government.

EXECUTIVE SUMMARY
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Findings
Finding 24: Although there are policies and frameworks in place for equal opportunity and to mainstream gender in the health sector, there 
is insufficient dissemination and knowledge of these policies and a need for stronger human resources management efforts to address 
gender inequity within the health sector’s workforce.

Finding 25: With regard to women’s protection, there have been numerous achievements and efforts to date, although sexual harassment 
persists in the health sector.

Finding 26: Several ministries and departments have established efforts toward gender mainstreaming, including training, policy 
development, and gender compacts, among other achievements. Yet challenges and gaps exist in numerous areas, including gender outputs 
and indicators, gender analyses, disaggregated data, overall capacity for gender mainstreaming, and structural concerns within the Ministry 
of Gender, Labour, and Social Development.

Finding 27: With regard to financial planning and management for gender mainstreaming, in spite of many efforts—such as the Public 
Finance Management Act of 2015, the annual Commitment to Gender and Equity Assessment, and various budgeting tools—there are still 
gaps in the use and allocation of funds toward gender mainstreaming.

EXECUTIVE SUMMARY

Identified Gaps & Opportunities
Analysis of the findings led the study team to identify several gaps and opportunities for the MCHN Activity to address across each sub-
result. These were also informed by key project staff. Each identified gap and opportunity is linked to findings. A full list and description is 
provided in the “Identified Gaps & Opportunities” section of this report. 
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Introduction

The Government of Uganda has seen 
improvements in maternal and child health and 
nutrition but recognizes opportunities for 
continued growth.

Over the past three decades, Uganda has made steady progress 
in improving the health of its women, children, and newborns. 
Improvements are most notable in reduced levels of child 
mortality, improved child nutritional status, and progress 
toward ending HIV/AIDS that have propelled the country to the 
verge of epidemic control. Unfortunately, despite encouraging 
trends overall, many Ugandans continue to suffer and die from

preventable diseases. Globally, Uganda remains among the 10 
countries with the highest rates of maternal, newborn, and child 
mortality; almost one-third of the country’s children under 5 
years suffer from stunting. 

The Government of Uganda’s (GOU’s) Sharpened Plan for 
improved reproductive, maternal, newborn, child, and 
adolescent health (RMNCAH) highlights that Uganda’s poor 
health sector performance is due not to a lack of sound policies, 
but rather is the result of inadequacies in implementation (1). It 
defines a package of high-impact interventions for each level of 
the health system and details current bottlenecks impeding 
effective and scaled implementation.

INTRODUCTION AND BACKGROUND

Section 01
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Introduction

In response to the recommendations in the Sharpened Plan, the United States Agency 
for International Development (USAID) is funding the Maternal Child Health and 
Nutrition (MCHN) Activity, a 5-year program to improve maternal, newborn, and child 
health (MCH) and nutrition outcomes in Uganda through strengthening leadership and 
governance, the rollout of national strategies and programs, and coordination and 
cooperation across stakeholders. The MCHN Activity seeks to enhance learning and 
sharing of lessons and best practices, facilitate improvements to governance and 
cooperation processes and structures, build leadership capacity, and enhance private 
sector engagement. The Activity will also advance new models for MCHN services and 
systems for urban settings, particularly Kampala.

The Activity is guided by the following two interlinked results:

Result 1: MCHN service delivery improved
Result 2: Capacity for MCHN “good” governance increased

The USAID MCHN 
Activity’s purpose is 

to strengthen 
government 

performance in 
implementing 
strategies to 

improve maternal, 
newborn, and child 

health and nutrition 
outcomes.

INTRODUCTION AND BACKGROUND
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Introduction

“Unequal access to and 
inadequate healthcare 
services between men 
and women largely stem 
from unequal power 
relations which 
influences decision 
making for health in the 
household.” 

—GOU Sharpened Plan (1)

The USAID MCHN Activity recognizes gender, youth, and 
social inclusion as key social determinants of health for 
improved MCH and nutrition outcomes.

Social and cultural norms—as well as systems and policies that reinforce 
inequalities based on gender, age, and other demographic factors—inhibit 
continued improvements in health for Ugandans. The USAID MCHN Activity has 
therefore conducted a gender, youth, and social inclusion analysis document review 
to identify gaps, needs, and opportunities to be addressed by the Activity in order 
to achieve its development objectives. 

INTRODUCTION AND BACKGROUND

Section 01
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Background
Despite significant recent progress, MCH and nutrition indicators for Uganda are 
characterized by high mortality rates and undernutrition and anemia in women and 
children, especially among the most vulnerable members of communities. As of 2017, 
for instance, the maternal mortality ratio remained high, at 375 deaths per 100,000 live 
births (2). Mortality rates for children under 5 years are also slightly higher for boys, 
with 51 deaths per 1,000 live births for male children and 42 deaths per 1,000 live births 
for female children (2). Similarly, anemia remains prevalent among children and their 
mothers; as of 2016, approximately half (51%) of children under 5 were anemic, as were 
around a third of pregnant women (34%) and women of reproductive age (29%) (2). 

Furthermore, early pregnancy remains prevalent, with around 25% of adolescents aged 
15–19 years in Uganda having been pregnant (2). Adolescent pregnancies are high risk 
and account for a significant proportion of maternal deaths in Uganda annually, with 
17.6% of maternal deaths occurring among young women aged 15–19 (1). Stillbirths and 
child deaths are 50% more likely for babies born to mothers younger than 20 than for 
those aged 20–29 years (1).

Gender-based violence (GBV) is also pervasive in Uganda. A large percentage of women 
between the ages of 15 and 49 (22%) have experienced sexual violence (1). Such 
violence is believed to be rooted in unequal power relations, control of resources, and 
harmful social norms that promote dynamics of ownership over women by men (3). 
GBV exacerbates pre-existing health issues for women and girls.

Key Statistics in 
Uganda

 Under-5 mortality rate: 51
deaths per 1,000 live births
for male children; 42 deaths
per 1,000 for female children

 Maternal mortality ratio: 375
deaths per 100,000 live
births

 25% of adolescents aged 15–
19 have been pregnant

 Adolescents aged 15–19
make up 17.6% of maternal
deaths

 22% of women aged 15–49
have experienced sexual
violence

INTRODUCTION AND BACKGROUND

Section 01



16

Background

INTRODUCTION AND BACKGROUND

There is a need for further evidence regarding guidelines and measures for inclusive implementation 
of national strategies as well as social factors influencing access to and use of MCH and nutrition 
services in Kampala. 

Uganda’s poor performance in the realms of MCH and key indicators of health for female youth are thought to be driven by several
factors. The government has strong policies in place, including the 2015/2016 – 2019/2020 Health Sector Development Plan (4) and the 
2016 Sharpened Plan (1), that identify high-impact interventions for scale-up and acknowledge gender inequality as a driver of health 
inequities. Although these interventions have been successful in increasing access to and use of services, they have failed to close equity 
gaps and address underlying norms and dynamics related to gender, age, and other demographic factors (5).

At the community level, gender and social norms negatively affect MCH outcomes. Some drivers of the aforementioned reproductive 
health challenges are rooted in gender and social norms that encourage large families, early child marriage, and teenage pregnancy and 
limit access to youth-responsive reproductive health services (6). Additionally, existing norms typically favor male children over girls 
throughout the life cycle, potentially having adverse impacts on access to adequate nutrition and healthcare services (6).

Insufficient information exists regarding policies and guidelines for integrating considerations of gender, youth, and other social 
determinants in the implementation of these overarching national health policies or how institutions are measuring gender, youth, and 
social inclusion activities or outcomes. Furthermore, little evidence exists regarding gaps and opportunities related to gender, youth, and 
inclusion for equitable access and use of MCH and nutrition services in Kampala. 

Section 01
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METHODOLOGY

Purpose and Objectives

The gender, youth, and social inclusion analysis document review aims to identify gaps, opportunities, and practices in access to and use 
of MCH and nutrition services by marginalized and underserved populations—including women and girls, youth, individuals with 
disabilities, low-income groups, certain ethnic and religious groups, and orphans and vulnerable children. The document review examines 
key gender, youth, and inclusive development opportunities and constraints to address within the MCHN Activity’s portfolio and 
recommends how the Activity can achieve greater inclusive development in the implementation of existing strategies to improve MCH 
and nutrition outcomes. 

Source: USAID/Uganda Archive 2012–2017; https://2012-2017.usaid.gov/uganda

Section 02

https://2012-2017.usaid.gov/uganda
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Purpose and Objectives

Research Questions

The analysis centers around an overarching research question:

 What key gender-, youth-, and social inclusion–related gaps, 
needs, and opportunities need to be addressed by USAID 
MCHN Activity programming to achieve its objectives?

The Activity’s scope comprises (1) addressing leadership, 
governance, and the rollout of high-impact interventions at 
national and subnational levels and (2) a pilot for improved 
urban health service delivery in Kampala. For this reason, the 
study team has organized its research to answer the following 
sub-questions:

 What opportunities and gaps exist in national MCH and
nutrition policies and guidelines, as well as their
implementation and measurement, for issues related to
gender, youth development, and social inclusion, to improve
implementation of national MCH and nutrition strategies,
strengthen governance and leadership, and contribute to
improving MCH and nutrition in Uganda?

METHODOLOGY

 What opportunities and gaps exist related to gender, youth,
and social inclusion for more equitable access and utilization
of MCH and nutrition services in Kampala City?

Objectives

The results from this analysis will be supplemented by and 
triangulated with similar, ongoing MCHN formative 
assessments, such as the landscape analysis and baseline 
assessment, and used toward the following objectives:

 Support evidence-informed programmatic dialogue, activity
planning, targeting, and implementation by the Activity and its
stakeholders, including the GOU and USAID.

 Contribute to the evidence base on the effectiveness
of MCH and nutrition programming through national policies,
guidelines, and measures from the GOU Ministry of Health,
including service delivery in Kampala. Measures may
encompass gender-sensitive indicators and other quantitative
indicators of social inclusion at the project, activity, and/or
national levels.

Section 02
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Methodology
The study team is conducting the 
gender, youth, and social inclusion 
analysis in two phases. During Phase 1, 
the study team has conducted a 
thorough document review. The USAID 
MCHN Activity will use learning from 
this review, as well as feedback 
received, to develop the methodology 
and protocol for Phase 2, consisting of 
subsequent primary data collection in 
Kampala.

Phase 1: Document Review

The analysis team reviewed relevant 
secondary information sources to 
uncover existing knowledge and 
evidence on the current context of 
gender, youth, and social inclusion in 
MCH and nutrition services in Uganda. 

The analysis team collected relevant 
documents, including Ministry of Health 
policies and guidelines; publications, 
studies, data, and surveys from local 
governments and relevant ministries; 
and studies and reports from 
implementing partners, multilateral 
bodies, and other in-country 
organizations, including civil society 
organizations (CSOs). More than 65 
individual materials were considered as 
part of the document review; these 
were publicly available and were 
acquired through Internet searches, 
provided by other MCHN technical 
leads, or shared by key government 
counterparts.

Team members based in the United 
States and Kampala organized 
information by each MCHN Activity

result area, using a document review 
template. The template further sub-
categorizes information by six criteria:

 Gender-related information
 Information related to youth and

adolescents
 Information related to the inclusion of

other vulnerable groups (including
individuals with disabilities, low-income
groups, certain ethnic and religious
groups, and orphans and vulnerable
children)

 Activities and interventions
 Innovations, best practices, and

toolkits
 Key equality and inclusion results

The team inductively coded the 
summaries using Dedoose version 
8.3.21, a Web-based application for 
managing, analyzing, and presenting 
qualitative and mixed methods research 
data. The codebook was inductively 
developed and piloted using a 
collaborative process to ensure 
intercoder reliability.

METHODOLOGY

Section 02
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Methodology

Phase 2: Primary Data Collection

The study team considered emerging themes from 
the document review and all feedback received on 
these themes to draft analysis protocols and 
relevant data collection tools for use at the 
Kampala level.

Primary data collection efforts centered on 
identifying gaps and opportunities for more 
equitable access to and use of MCH and nutrition 
services in Kampala. Given the COVID-19 
pandemic, the study team used targeted Zoom-
based key informant interviews.

Following data collection, the study team 
analyzed the finalized interview transcripts in 
Dedoose version 8.3.2.1 and triangulated the 
emerging findings with those from the document 
review.

METHODOLOGY

Section 02
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Methodology

Phase 2: Data Consultation and Validation 
Workshop

In September 2020, the study team will convene a virtual 
workshop with stakeholders from the Ministry of Health, 
national referral hospitals, the Kampala Capital City Authority, 
private health sector actors, civil society and human rights 
organizations, donor organizations, organizations representing 
consumers of health services, regional USAID implementing 
partners, and USAID MCHN Activity partners.

During this workshop, the study team will present and validate 
initial findings from the Kampala analysis and then engage the 
group in participatory activities to co-create recommendations. 
This process helps ensure the final recommendations are 
actionable, relevant, and reflect stakeholders’ priorities. The 
team will incorporate stakeholders’ feedback from the 
workshop in the final report.

METHODOLOGY

Section 02
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Introduction

FINDINGS

Findings from the GYSIA document review are organized by each of the MCHN Activity’s two sub-objectives. Within each sub-objective, 
findings are grouped by MCHN Activity sub-result areas. An icon (or icons) representing one of USAID’s five gender analysis domains is 
highlighted alongside each finding. A brief analysis of findings through the lens of USAID’s five gender analysis domains is included at the 
end of this section.

USAID’s Gender Analysis Domains:

Section 03

Laws, policies, 
regulations, and 

institutional practices

Cultural norms and 
beliefs

Gender roles, 
responsibilities, and 

time use

Access to and control 
over assets and 

resources

Patterns of power 
and decision- making



Sub-result 1.1
National-Level Rollout of MCHN 
Strategies Improved

Sub-result Objective: To gauge, understand, and document the current status of the 
level of national-level rollout of MCHN strategies. 
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FINDINGS

Sub-result 1.1: National-Level Rollout of 
MCHN Strategies Improved
Finding 1: Uganda has a rich array of policies that address gender, youth, and social inclusion needs in 
MCH and nutrition and other areas of equality.

Uganda has enshrined a commitment to equality within its Constitution and has signed on to a variety of international treaties and 
declarations promoting the equality of women and girls; children, adolescents, and youth; people living with disabilities; and other groups 
that face social exclusion. Furthermore, Uganda has ensconced these international commitments in national laws, policies, and plans.

Specific policy areas and related laws include gender budgeting (Public Finance Measurement Act); affirmative action (National 
Development Plan II); GBV (Domestic Violence Act [2010], Prohibition of Female Genital Mutilation Act [2010], Prevention of the 
Trafficking in Persons Act [2009]); reproductive health and rights, maternal health, and child health (National Health Policy, Health 
Sector Development Plan, National Youth Policy, Uganda National Adolescent Health Policy); and cross-sectoral collaboration and 
gender mainstreaming (National Action Plan on Women, National Gender Policy). Often, these laws, policies, and plans address several 
forms of vulnerability, particularly different forms faced by children, adolescents, and youth (e.g., orphanhood, child labor). 

Many of these laws, policies, and plans are strong on paper and include both accountability structures and monitoring plans with 
indicators and clear targets. Several polices were developed through multisectoral, consultative processes, with many actors contributing 
to their development from across different ministries, CSOs, and the academic community. Two examples are the Uganda Nutrition 
Action Plan (UNAP) I (7, 8) and the National Priority Gender Equality Indicators (9).

Section 03
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FINDINGS

Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

Finding 2: Despite a rich policy framework, implementation of Uganda’s policies to address gender, 
youth, and social inclusion needs in MCH and nutrition and other areas of equality often does not 
reflect this framework.

Although Uganda has a rich tapestry of laws, policies, and plans to address gender, youth, and social inclusion needs across various areas of 
health and development, implementation has remained challenging. For example, although many of the policies and plans possess sex-
disaggregated indicators, many institutions do not actually capture sex-disaggregated data and believe collection and analysis of these data 
lies with the Uganda Bureau of Statistics (10). The Uganda National Policy Guidelines and Service Standards for Reproductive Health 
specifically outlines the requirements for youth-responsive services, but a 2007 assessment found that only 5% of facilities provided them 
(11). 

Generally, there is a lack of oversight and enforcement of relevant laws, policies, and plans, in addition to limited knowledge of these 
mechanisms by stakeholders at national and district levels, resulting in lack of awareness and capacity for interventions that aim to improve 
rights (1, 12, 13, 14). This means Ugandans—including children—are often deprived of the rights they are guaranteed under the law (1). 
Institutions established to implement and enforce these policies often lack the internal capacity to do so, with studies citing underfunding, 
understaffing, and lack of relevant expertise among staff at the Ministry of Gender, Labor, and Social Development (MGLSD) and the Equal 
Opportunities Commission (12, 15). 

Different conceptions surrounding which institutions are responsible for certain actions, lack of accountability, and lack of knowledge and 
capacity around gender and social inclusion issues (including the laws and policies themselves) also interrupt the potential positive effects of 
the laws, policies, and plans (1, 10, 12). Another factor contributing to challenges in implementation is that existing policies are not 
adequately contextualized to address the underlying and historical structural barriers and stereotypes that affect men and women, resulting 
in policies that fail to address the realities of most Ugandans (16). 

Section 03
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FINDINGS

Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

Finding 3: Although maternal, newborn, and child mortality rates have been improving, there remain 
critical barriers and disparities based on region, education, wealth and for women belonging to 
minority ethnic groups or have disabilities.

Health outcomes for maternal, newborn, and child health in Uganda have improved over the last few years. However, this improvement 
falls short of the GOU’s ambitious targets set in its laws, policies, and plans. For example, maternal mortality dropped from 524 maternal 
deaths per every 100,000 live births in 2000/2001 to 438 maternal deaths per every 100,000 live births in 2011 (17). This is greater than 
the reduction seen in other Sub-Saharan African countries during the same period (18) but remains below Uganda’s targets (15). Other 
indicators, such as infant mortality, have remained stagnant or even worsened (14).

Several factors drive these poor outcomes. For example, although 60% of women now attend the minimum recommended four 
antenatal care visits during pregnancy, the first visit is often delayed and many women still do not complete all their visits due to low 
quality of care, even though there are incentives for attending (1) and no fees for the visits. Expectant mothers also continue to prefer 
using traditional birth attendants, leading to inadequate antenatal and postnatal care (14). The quality of care varies substantially by 
facility type, and those residing in rural areas live farther from the best-equipped facilities (14, 19, 20). Quality of care is expanding to 
more rural areas but has not yet reached targets (20, 18). These disparities also extend to women belonging to minority ethnic groups, 
who access public services at lower rates due to weak institutional support and a lack of awareness of available services. (14).

Section 03
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Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

FINDINGS

Furthermore, there are significant wealth and education disparities in terms of who accesses high-quality care, with women in the richest 
quintile accessing skilled care providers at a rate three times higher than women in the poorest quintile (19). Medical professionals often 
leave the public sector for the private sector, further reducing the quality of care available to poorer women (15). Women with 
disabilities also struggle to access health services as many facilities lack accommodations such as ramps, elevators, or the technology to 
support communication with deaf or blind persons (14). 

Age is another driver of poor maternal outcomes, with adolescent mothers being among the least likely to access maternal heal th 
services and the most likely to die in childbirth. The high rate of unmet family planning need (25%, according to government estimates) 
(15)—particularly among adolescents—drives teen pregnancy and poor maternal health outcomes (21). And because abortion is illegal, 
many women resort to unsafe abortions, increasing maternal mortality; about 3% of maternal deaths were attributed to unsafe abortions 
in 2014/2015 (15, 21, 20, 11). 

As of 2016, the median age of first sexual intercourse was 17.1 for women and 18.4 for men (3), yet adolescents struggle to receive 
adequate sexual health services due to cultural attitudes that limit access to sexual health services and information, a lack of youth-
responsive services, and costs for transportation, supplies, and services (11, 22). Married adolescents experience heightened risks due to 
a greater lack of information and decision-making power than their older counterparts (11). 

Section 03
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Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

FINDINGS

Finding 4: Despite progress on nutrition outcomes in recent years, weak implementation of national 
policies means these gains are still minor, relative to the extent of the challenge.

Nutrition is another sector in which Uganda has seen mixed results. For example, although the rate of stunting fell from 45% to 39% 
between 1995 and 2005, the rate remains high—at 29% as of 2016 (8, 3)—and malnutrition remains associated with 15% of all under-5 
deaths (7). Micronutrient deficiencies remain one of the key challenges (8), particularly among adolescents, who suffer from anemia as a 
result (21). Malnutrition and poor eating habits are becoming major concerns for adolescent girls and boys (21). There further exists 
significant regional variation in nutrition outcomes for children; for instance, only 3% of children aged 6–23 months receive the minimum 
acceptable diet in the Acholi region, while 27% receive it in the Ankole region (3).

The UNAP I had some major successes with regard to nutrition, but it had several blind spots as well, including a limited implementation 
area, insufficient focus on behavior and mindset change to promote healthy diets, limited enforcement and coordination, and limited 
community engagement around gender equality and empowering women to ensure nutrition and well-being (7). Exhibit 1 presents 
estimates of the risks of inaction to address nutrition issues in Uganda.
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Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

EXHIBIT 1: IF THERE IS NO CHANGE IN NUTRITION BY 2025

568,000
lives of children under 5
will be lost related to 
stunting

Almost 15,000
mothers’ lives will be lost 
related to maternal anemia

82.1 million
equivalent school years of 
learning will be lost related 
to stunting

1.1 million
children will be born 
with irreversible 
brain damage, with a 
decrease in IQ related 
to maternal iodine 
deficiency

I
Iodine

53

272,000
lives of children under 5 
will be lost related to wasting

221,000
lives of children under 5 
will be lost related to vitamin 
A deficiency

363,000
lives of children under 2 
will be lost related to poor 
breastfeeding practices

Vitamin
A

Cm.

Kg.

Source: Projections from World Food Programme (WFP), The Cost of Hunger in Africa: Uganda 2013
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Sub-result 1.1: National-Level Rollout of MCHN Strategies 
Improved 

Finding 5: The gender-responsive budgeting guidelines and accountability system have the potential to 
promote gender equality; however, structural weaknesses that drive poor implementation have limited 
their efficacy.

Although the Public Finance Measurement Act provides both an encouragement for institutional actors to implement gender-responsive 
budgeting and an accountability structure through the oversight of the Equal Opportunities Commission (EOC), at present there are 
limitations with regard to how well this process can be implemented. The EOC can recommend whether the Ministry of Finance 
presents certificates to government entities for meeting the gender budgeting requirements (23), but there are numerous challenges to 
ministries implementing gender-responsive budgeting. These include limited capacity and experience among the responsible parties, who 
are often junior staff members; limited interest and accountability among higher-level actors; limited amounts of sex-disaggregated data; 
misalignment of tools for the gender-responsive budgeting process; and lack of coordination between different actors (10).
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Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved

Finding 6: Social and gender norms and practices still stand as a barrier to women’s, girls’, and boys’ 
positive health and development outcomes and enable multiple forms of gender-based violence.

Women, girls, people living with disabilities, youth, and other marginalized groups face poor health and development outcomes as a 
result of social and gender norms that disempower them. This is particularly true for groups who face multiple forms of discrimination, 
such as girls with disabilities (17). For example, norms that promote early marriage, large families (regardless of women’s preferences), 
and non-use of contraception drive adolescent pregnancy and associated poor maternal health outcomes (15, 44, 24, 5). Further, as a 
result of financial constraints, women often seek less expensive forms of maternal healthcare, such as traditional birth attendants, that 
lead to poor maternal health outcomes (14). These norms also lead to girls’ dropping out of school and forgoing opportunities to work 
and develop skills (25). Discriminatory practices, such as unequal inheritance, early marriage, and GBV (particularly as a response to 
women’s economic success) further limit women’s economic outcomes (17, 26, 27, 24). 

Norms also have a disproportionate impact on women’s economic outcomes in certain sectors; in agriculture, for example, women 
make up a majority of the labor force but due to social and cultural norms, they often lack access to information and resources they 
need to expand production (28). Furthermore, many nutrition programs target women as the primary caregivers, but men are often 
household decision makers who have more influence over the quantity and variety of food purchased, leading to higher rates of under-
and malnutrition among women and girls (28). Although many national laws, policies, and plans address these norms, they are often 
poorly disseminated at the local level, leading to limited implementation of the laws and of related interventions to curb the behaviors 
that drive unequal outcomes (1).
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FINDINGS

Research suggests that GBV is common and widely accepted, with studies showing results between half and two-thirds of survey 
participants agreeing that violence against women or children is justified for at least one reason (29, 25, 5). More than two-thirds of 
married women report experiencing violence from their partner (15), and in the East Central, Mid-Eastern, and Mid-Northern regions, 
an average of two-thirds of women married before they were 18 (25). GBV and early marriage lead to increased risk of early 
childbearing, HIV, and other sexually transmitted infections, and limit young women’s agency over their health and health decisions (25, 
5). These lead to increased risk of a number of adverse MCH and nutrition outcomes, including premature births, small-for-gestational-
age births, higher perinatal and infant mortality, and lower child development outcomes (25, 30). Exhibit 2 highlights the prevalence of 
sexual violence in Uganda, by marital status.

Violence is also common in schools. One study found that 77.7% of primary school children and 82% of secondary school children had 
been sexually abused at school; teachers are often the perpetrators (16). Although more attention is often given to violence against girls, 
boys disproportionately receive physical punishment in schools. 
Studies show this leads to lower self-esteem or aggressive 
behavior, and it often reinforces for young boys the 
importance of strength, dominance, and control (16). Boys 
who experience and witness violence as children and who 
internalize stereotypical male norms are then more likely to 
perpetuate violence themselves and use violence as a means 
to exert control over their partners and children (16, 29). 

To respond to these issues, policymakers and implementors
need to focus more on addressing inequitable norms and 
poverty simultaneously, while engaging a range of community 
members, including men and boys, to address harmful norms (1).
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EXHIBIT 2: WOMEN WHO HAVE EXPERIENCED 
SEXUAL VIOLENCE, BY MARITAL STATUS

Never Married Married/Living Together Divorced/Seperated/Widow
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FINDINGS

Finding 7: Gender and age biases and norms have sometimes influenced the framing of policies.

Several policies and programs identified in this review showed some evidence that gender biases and norms influenced policy framing 
during the planning phase. No documents considered in the review commented on this directly, but it was often apparent. For example, 
the UNAP prioritizes that “the proper nutrition of these future mothers [adolescent girls, aged 10–14 years] will result in their 
experiencing pregnancies and deliveries that are less prone to problems and giving birth to healthier babies who have a good birth 
weight. Hence, the focus of the UNAP includes both the children and the mothers of today and of the future” (8). Although it is true 
that targeting adolescent girls’ nutrition promotes the health of their future children, this exclusive focus on motherhood ignores the 
myriad health benefits of good nutrition for adolescent girls, largely unrelated to their possible future roles as mothers. 

Similarly, the “Be Proud of Your Virginity” campaign ignores issues related to adolescent access to and use of contraceptives and 
promotes a limited approach to family planning (31). Furthermore, the Uganda National Development Plan and Uganda National Health 
Policy frame adolescents as a “problem group” without recognizing their agency in bringing about positive change in their lives or in the 
cultural norms that limit their access to sexual health information and services that would help mitigate the risks associated with early 
sexual debut (22).
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FINDINGS

Finding 8: Some recent and recently planned interventions are working to engage with the challenges 
in MCH and nutrition on multiple levels, including combating inequitable gender norms that lead to 
poor health outcomes. 

Experts acknowledge that addressing underlying discriminatory social norms must be included in MCH and nutrition programming to 
bring about sustainable change (32). Examples at the policy level include parental leave, childcare and breastfeeding facilities, and equal 
rights to property through divorce or inheritance. At the community level, participatory activities include games, drawings, role plays, 
and dramas that allow men and women to reflect together about harmful social norms. Such activities have proven to help men better 
understand the challenges women face and to support communities to work together to challenge deep-rooted discrimination and 
identify opportunity for positive change (32). Interventions must also understand and take into account existing power dynamics and 
roles men and women have in their design, which can be achieved through formative assessments or gender analyses (28). 

There are several examples of gender-integrated MCH and nutrition interventions and GBV prevention and response activities across 
Uganda, most often championed by local partners, such as local non-governmental organizations, CSOs, and women’s organizations 
delivering direct services in communities. Recent programs to address MCH and nutrition have begun to plan to address gender norms, 
behavior change, and the economic situations that drive women’s (and particularly adolescent girls’) poverty. There also has been further 
work to fill data gaps and provide more sex-disaggregated data; however, some of these efforts are less recent. Exhibit 3 provides 
additional examples of some of these interventions.
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Focus Area Interventions and Description

Nutrition and 
Food Security

The West Nile Initiative, Agency for Accelerated Regional Development (AFARD) (26)

Works to improve food security, income security, and health through a number of means, such as technical farming 
interventions (improved practices, seed varietals), income diversification (village savings and loans, training and education), 
health behavior change (hygiene, childcare, nutritional choices), and work on good governance and gender equality.

Partnership in Food and Nutrition Security and Gender in Pader, northern Uganda, run by the Women and Rural Development 
Network (WORUDET), Uganda Land Alliance, Volunteer Efforts for Development Concerns (VEDCO), and Concern Worldwide (26)

Works to address GBV, land-rights issues, and access to farmer-to-farmer extension as means to improve food security 
and nutrition. Includes water and sanitation components, farmer-to-farmer training, training on efficient food preparation 
and storage, and promotion of fuel-efficient stoves.

Uganda Nutrition Action Plan II (2019–2025) (7)

Responding to some of the weaknesses of UNAP I, UNAP II seeks to promote more multisectoral work and address 
areas of behavior change and gender equality that were not addressed in the previous plan. Strategies include:

• Integrating nutrition in social protection and sexual and gender-based violence (SGBV) programs
• Diversifying food production
• Promoting micronutrient intake by children

Maternal and 
Child Health

Six integrated USAID projects: Resilience Project, Demographic Drivers Project, Market Systems Project, Natural Resources Project, 
Management Systems Project, Health Systems Project, and Governance and Citizen Participation Systems Project (6)

These projects incorporate many elements. Some key activities around MCH and nutrition include:

• Behavior change campaigns against stigma for contraceptive uptake
• Behavior change interventions to transform men’s attitudes toward family planning and family size
• Community-based education on nutrition and childcare
• School- and community-based interventions to prevent sexual and gender-based violence in schools

Sub-result 1.1: National-Level Rollout of MCHN Strategies Improved
EXHIBIT 3: RECENT MCH AND NUTRITION INTERVENTIONS ADDRESSING INEQUITABLE NORMS
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FINDINGS

Finding 9: In the past, nutrition interventions were conducted with inadequate coordination for 
planning and implementation. The Uganda Nutrition Action Plan and the National Integrated Early 
Childhood Development policy aim to address this gap.

Previous nutrition interventions have been implemented with inadequate human capacity, technical competence development, and 
coordination for planning and implementation; the UNAP aims to address these gaps by providing policy direction and harmonizing 
nutrition programming, including improvements to the monitoring and evaluation (M&E) system (8). 

Legally establishing the Food and Nutrition Council and secretariat will also aid in national-level coordination (8). The impact of UNAP 
and its interventions will be evaluated annually and throughout program implementation cycles. Biannual meetings will also take place to 
assess progress and guide policy direction (8).

The National Integrated Early Childhood Development (NIECD) Policy aims to harmonize policy goals within and across all sectors and 
deliver quality and inclusive early childhood development (ECD) programs and services, including capacity strengthening for the service 
delivery system (33). To ensure comprehensive delivery of ECD services, the policy calls on government and private entities at various 
levels to provide funding and resources that are stable, flexible, and sustainable The policy also recognizes the support needed for 
stronger training and capacity strengthening activities and the importance of strategic communication and advocacy to raise the 
awareness and visibility of ECD (33).
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Sub-result 1.2: Subnational Uptake of 
MCHN Strategies Strengthened

FINDINGS

Finding 10: Overall, there is limited documentation of the uptake or ongoing strengthening of MCH 
and nutrition strategies related to gender, youth, and social inclusion at the subnational level. However, 
the literature presents several best practices relevant to influencing gender and social inclusion in 
MCH and nutrition at the subnational level, including community engagement and multisectoral 
approaches.

The detailed review of literature, which spanned government documents, journal articles, and gray literature, yielded an extremely 
limited degree of information regarding the uptake or strengthening of MCH and nutrition strategies at the subnational level. This might 
suggest a strong need for additional stocktaking or mapping efforts to better assess current strategies, and potentially data collection to 
better understand gaps and opportunities for strengthening them. However, the literature also yielded best practices that have an impact 
on gender and social inclusion in MCH and nutrition at the subnational level; these chiefly focus on enhanced community engagement 
and multisectoral approaches.
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With regard to community engagement, Uganda’s NIECD Policy guides the governing 
and delivery of ECD services and recognizes that ECD is community-based and needs a 
decentralized approach for effective implementation (33, 34). It engages and builds on 
local government structures at the district, municipal, county, sub-county, parish, and 
village levels to implement the policy’s framework effectively (33). Collaboration with 
government entities and CSOs at the national level and with local community actors, 
such as schools and families, is also necessary for implementation (33). Policy 
implementation at the local government level includes putting individuals and 
committees in place to ensure ECD issues are integrated into planning and budgeting 
and to collaborate with other relevant departments and committees (33). Exhibit 4 
illustrates the NIECD Policy’s overarching conceptual framework.

The literature also demonstrates the utility of multisectoral approaches. For instance, 
programs and partnerships with a multisectoral approach are useful for ensuring food 
security and strong nutrition and health outcomes. For example, elements of a partnership 
program between WORUDET, the Uganda Land Alliance, VEDCO, and Concern 
Worldwide in northern Uganda include farmer-to-farmer extension initiatives (26). In 
addition to efforts to improve water and sanitation to address illness and malnutrition, a program for “basket gardens” has been put in 
place to ensure families have access to highly nutritious vegetables throughout the year (26). Mechanisms for children to access food 
while their mothers are working in the fields are also promoted (26).

Child and
Maternal Health

Child and 
Maternal 
Nutrition

Early Childhood
Care and Education

Child 
Protection

Source: The NIECD Policy Action Plan of Uganda (2016–2021)

EXHIBIT 4: NIECD CONCEPTUAL 
FRAMEWORK

Section 03



42

FINDINGS

Sub-result 1.2: Subnational Uptake of MCHN Strategies Strengthened

The AFARD West Nile Initiative is making efforts to ensure food and income security for beneficiaries, notably by encouraging  them to 
mobilize existing resources and by taking a multisectoral approach that recognizes the many components to be addressed to achieve 
security (26). This includes health and nutrition security, with interventions focused on water, sanitation, hygiene, childcare, use of 
mosquito nets, and education for adults and children (26). 

Some programs also consider multisectoral approaches for addressing GBV. For instance, land access is often linked to GBV due to 
increased household conflict and hostility over decision making and resource control during cultivation and harvesting periods (26). In 
these instances, partnerships are valuable in advocating for women’s land rights and GBV prevention and response. A partnership 
between WORUDET, the Uganda Land Alliance, and Concern Worldwide in northern Uganda shows the benefits of collaboration 
across organizations to address gender equality, GBV, and women’s land rights (26). WORUDET has the structures in place at the 
community level to ensure response services and referral mechanisms for GBV survivors (26). Concern Worldwide has also been able 
to support survivors in emergency situations by providing transport and access to health services, in addition to advocating for economic 
empowerment opportunities and community awareness on GBV (26). 

The AFARD West Nile Initiative also works to ensure individuals know that food security is a right—an especially important message for 
widowed women who have lost their land (26). 
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Sub-result 1.2: Subnational Uptake of MCHN Strategies 
Strengthened

Finding 11: Community health initiatives to improve MCH, adolescent health, nutrition, gender-based 
violence prevention and response services, and male engagement are being implemented, but 
additional community mobilization is needed to fully achieve the desired outcomes in these areas.

Research and health promotion projects for awareness and development in MCH, family planning, nutrition, adolescent health, and GBV 
and HIV/AIDS prevention and response are being implemented (17). These initiatives are taking place at the community level, with 
Village Health Teams being mobilized to lead implementation (17). Partnerships are also being made with community traditional and 
faith leaders to address harmful traditional practices, such as child marriage and domestic violence (17). Additionally, programs to 
prioritize youth-responsive services, youth access to health information, teenage pregnancy prevention, and school retention will be 
promoted (17). Although safe motherhood initiatives to engage men in reproductive health are also being implemented and 41% of men 
accompany their spouses during childbirth, there is a continued need for stronger community mobilization for men’s involvement (17). 
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Finding 12: Although gender-equitable norms are more commonplace in Kampala than in other 
regions of Uganda, gender-based violence, violations of sexual and reproductive rights, and early 
pregnancies are still prevalent.

Gender-equitable norms are thought to be more commonplace in Kampala than in other regions of Uganda. For instance, four out of 
five people in Kampala believe a woman has the right to refuse sex with her husband and to have decision-making power over 
contraception use. Access to family planning is higher for women in Kampala and marriage customs are less discriminatory, with the 
majority of women marrying after the age of 20 rather than at 18, which is otherwise common throughout Uganda (35). 

Although Kampala has lower levels of gender discrimination than other regions of Uganda, gender inequality is still prevalent, with 
discrimination toward women’s agency in public and private spheres and impediments to women’s rights at home and in public from 
deleterious attitudes and norms around gender roles (35). Early pregnancies are still common, with 22% of adolescent girls in Kampala 
having given birth (35). A majority of young people in Kampala know where and how to access contraception, but abortion services and 
female condoms are largely still not accessible or are too expensive for most, and many adolescent girls are more concerned about 
preventing HIV than pregnancy (36). Cultural norms and practices also perpetuate violations of women’s physical and reproductive
integrity; GBV, with spousal and intimate partner violence, is prevalent.

A third of Kampala’s population, including men and women, justify intimate partner violence, and victims face challenges in seeking help 
due to poor infrastructure, with 50% of female victims having never sought help to address their abuse (35). In urban areas, more men 
also reported physical violence than women (35). Exhibit 5 highlights the pervasiveness of sexual violence in Uganda, including disparities 
between women residing in rural and urban areas.
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EXHIBIT 5: POPULATION AGED 15–49 WHO HAVE EXPERIENCED SEXUAL VIOLENCE
SINCE AGE 15, BY RESIDENCE, 2011 AND 2016

Proportion (%) of all in each group
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Source: Uganda DHS, 2011 and 2016
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Finding 13: Although residents of Kampala have better access to basic services, including 
immunizations, family planning, and antenatal care, women’s health is adversely affected, as these 
services are not always used at an optimal level due to inadequate service quality, lack of follow-up 
from the health system, misconceptions, and insufficient community sensitization.

Although urban residents have better access to basic services when compared to those living in rural areas, some services may not be 
considered satisfactory, and Kampala is not well positioned to provide adequate services to meet the needs of its ever-growing 
population (37). Immunization access in Kampala is high, but full coverage—notably for children in low-income families—is low due to 
misconceptions, vaccine stock-outs, delays at health facilities, competing priorities among caregivers, and poor processes for 
immunization follow-up and identifying trace defaulters within the health system (38). 

Women in Kampala do have better access to and knowledge of health services and are more likely to have their family planning needs 
met—at a rate of 83%, higher than the rest of the country (35). However, many women in Kampala do not attend antenatal care visits 
as recommended, in terms of both timeliness and the required number of visits, resulting in low birth preparedness among urban 
women (39). There are calls for community mobilization and sensitization to improve this, and many women indicated they are willing to 
pay for or co-finance antenatal care, postnatal care, and delivery services if they are of quality, so there is also a need to collaborate with 
public and private health facilities to subsidize these services (39).

There is also a need to understand whether services provided by health facilities for delivery and maternal care meet the required 
standards, notably for caesarean section services, because 94% of women deliver in health facilities (39). A better understanding of the 
current quality of service delivery could be gained by strengthening supportive supervision and conducting health facility audits (39). 
Exhibit 6 summarizes key maternal health statistics in Kampala. 
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Did not attend antenatal 
care at least 4 times74% 33% 

ANTENATAL CARE ATTENDANCE
Source: Uganda DHS, 2016

Did not attend antenatal 
care in first trimester

WILLINGNESS TO PAY FOR SERVICES
Source: PSI, Mum decongestion survey, 2016

90% 
Antenatal and Postnatal Care:
3,000–10,000 UGX (1–3 USD)

Delivery:
30,000–50,000 UGX (10–20 USD)

• Saved money
• Planned for place of delivery
• Identified transport
• Identified a caretaker at the time

BIRTH PREPAREDNESS PRACTICE
Source: PSI, Mum decongestion survey, 2016

50% 

DELIVERY
Source: HMIS data, 2018

12% 

94% 

Deliveries in 
health facilities

Accessed 
caesarean section

EXHIBIT 6: KEY MATERNAL HEALTH STATISTICS IN KAMPALA
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Finding 14: Undernutrition, lack of knowledge on feeding practices and healthcare-seeking behavior, 
and low antenatal care attendance is more prevalent among women living in Kampala’s informal 
settlements. This contributes to poor maternal and neonatal health and higher rates of neonatal 
mortality.

Among non-pregnant women of reproductive age in Kampala, there is a higher rate of undernutrition for those living in informal 
settlements than in formal settings. There is also concern over the high prevalence (49%) of obesity and overweightness among non-
pregnant women of reproductive age, most of whom live in formal settings (37).

The rates of exclusive breastfeeding in Kampala are high as compared to the national average (37), but mothers living in Kampala’s 
informal settlements are less knowledgeable on feeding practices and healthcare-seeking behaviors than those living in formal settlements 
(37). 

As of 2016, Kampala’s neonatal mortality rate was above the national average, at 32 per 1,000 live births (39). In response, the Kampala 
Maternal and Neonatal Health project sought information on antenatal care attendance by women living in slums in an effort to design 
and implement a project to improve maternal and neonatal health for Kampala’s urban poor; their analysis found that many women do 
not attend antenatal care as recommended and that birth preparedness is low among urban women, indicating a need for additional 
community sensitization and mobilization (39).

Section 03



50

Sub-result 1.3: MCHN Service Delivery in Kampala Strengthened

FINDINGS

Finding 15: High levels of inequality, youth unemployment, and poverty in Kampala result in nutrition 
challenges for many. Households headed by females or those who are disabled or chronically ill are 
more susceptible to food insecurity.

Despite Kampala population’s having higher 
income than the rural population, rapid 
urban growth in the city has led to high levels 
of inequality, youth unemployment, and 
poverty. Resulting food production difficulties 
pose challenges for food security and 
nutrition, with 20% of all households being 
food insecure in Kampala (37). Because 
income affects food access and dietary intake, 
lower-income households are more likely to 
experience food insecurity (37).

Women’s employment rates in Kampala are 
almost 20% lower than men’s (35), and 
female-headed households were identified as 
being more vulnerable to food insecurity and 
imbalanced diets due to lack of diversified 
income (37). Households headed by Kampala residents who are disabled or chronically ill are also more vulnerable to food insecurity 
due to lack of employment opportunities and the burden of healthcare-related expenses (37). Exhibit 7 depicts the overall distribution of 
households, by food security classification, for the city’s five administrative divisions.

EXHIBIT 7: DISTRIBUTION OF HOUSEHOLDS BY FOOD SECURITY 
CLASSIFICATION
Source: WFP, Kampala Comprehensive Food Security Vulnerability and Analysis, 2019
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Finding 16: Much of Kampala’s population lives in informal settlements, where children are at higher 
risk of stunting and of contracting communicable diseases, with boys being more vulnerable to poor 
health outcomes.

Approximately 60% of Kampala’s population live in unplanned residences, with a large number of children living on the streetsof
Kampala (37). The NIECD Policy calls for the number of children living on streets to be further assessed and for policies to be enforced 
to ensure their remediation from the streets (40). The risk of stunting and contracting communicable diseases is higher among children 
living in informal settlements in Kampala, likely as a result of inadequate food intake due to food insecurity, overcrowding, an overall 
poor health environment, and poor water, sanitation, hygiene, care, and feeding practices (37). 

Survey results show that boys in Kampala are at higher risk of stunting when compared to girls, which is in line with DHS findings across 
Sub-Saharan Africa, which indicate that boys are more vulnerable to poor health outcomes (37).
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related to gender, youth, and social inclusion.
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Sub-result 2.1: Intra-sectoral and
Cross-sectoral Cooperation Improved
Finding 17: Existing plans and strategies recognize the challenges and opportunities of multisectoral 
collaboration for effective MNCH outcomes, gender mainstreaming, and violence prevention, but 
despite progress to date, challenges remain in the areas of prioritization and funding, notably for 
gender mainstreaming efforts.

Uganda has improved delivery of MNCH services, with increased attendance at antenatal and postnatal care visits, attendance of skilled 
healthcare workers at deliveries, and contraceptive use. Teen pregnancies have been mitigated and maternal deaths have decreased, 
notably those resulting from unsafe abortion and teen pregnancy. There also has been some progress in increasing awareness and 
planning for sexual and reproductive health and HIV/AIDS health services for adolescents (20).

However, continued improvements are needed for obstetric care. Maternal and perinatal deaths are surveilled and reviewed, and 
although the use of emergency obstetric care is increasing, there are regional disparities in provision. Overall, access to comprehensive 
obstetric care remains low (20).

Plans and strategies exist that recognize the challenges and opportunities of multisectoral collaboration for MNCH and indicate the 
collaboration and activity implementation needed for effective MNCH outcomes. The RMNCAH Sharpened Plan recognizes the 
challenge of working across sectors for MNCH, especially at the national level, so increased collaboration between sectors and 
engagement of businesses, legislators, religious and cultural leaders, and communities is needed (1). The Sharpened Plan also calls for 
data sharing to advocate for RMNCAH across the sectors that need to be engaged (1).
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Similarly, the 2016–2020 World Health Organization (WHO) Country Cooperation Strategy (CSS III) aims to scale up RMNCAH 
interventions, design and implement programs to prevent all forms of violence with multisectoral action, and strengthen capacity for the 
implementation of policies for gender mainstreaming and RMNCAH (20). A focus area of the strategy is to scale up essential and cost-
effective RMNCAH services for the reduction of preventable deaths through enhancing evidence-based policies and plans, improving
surveillance of maternal and perinatal deaths, and supporting the design and implementation of programs for violence prevention, gender 
mainstreaming, and eradicating vaccine-preventable diseases (20).

Although such plans are in place, challenges remain with regard to financing and prioritization for gender mainstreaming. For instance, 
there is limited budget and capacity for the MGLSD to facilitate cross-sectoral collaboration for gender mainstreaming; the ministry is 
allocated less than 1% of the national budget, resulting in inadequate resources to focus on addressing gender needs, notably for rural 
women and girls (25). Further, despite entities and efforts at the national and local government levels, the National Gender Machinery is 
not optimal (25); guidelines mandate gender mainstreaming in sectoral plans and budgets, but staffing and funding remain inadequate and 
progress has been limited, partially due to inadequate gender analysis expertise, lack of gender-disaggregated data, and a weak M&E
framework (25). Ministries have attempted to designate gender focal points to improve efforts, but success has also been limited, as 
junior female staff with inadequate training, resources, and support are often the staff burdened with this role. (25)
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Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved

Capacity for gender mainstreaming may be limited, but the need is recognized across policies and activities. The National Women’s 
Machinery uses task forces and committees on specific issues, such as GBV or gender statistics; works to strengthen gender capacity at 
the local government level with a pool of gender experts; and supports efforts to enhance staff capacity through diploma courses on 
gender and development (17). Additionally, male action groups work in communities to disseminate GBV prevention messaging and 
counsel families (17). The National Women’s Machinery also coordinates stakeholders for a multisectoral response to GBV and has 
developed multiple targeted interventions to prevent and respond to GBV across sectors (17). 

The NIECD Policy also establishes that all ECD programs are to have an equal impact on boys and girls and avoid all forms of gender 
discrimination (33). Further, Uganda possesses some polices and guidelines to prevent sexual harassment within the healthcare system, 
and these efforts integrate a multisectoral approach. The Ministry of Health is responsible for implementing the 2018 guidelines to 
implement the Policy on Prevention and Response to Sexual Harassment; it also established a multisectoral anti-sexual-harassment 
taskforce, recognizing that the Ministry of Public Service, MGLSD, Ministry of Local Government, Ministry of Education and Sports, 
Service Commissions, Health Professional Councils, and the EOC have important roles to play in the implementation of the policy (41). 
The guidelines also call for the creation of multisectoral entities being formed at the facility and local government levels for 
implementation (41). Furthermore, the guidelines establish an M&E task team to conduct evaluations that determine the results and 
impact of the guidelines in the health sector to improve outcomes for a work environment free of sexual harassment at all levels (41).

Section 03



56

FINDINGS

Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved
Finding 18: The National Youth Action Plan and National Adolescent Health Strategy both emphasize 
multisectoral collaboration and approaches to implement effective programming for adolescent and 
youth health, including sexual and reproductive health, but continued efforts are needed to ensure a 
strong policy environment for adequate adolescent- and youth-responsive health services.

The importance of health for youth is emphasized in the 2016 National Youth Action Plan, which stipulates objectives and activities to 
enhance youth-responsive services, including youth sexual and reproductive health, by establishing and strengthening youth-friendly 
corners at health facilities, conducting and sharing research on sexual and reproductive health, and disseminating behavior change 
communication for positive cultural practices and “life skills training to reduce risky sexual behavior” (42). The plan also calls for the 
mainstreaming of youth activities across sectors, youth representation and participation in all stakeholder programs, and the creation of 
responsive sectoral plans and budgets to fully address youth issues (42).

The National Adolescent Health Strategy further establishes multiple committees for implementation of its mandate, with members 
drawn from across sectors, including health, gender, labor, social development, education and sports, finance and planning, and internal 
affairs. The strategy has also engaged ministries, local government and authorities, CSOs, United Nations agencies, other development 
partners and research institutions, and communities for the creation of a variety of entities for implementation and support (21). Such 
efforts include the MGLSD’s aim to mainstream gender issues into adolescent health efforts, especially for sexual and reproductive health 
rights and responsibilities (21). The strategy also calls for the establishment of a subcommittee for adolescent health, under the District 
Technical Planning Committees, to lead and implement adolescent health activities at the district level, ensuring they are promoted, 
prioritized, and evaluated adequately (21).
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Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved

FINDINGS

Finding 19: There is a strong recognition of the key role that cross-sectoral collaboration plays for 
improved nutrition outcomes; the strategies and policies in place aim to improve these outcomes, 
emphasize maternal and child health, and integrate multisectoral approaches.

Undernutrition strongly contributes to child mortality and is driven by malnutrition and disease as a result of food insecurity, poor 
access to healthcare and healthy environments, and inadequate maternal care and childcare. In 2012, Uganda’s food-insecure population 
increased, with one-third of children under 5 years suffering from chronic malnutrition and with high prevalence of micronutrient 
deficiencies among women and children (20). Undernutrition underlies most child deaths (20). Broader underlying causes of these poor 
outcomes include household food insecurity, inability to access food for a diversified diet, and poor access to healthcare and healthy 
environments (14, 8). Inadequate maternal care and childcare also plays an important role; primary caregivers are often women, who are 
typically overburdened by heavy workloads, have frequent births, and are constrained by unequal gender roles (8).

In light of such challenges, there is a strong understanding regarding the role of multisectoral collaboration for improved nutrition 
outcomes, and existing plans and strategies are in place to implement and strengthen multisectoral action. Nutrition is identified as part 
of the National Minimum Health Care Package for Uganda in the Health Sector Strategic and Investment Plan, and key agriculture 
strategies and policies identify food and nutrition as “key factors” for Uganda’s development (8). Policies for school health and feeding 
and for orphans and vulnerable children also recognize and center on the importance of nutrition and food (8). The UNAP draws on the 
Uganda Food and Nutrition Policy, the National Food and Nutrition Strategy, and National Food and Nutrition bill, to provide strategic 
direction to scale up multisectoral interventions to reduce malnutrition for women and children (20).
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Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved

FINDINGS

The National Development Plan and the UNAP both identify nutrition as a cross-cutting issue that requires action from the health, 
agriculture, education, and gender, labor, and social development sectors as well as from local government, the private sector, civil 
society, development partners, the general public, and other relevant institutions (8). Further, the Food and Nutrition Bill established a 
legal institution to coordinate nutrition partners and ensure accountability to achieve objectives of the National Development Plan and 
the UNAP (8). There is a clear understanding that improving nutrition will contribute to broader development goals, and the UNAP is 
designed to engage all necessary stakeholders to address and avoid past challenges with cross-sectoral programming for nutrition (8).

The 2016–2020 WHO CSS III also strengthens multisectoral approaches to address and prevent malnutrition (20). The strategy includes 
guidelines on effective M&E for nutrition; advocacy for multisectoral approaches to prevent malnutrition and implement plans for 
maternal, infant, and young child feeding; and capacity strengthening for effective nutrition programming (20). The CSS III recognizes the 
need for multisectoral coordination mechanisms to be strengthened at the national and district levels to increase human resource 
capacity for improved nutrition services (20).

Additionally, Uganda’s Plan for Modernization of Agriculture to improve household food security (14) recognizes the gendered impacts 
of agriculture and indicates the importance of reaching female farmers with initiatives (14, 43). 
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Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved

FINDINGS

Finding 20: There are established policies, action plans, and entities in place to implement programs 
for early childhood development and newborn health across sectors, which include stipulations on 
equal opportunities for all children, regardless of gender or ability.

The NIECD Policy, led by the MGLSD, takes a multisectoral approach for implementation, with the involvement of numerous 
stakeholders (40). The associated Action Plan provides a clear framework for effective implementation of the NIECD to address the 
needs of young children (33). It aims to coordinate interventions within and across sectors, provide advocacy to raise awareness around 
and further prioritize ECD, and help relevant sectors integrate the plan into their activities (33). The Action Plan established a steering 
committee with multidisciplinary stakeholders to provide technical guidance and oversee policy implementation at all levels (33). It also 
established a technical committee and national secretariat to advise on ECD issues, advocate for and secure ECD funding, and effectively 
implement the aspects of the policy (33). In addition to multisectoral partnerships and coordination efforts, the Action Plan calls on the 
GOU to increase its financial obligations to support ECD programs, including efforts to raise awareness and increase commitments to 
ECD across programs and stakeholders (33). The Action Plan also calls for a collaborative planning process to ensure effectiveness and 
accountability across sectors (33).
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Sub-result 2.1: Intra-sectoral and Cross-sectoral Cooperation 
Improved

FINDINGS

Further, the Newborn Steering Committee serves as a forum for “champions, implementers, researchers, academics and policy makers” 
to share best practices and coordinate efforts for newborn survival (18). It oversaw the first National Situation Analysis of Newborn 
Health in 2008, spearheaded parts of the National Child Survival Strategy for implementation and improvement of newborn health 
services, and has been involved in policy formulation, research activities, maternal and newborn health advocacy, and the national 
behavior change communication strategy (18). 

The NIECD Policy also establishes that all ECD programs are to be equally effective for boys and girls and avoid all forms of gender 
discrimination (33). It also stipulates that children who are differently abled must be provided with sufficient opportunities to reach their 
full potential (33), but such children still face disproportionate levels of discrimination, neglect, and social exclusion, and stigmatization 
from their communities results in their inability to fully access the formal education system (14).
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Sub-result 2.2: Systems for Learning and 
Adaptive Management Strengthened

FINDINGS

Finding 21: Although the Health Management Information System and other health-related survey 
structures do gather and maintain comprehensive health data, there is a need for increased gender 
health profiling and stronger MCH and nutrition data collection and use.

The Health Management Information System (HMIS) is one of the main sources of information for the health sector (44). Health facility 
data is collected using HMIS documents, which are uniform across Uganda (44). Once data is collected, it is tallied, aggregated, and 
recorded in periodic reports (44). HMIS source documents include a column for sex and the periodic reports are engendered to ensure 
analysis and dissemination of sex-disaggregated data, which improves the availability of Health Sector Gender Statistics (44). 
Nonetheless, gender health profiling is low and other surveys yielding health information (Uganda Demographic and Health Survey,
Uganda Malaria Indicator Survey, and Uganda AIDS Indicator Survey) are based at the household level, so they may not adequately 
address women’s individual health needs (44).

There are also insufficient data on neonatal and infant mortality from civil registration and health sector sources, with only 21% of births 
registered and the HMIS failing to include information on newborn causes of death (18). This has led to the use of estimates for the rates 
and causes of neonatal mortality (18).

Further, the Sharpened Plan calls for strengthening of the District Health Information Software Version 2 (DHIS2), notably for data 
analysis, report generation, and the dissemination and availability of reports for decision making. The DHIS2 has been rolled out to all 
districts but is not being used at full capacity to inform RNMCAH decision making. It could be used to integrate indicators for 
RMNCAH, including adolescent disaggregated data (1).
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Finding 22: Increased community engagement in the health system is a primary focus for gender and 
social inclusion and is needed to enhance Uganda’s use of the lifecycle approach for health service 
provision.

USAID Uganda’s Gender and Social Inclusion Analysis notes that the health-systems project is one of the key systems for accountability 
and responsiveness for the country’s development. Within this, primary focus areas for gender and social inclusion are improved 
leadership and citizen engagement in the health system through better “understanding the prevailing cultural norms and gender
relations” (6). The analysis also notes that the Ministry of Health has adapted the human lifecycle approach, which identifies 
vulnerabilities within age brackets to provide tailored health services. This approach also includes identifying and serving the specific 
needs of marginalized social groups (6). The analysis calls for more efforts to enhance communities’ capacity to adapt the lifecycle 
approach for health promotion and prevention strategies, which could alleviate strain on health sector resources (6).

Sub-result 2.2: Systems for Learning and Adaptive Management 
Strengthened

FINDINGS

Section 03



Sub-result 2.3
Good Governance Leadership
Skills Strengthened

Sub-result Objective 1: To determine the existing capacity for and promotion of gender, 
youth, and social inclusion in MCHN governance among key 
systems and players in the current governance structure.

Sub-result Objective 2: To measure existing governance and leadership skills among key 
MCHN players at the national and subnational levels.
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Sub-result 2.3: Good Governance 
Leadership Skills Strengthened

FINDINGS

Finding 23: There have been improvements in women’s political freedom and decision-making due to 
policy and constitutional changes that have increased women’s presence in decision-making bodies 
and bolstered gender mainstreaming. However, poor educational outcomes and sociocultural and 
economic constraints among women impede their effective participation in lower levels of government.

Women’s political freedom and decision making have improved over the years, due at least in part to numerous policy and constitutional 
changes. In 1995, equality between men and women was recognized in the Constitution of Uganda. Later, the Local Government Act of 
1997 (LGA Act) provided for affirmative action to promote women’s representation in local government (16). The 2001 Amendments of 
the LGA Act expanded a quota for one-third representation of women in numerous statutory bodies, including district local 
governments (Technical Planning Committees, the Local Government Accounts Committee, and the District Contracts Committees) 
(25). There is also a constitutional requirement for women to hold at least one-third of the membership on local councils (45). The 
number of women in the Uganda Parliament has increased steadily, from 18% in 2000 to 35% in 2015 (16).

To some extent, the increased presence of women in decision-making bodies has been viewed as contributing to broader gender 
mainstreaming efforts for service delivery, across different levels of government (including district and sub-county) (25). There have also 
been other notable achievements, including a female vice president and women comprising 20% of High Court judges and 20% of 
Permanent Secretaries (45). Despite these achievements, women’s participation at lower government levels remains inadequate, due to 
the poor educational outcomes and socio-cultural and economic constraints they face (16, 27). 
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Sub-result 2.3: Good Governance Leadership Skills Strengthened

Finding 24: Although there are policies and frameworks in place for equal opportunity and to 
mainstream gender in the health sector, there is insufficient dissemination and knowledge of these 
policies and a need for stronger human resources management efforts to address gender inequity 
within the health sector’s workforce.

Several laws, policies, guidelines, and other provisions have been established to ensure equal opportunity in Ugandan society. At the 
national level, this includes, most prominently, the establishment of the EOC (14); however, the EOC may be ineffective due to 
premature launching and lack of extensive support (45).

In Uganda’s health sector, guiding policies and frameworks advocate for gender mainstreaming to identify the societal and cultural factors 
that undermine women’s integrity. This includes the Health Sector Strategic and Investment plan 2010/2011–2014/2015; the 2nd 
National Health Policy, July 2010 (2010/2011–2019/2020); the Uganda Minimum Health Care Package; the Health Ministerial Policy 
Statement 2011/2012; and the National Development Plan (2015/2016–2019/2020) (46). At the health facility level, hospital directors and 
superintendents are recommended to plan and budget for the implementation of guidelines to promote equal opportunity and gender 
equality, and the health and district service commissions are tasked with ensuring equal employment opportunity and that gender 
equality principles are applied for all employment seekers or current public sector employees (46). Numerous provisions also exist to 
ensure paid maternity and paternity leave and employment security for women on maternity leave (011).

Despite the strong framework in place, the Gender Discrimination and Inequality Analysis report found varying levels of health workers’ 
knowledge of these policies and guidelines due to inadequate dissemination and implementation at the health institution and facility levels 
(46). Gender inequity remains prevalent in Uganda’s health workforce and many equal opportunity policies and laws remain insufficient 
to address the needs of vulnerable groups and ensure their social protection (46, 14). 
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Sub-result 2.3: Good Governance Leadership Skills Strengthened
Although the majority of health workers are women, they are often limited to lower-level positions with less decision-making power 
(46). Male bias is thought to be a contributing factor, particularly as jobs in the health sector are concentrated in “male” and “female” 
categories, with men at the top of occupational hierarchies (27, 47). Female health workers often do not have access to opportunities 
for career advancement (47). Barriers to women’s serving in higher-level positions include the lack of a policy specifically targeting 
women’s participation, women’s larger domestic care burden, which they must balance with their careers, and gender-blind recruitment, 
evaluation, and promotion policies (46). The Gender Discrimination and Inequality Analysis also found that women are more likely to 
have breaks in their careers due to their domestic responsibilities, decreasing their access to higher-level positions (46). Exhibit 8 
illustrates the uneven distribution of 
women and men across salary scales in 
the public health sector workforce. 

The Ministry of Health is making human 
resources management efforts to 
understand these discrepancies and 
take measures to create a more 
equitable workforce, and there are 
established guidelines to standardize 
efforts and interventions to mainstream 
“gender equality, equal opportunity, and 
non-discrimination” into human 
resources management at all levels of 
the health sector (46). 

EXHIBIT 8: PERCENTAGE OF MEN AND WOMEN IN THE UGANDAN 
PUBLIC HEALTH SECTOR WORKFORCE IN EIGHT DISTRICTS AND FOUR 
NATIONAL-LEVEL FACILIITES, BY SALARY SCALE AND CATEGORY 
Source: Gender Discrimination and Inequality Analysis Report, 2013
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Sub-result 2.3: Good Governance Leadership Skills Strengthened

Finding 25: With regard to women’s protection, there have been numerous achievements and efforts 
to date, although sexual harassment persists in the health sector.

Achievements and efforts toward the protection of women and their rights include several landmark laws, such as the Law on Do mestic 
Violence (2010), the domestic violence regulations (2011), the Anti-Female Genital Mutilation Act (2010), and the Anti-Human 
Trafficking law (2009) (16). Numerous training courses have been conducted, including the training of health workers on SGBV 
management for survivors (44) and training for health facility staff and human resources managers on workplace violence and sexual 
harassment (46). In terms of other efforts, there has been a streamlining of issues related to the completion of Police Form 3, which is 
used in instances of rape (44). And, the MGLSD’s current third objective is to promote the protection of youth from all forms of 
violence, including SGBV, through psychosocial support to victims, enforcement of legal actions on perpetrators, and community 
sensitization, among other efforts (42). 

Despite such achievements and efforts, sexual harassment persists in the health sector, is likely experienced more by female employees, 
and is largely unreported (47). The Gender Discrimination and Inequality Analysis found that almost a third of respondents reported 
sexual harassment involving managers’ expectations of sexual favors in exchange for career progression (46). Although efforts have been 
made to prevent sexual harassment in the workplace, including guidance in the Employment Act (2006) and The Sexual Harassment 
Regulations, 2011 (46), the national policy environment has not been adapted across relevant sectors and levels of government (47).
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Sub-result 2.3: Good Governance Leadership Skills Strengthened

FINDINGS

Finding 26: Several ministries and departments have established efforts toward gender mainstreaming, 
including training, policy development, and gender compacts, among other achievements. Yet, 
challenges and gaps exist in numerous areas, including gender outputs and indicators, gender 
analyses, disaggregated data, overall capacity for gender mainstreaming, and structural concerns within 
the Ministry of Gender, Labour, and Social Development.

The MGLSD has undergone numerous renaming and restructuring efforts that are thought to have been a destabilizing factor for a 
ministry with national responsibility to spearhead and coordinate gender-responsive development (45). The MGLSD is also thought to 
employ practices that limit its effectiveness, such as an institutional preference for working with consultants versus institutions (45). 
Despite such challenges, some of its achievements include the National Gender Policy, which provides guidance for gender 
mainstreaming across key sectors (16) and raising awareness on gender issues (45). 

Ministries and departments with gender mainstreaming achievements include the Ministry of Health, Ministry of Public Service,and 
Human Resources Management Department. Their efforts include the development of training manuals for gender mainstreaming, staff
training on gender mainstreaming and equity, and the development of gender-based indicators (46). Furthermore, based on the National 
Development Plan II, Gender and Equity Compacts have been established in 9 of 17 national sectors (23). Despite these efforts and 
achievements, numerous challenges and gaps exist: ministries, departments, and agencies (MDAs) have not committed to outputs that 
address gender (23); women’s increased presence in ministries does not automatically ensure key decision makers are mainstreaming 
gender in design, planning, and budgeting (25); and overall capacity for gender mainstreaming is still inadequate at all levels (17). In a 
program manager’s survey, respondents indicated they did not know whether sex-disaggregated data were collected, gender equality
was monitored, or gender indicators were measured; 61.2% perceived that the public health sector did not provide sufficient information 
on the use of tools to conduct gender analyses and that such analyses were not included in the design process (47). The current 
National Development Plan lacks gender-sensitive action indicators; its vision does not specifically request gender analyses, and only 
minimally calls for sex-disaggregated data (27).
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Sub-result 2.3: Good Governance Leadership Skills Strengthened
Finding 27: With regard to financial planning and management for gender mainstreaming, in spite of 
many efforts—such as the Public Finance Management Act of 2015, the annual Commitment to 
Gender and Equity Assessment, and various budgeting tools—there are still gaps in the use and 
allocation of funds toward gender mainstreaming.

The GOU’s Public Finance Management Act of 2015 requires all sectors, MDAs, and local governments to ensure their budgets and 
policy statements are gender- and equity-responsive (23, 25). Yet, there are often inconsistencies between policy statements and the 
ways public finances are raised and spent (25). Many mechanisms are in place for mainstreaming gender, but many have not been put into 
practice due to inadequate resource allocation to implement gender-related commitments (27). 

Other challenges and gaps include the fact that while the number of women in ministries is increasing, the appointed women are often 
made to act as gender focal points with limited expertise and resources. This results in inadequate gender analysis and application of 
gender lens’ to their approach (25). Moreover, MDAs did not reflect funds used for most of the reported outputs that address gender 
and equity requirements (23), and there was a perceived disparity between political commitment to funding the MGLSD and the actual 
allocation provided in the national budget (45).

Despite these challenges and gaps, several efforts have been made toward financial management and planning related to gender 
mainstreaming. These include the United Nations Development Programme’s annual Commitment to Gender and Equity Assessment to 
gather evidence to inform government partners on how public finances affect national gender goals (25); allocations and advocacy by the 
Ministry of Health, Ministry of Financial Planning and Economic Development, and local governments for resources needed to implement 
gender mainstreaming guidelines (46); and various gender and equity budgeting tools, such as the Gender and Equity Statement, added to 
the Performance Budgeting System, that allows MDAs and local government to summarize utilized and allocated resources for 
promoting gender and equity (23), among others. These efforts are positive steps toward address the existing gaps and challenges, but it 
is important to note that many are in early stages of implementation. 
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Analysis: USAID Gender Analysis Domains

FINDINGS

Laws, policies, regulations, and institutional practices

Given that policies, guidelines, and other government documents were the majority of documents reviewed, most findings indicated how 
laws, policies, regulations, and institutional practices within Kampala’s health system influence women, youth, and other marginalized 
groups’ ability to access quality MCH and nutrition services. Despite a rich framework of policies that address gender, youth, and social 
inclusion needs in MCH, nutrition, and other areas of equality as well as health sector policies for equal opportunity and gender 
mainstreaming, dissemination and implementation of these policies remains weak. Further, effective multisectoral and cross-sectoral 
collaboration plans and efforts exist and are recognized as a key factor for improved MCH and nutrition outcomes for marginalized 
groups, but continued efforts need to be made to address challenges and ensure a strong policy environment. 

Cultural norms and beliefs

Documents reviewed indicated that social and gender norms, practices, and biases still stand as a barrier to women’s, girls’, and boys’ 
positive health and development outcomes and have even influenced framing of polices. Further, these norms and beliefs continue to 
enable multiple forms of GBV. Kampala-level findings also indicated that GBV and early pregnancies are still prevalent and norms, beliefs, 
and misconceptions affect how individuals from marginalized groups are accessing services. In response, there is a recognition that 
combating inequitable gender norms and increasing community engagement are key to improving health and nutrition outcomes. 
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Analysis: USAID Gender Analysis Domains
Gender roles, responsibilities, and time use

There were aspects of some findings that addressed how gender roles, responsibilities, and time use affected how individuals  from 
marginalized groups access MCH and nutrition services. A key finding specific to Kampala indicated households headed by females or 
those who are disabled or chronically ill are more prone to food insecurity and nutrition challenges. Further, male engagement is 
included in the implementation of safe motherhood initiatives, but further community mobilization is needed for men’s involvement in 
reproductive health.

Access to and control over assets and resources

Marginalized groups continue to face critical barriers to accessing quality MCH and nutrition services based on gender, age, region, 
education, and wealth. In Kampala, high rates of poverty, inequality, and youth unemployment result in many Kampala residents not 
having the means to access quality nutrition services or practices. Further, much of Kampala’s population lives in informal settlements, 
which increases vulnerability to poor health outcomes, especially for children. 

Patterns of power and decision-making

While policy and constitutional changes have increased women’s political freedom and presence in decision-making bodies, continued 
education, sociocultural, and economic challenges remain barriers to women’s effective participation and power in the lower levels of 
government. 
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Sub-result 1.1: National-Level Rollout of 
MCHN Strategies Improved

IDENTIFIED GAPS AND OPPORTUNITIES

1. Although there is clear documentation in support of the existence of a rich policy framework to address gender and social inclusion
in MCH and nutrition, including the UNAP and the NIECD Policy, there is a strong need to better assess and understand the
extent to which these are, or are not, actually being implemented.

2. The document review identified nascent policies and programs to promote gender-responsive budgeting, including the Public Finance
Measurement Act, which functions under the oversight of the EOC. Although the document review identified numerous challenges
facing ministries as they attempt to implement gender-responsive budgeting, the general degree of implementation of the
Public Finance Measurement Act, and its inherent impact on MCH and nutrition, should be explored.

3. Social and gender norms still stand as a barrier to women’s positive health and development outcomes. Although many national laws,
policies, and plans address these norms, they are often poorly disseminated at the local level, leading to limited implementation of
these laws and of related interventions to curb the behaviors that drive unequal outcomes. To respond to these issues,
policymakers and implementers need to focus more on addressing inequitable norms and poverty simultaneously,
while engaging a range of community members, including men and boys, to address harmful norms. Dissemination
of relevant laws, policies and plans to stakeholders would be an initial step toward addressing such norms.

4. Several recent and recently planned interventions that are working to engage with MCH and nutrition challenges on multiple levels,
including combating the inequitable gender norms that lead to poor health outcomes. Yet, the available literature likely provides a
limited vision of current interventions and the strategies they employ. A mapping exercise would help elucidate these.
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Sub-result 1.2: Subnational Uptake of 
MCHN Strategies Strengthened

IDENTIFIED GAPS AND OPPORTUNITIES

1. Mirroring findings at the national level, the document review revealed that there is limited documentation of the uptake or ongoing
strengthening of MCH and nutrition strategies related to gender, youth, and social inclusion at the subnational level. Additional
documentation would help identify target areas for strengthening the uptake of existing strategies.

2. Although community health initiatives to improve maternal and child health, adolescent health, nutrition, GBV prevention and
response services, and male engagement activities are being implemented, there is limited community mobilization to fully achieve the
desired outcomes in these areas. Existing initiatives would benefit from enhanced efforts to more actively engage
beneficiaries in their communities.

3. Although safe motherhood initiatives to engage men in reproductive health are being implemented, community mobilization for men’s
involvement remains inadequate, with only 41% of men accompanying their spouses during childbirth. In response, the USAID
MCHN Activity should seek ways to employ best practices for engaging men in MCH and nutrition services.
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Sub-result 1.3: MCHN Service Delivery in 
Kampala Strengthened

IDENTIFIED GAPS AND OPPORTUNITIES

1. Although women in Kampala face less gender discrimination and have better-protected rights than those residing in other regions of
Uganda, GBV with spousal and intimate partner violence, violations of sexual and reproductive rights, and early pregnancies are still
prevalent. Additional efforts should be made to assess the current state of GBV prevention and response services and
to better understand and respond to the drivers of early pregnancy.

2. While residents of Kampala have better access to basic services, including immunizations, family planning, and antenatal care, these
services are not always accessed due to inadequate service quality, lack of follow-up from the health system, misconceptions, and
insufficient community sensitization. Further, while women in Kampala do have better access to and knowledge of health services and
are more likely to have their family planning needs met as compared to those residing in other parts of the country, many women in
Kampala still do not attend antenatal care visits as recommended, in terms of both timeliness and the required number of visits,
resulting in low birth preparedness among urban women. The document review identified a need to explore how general
access to and knowledge of maternal health services can be improved in Kampala, with a focus on community
sensitization and mobilization to create demand for services, collaboration with public and private health facilities to
subsidize these services, and assessing whether services provided by health facilities for delivery and maternal care
meet existing standards of quality.

3. Undernutrition, lack of knowledge on feeding practices and healthcare-seeking behavior, and low antenatal care attendance is more
prevalent among women living in Kampala’s informal settlements, a fact that has contributed to poor maternal and neonatal health
and higher rates of neonatal mortality. More information is needed on the specific challenges that women in Kampala’s
informal settlements face when accessing services, in order to inform future strategies for improving access to
maternal and neonatal health services. Special attention is needed to understand the specific barriers facing women
from different marginalized groups.

4. Within the high levels of inequality, youth unemployment, and poverty in Kampala, resulting in nutrition challenges for many,
households headed by females or those who are disabled or chronically ill are more susceptible to food insecurity. Additional
interventions are needed to address the drivers of “gendered” food insecurity throughout Kampala.
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Sub-result 2.1: Intra-sectoral and Cross-
sectoral Cooperation Improved

IDENTIFIED GAPS AND OPPORTUNITIES

1. Existing plans and strategies recognize the challenges and opportunities of multisectoral collaboration for effective MCH and nutrition
outcomes, gender mainstreaming, and violence prevention. Despite progress to date, challenges remain in the areas of prioritization
and funding, notably for gender mainstreaming efforts. These challenge areas could be further assessed to maximize
efficiency and collaboration for gender integration across sectors.

2. The National Women’s Machinery convenes task forces and committees on specific gender issues, such as GBV, to strengthen gender
capacity at the local government level. However, the literature suggests a need to explore the general functionality and
effectiveness of these committees and task forces.

3. The National Youth Action Plan and National Adolescent Health Strategy both emphasize multisectoral collaboration and approaches
to implement effective programming for adolescent and youth health, including sexual and reproductive health, but continued
efforts are needed to ensure a strong policy environment for adequate adolescent-and youth-responsive health
services. Additionally, there is a significant need to explore the functionality of the adolescent/youth committees
that are tasked with leading and implementing adolescent health activities at the district level, ensuring they are
adequately promoted, prioritized, and evaluated. In tandem, programs to prioritize youth-responsive services, youth
access to health information, teenage pregnancy prevention, and school retention should be promoted.

4. There is strong recognition of the key role that cross-sectoral collaboration plays in improving nutrition outcomes; maternal and
child health strategies and policies that are already in place emphasize and integrate multisectoral approaches. However, there is an
additional need to explore how effectively these strategies and policies have implemented and strengthened
multisectoral action.
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Sub-result 2.2: Systems for Learning and 
Adaptive Management Strengthened 

IDENTIFIED GAPS AND OPPORTUNITIES

1. Although there are policies and frameworks in place to mainstream gender in the health sector, there is insufficient dissemination and
knowledge of these policies and a need for stronger human resources management efforts to address gender inequity within the
health sector’s workforce. Robust assessment of opportunities and challenges pertaining to gender and social inclusion
at the facility management level and within the healthcare workforce are needed to better target corrective efforts.

2. The HMIS and other health-related survey structures do gather and maintain comprehensive health data, but there is a need for
increased gender health profiling and stronger MCH and nutrition data collection and use. Furthermore, although the
DHIS2 has been rolled out to all districts, it is not being used at full capacity to inform decision making for MCH and nutrition efforts.
DHIS2 should integrate relevant indicators for MCH and nutrition, including adolescent disaggregated data.

3. The document review highlighted that increased community engagement in the health system is a primary focus for gender and social
inclusion in Uganda, and is needed to enhance the national adoption of the lifecycle approach for health service provision. There is a
strong need to study how this approach is being operationalized, especially with regard to identifying and serving the
specific needs of marginalized social groups.
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Sub-result 2.3: Good Governance 
Leadership Skills Strengthened

IDENTIFIED GAPS AND OPPORTUNITIES

1. Several ministries and departments have established efforts toward gender mainstreaming—including training, policy development,
and gender compacts—among other achievements. Yet, challenges and gaps remain in numerous areas, especially with
regard to including gender outputs and indicators, gender analyses, disaggregated data, overall capacity for gender
mainstreaming, and structural concerns within the MGLSD. Specific efforts are needed to respond to each of these
areas.

2. At the ministry and department levels, many mechanisms are in place for mainstreaming gender but many have not been put into
practice due to inadequate resource allocation to implement gender-related commitments. In response, immediate efforts may
be taken to engage GOU line ministries’ planning and gender unit managers, including those from the Ministry of
Health, MGLSD, Ministry of Education and Sports, Ministry of Finance, Ministry of Agriculture, and others, to
sensitize them to the critical need for action to remedy gaps in resource allocation.
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