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EXECUTIVE SUMMARY 

INTRODUCTION 

Uganda’s rates of maternal, newborn, and child mortality remain 

among the world’s highest. Despite significant progress in recent 

years, maternal and child health (MCH) and nutrition indicators 

for Uganda are characterized by high mortality rates, 

undernutrition, and anemia in women and children, especially 

among the most vulnerable members of communities. In addition 

to early childbearing and its deleterious impacts, GBV exacerbates 

preexisting 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.1 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.2 

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 MCHN 

Activity 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 strategies to improve MCH and nutrition outcomes.  

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 

 

1 Morgan, Rosemary, Moses Tetui, Rornald Muhumuza Kananura, Elizabeth Ekirapa-Kiracho, and A. S. George. 2017. Gender 

dynamics affecting maternal health and health care access and use in Uganda. Health Policy and Planning 32 (Issue Suppl. 5), v13–

v21. 
2 Ibid. 

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 
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materials were considered as part of the document 

review, including (1) Ministry of Health policies and 

guidelines, (2) publications, studies, data, and 

surveys from local governments and relevant 

ministries, and (3) 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 data and triangulated 

findings with those derived from the Phase 1 document review.  

This report presents the findings, conclusions, and recommendations from Phase 2 of the GYSIA. 

FINDINGS 

SUB-OBJECTIVE 1 

IDENTIFYING CHALLENGES AND OPPORTUNITIES FOR REACH AND COVERAGE OF 

MCH AND NUTRITION SERVICES 

• Finding 1: Although gender-equitable norms are more commonplace in Kampala than in other 

regions of Uganda, gender-based violence (GBV), violations of sexual and reproductive rights, 

and early pregnancies are still prevalent. 

• Finding 2: Key informants are aware of several forms of GBV and identified many as hindering 

women’s and girls’ access to MCH and nutrition services in Kampala. 

• Finding 3: Undernutrition, lack of knowledge on feeding practices and healthcare-seeking 

behavior, and low antenatal care attendance are 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 4: High levels of inequality, youth unemployment, and poverty in Kampala result in 

prevalent nutrition challenges. Households headed by females or those who are disabled or 

chronically ill are more susceptible to food insecurity. 

• Finding 5: Much of Kampala’s population lives in informal settlements, where children are at 

higher risk of stunting and contracting communicable diseases, with boys being more vulnerable 

to poor health outcomes. 
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• Finding 6: Several marginalized groups are in need of financial support to fulfill basic needs and 

access medical services. They also require access to gender-based violence services, and would 

benefit from more health-related information. 

 
CHALLENGES AND OPPORTUNITIES AT THE SERVICE-DELIVERY LEVEL FOR 

INCREASING THE UPTAKE AND UTILIZATION OF MCH AND NUTRITION SERVICES 

• Finding 7: Although residents of Kampala have better access to basic services, including 

immunizations, family planning, and antenatal care, women’s health is adversely affected, because 

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. 

• Finding 8: Several marginalized groups experience stigma and poor attitudes from healthcare 

workers and the community, including persons with disabilities who also face unique challenges 

in accessing healthcare facilities and services. 

• Finding 9: Most key informants agreed that gender norms and healthcare worker attitudes were 

clear hindrances for accessing MCH and nutrition services. 

• Finding 10: Key informants reported improvements in facility infrastructure and the quality of 

MCH and nutrition services provided, due to stronger healthcare worker management and 

training, as well as increased community engagement. 

• Finding 11: Most key informants agree the provision of youth-responsive services would better 

support young mothers and that increased outreach in schools and communities would reduce 

stigma around adolescent pregnancy. 

• Finding 12: Financial support was the most commonly suggested support for the urban poor 

among key informants, but others mentioned that improving health facility efficiency would help 

healthcare workers better serve these communities. 

• Finding 13: To support varied vulnerable groups, key informants suggested (1) providing services 

without judgment or discrimination, at times and places convenient for different groups, (2) 

supplying free or subsidized services for people who need them, and (3) tailoring policies and 

programs based on their input to best address their needs. 

SUB-OBJECTIVE 2 

AVAILABILITY OF POLICIES, GUIDELINES, TOOLS, AND MEASURES FOR IMPROVING 

GENDER, YOUTH, AND SOCIAL INCLUSION IN MCH AND NUTRITION AT THE 

SERVICE DELIVERY LEVEL 

• Finding 14: General policies are available regarding universal access to healthcare, but they lack 

specific guidance on marginalized groups and are not adequately implemented due to lack of 

distribution to healthcare workers. 

• Finding 15: Key informants noted that policies ensuring access to healthcare for all were not 

implemented for marginalized groups due to stigma and lack of funding, resources, and skills, and 

recommended that stakeholders from marginalized groups and across sectors be included in the 

creation of policies for improved and more inclusive implementation. 

• Finding 16: Key informants stated they were either unaware of existing tools and job aids or that 

existing ones did not include information on adaptation for marginalized groups. They 

recommended guidance on adaptation be included in tools and job aids.  
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• Finding 17: Most key informants were not aware of specific measurement tools or indicators for 

MCH and nutrition service access among marginalized groups, but some mentioned the routine 

MCH and nutrition data gathered by the Ministry of Health. 

 

BEST PRACTICES AND SUCCESSFUL INTERVENTIONS FOR PROMOTING GENDER, 

YOUTH, AND SOCIAL INCLUSION IN MCH AND NUTRITION SERVICE DELIVERY 

• Finding 18: Many key informants noted current interventions to address GBV in Kampala, and a 

majority had suggestions to strengthen GBV prevention and response through community 

engagement and better coordination of multisectoral services. 

• Finding 19: Key informants stressed the important role men play in influencing access to MCH 

and nutrition services for their partners, particularly with regard to financial resources. Some 

also cited ongoing efforts to engage men during routine visits to medical facilities and 

informational campaigns, and many stressed the importance of engaging boys as well as men 

when suggesting future activities. 

• Finding 20: Key informants reported that successful interventions to increase access to MCH 

and nutrition services for the urban poor consist of reducing costs associated with services and 

conducting community engagement and education activities. 

• Finding 21: Key informants described successful interventions for other vulnerable groups, most 

of which addressed each group’s specific needs. 

• Finding 22: Key informants agreed that making facilities more accessible to persons with 

disabilities and promoting their inclusion in policy decisions would support their access to 

services. 

CONCLUSIONS 

Overall, there are persistent inequalities in marginalized groups’ access to MCH and nutrition services, 

and there is a need to improve the quality of MCH and nutrition service delivery for these groups. 

Involving marginalized groups in policy decisions, tailoring policies to their needs, and engaging 

communities are suggested ways to improve MCH and nutrition service access for these groups. 

Community engagement was also identified as a key way to improve male engagement and GBV 

prevention and response. 

 

Under Sub-Objective 1, the GYSIA showed that even though Kampala residents enjoy better access 

to and quality of MCH and nutrition services, on average, than those in the rest of Uganda, individual 

experiences vary greatly due to significant inequalities based on age, gender, ability, and socioeconomic 

status. Women who have experienced violence are less likely to access services due to lack of decision-

making power or fear of stigma. Further, the employment rate for women in Kampala is 20 percent 

lower than men’s, and men typically have greater control over financial decisions, which creates 

challenges for women to seek the healthcare services they or their children need. 

 

There are also large inequalities in access to information—particularly for young people, those residing 

in informal settlements, and persons with disabilities—which leads to higher rates of under- and 

malnutrition, higher rates of stunting, lower rates of birth preparedness, and lower attendance for 

antenatal care visits. Further, many patients avoid care due to real or perceived costs of services and 

commodities, so reducing costs may be necessary to increase demand. The data also suggests a need for 

continued quality improvement in service delivery: although there have been improvements in facility 
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infrastructure, healthcare worker training and oversight, and community engagement, existing services 

are frequently not tailored to the needs of marginalized groups. 

Under Sub-Objective 2, the analysis found that the existing policies, tools, and job aids and their 

implementation do not adequately support marginalized groups' access to MCH and nutrition services. 

Although policies and guidelines are universal and meant to ensure healthcare access for all patients, 

they do not include specific guidance for working with marginalized groups, and therefore do not 

adequately meet their MCH and nutrition service needs. As marginalized groups know best what 

challenges they face in accessing services, involving them in policy discussions and development can 

support the creation of more inclusive, relevant, and effective policies for marginalized groups’ needs. 

Stakeholders suggest that furthering community engagement efforts—including sensitization initiatives, 

community dialogues, male engagement initiatives, and dissemination of messaging through media—could 

improve GBV prevention and response awareness and mechanisms. Additionally, efforts to strengthen 

the coordination of multisectoral GBV response mechanisms are key to ensuring survivors can 

effectively seek services and assistance. It is also necessary to engage men in efforts to improve access 

and utilization to MCH and nutrition services as they play an important role in women's access to these 

services. 

Respondents also indicated that reducing the cost of services or providing vouchers, incentive programs, 

and direct community engagement and awareness-raising have been effective in improving MCH and 

nutrition service access for the urban poor. Interventions that are created or adapted to the specific 

needs of other vulnerable groups have also been successful in improving MCH and nutrition service 

access for these groups. 

RECOMMENDATIONS 

The following are recommendations for the MCHN Activity to work with and support the Ministry of 

Health and other partners to build on existing activities and platforms and address barriers to more 

equitable access and utilization of MCH and nutrition services in Kampala City.  

QUALITY IMPROVEMENT FOR FACILITY-LEVEL SERVICE DELIVERY 

• Support training and capacity strengthening for healthcare workers to improve communication and 

attitudes to strengthen client/provider relationships, including training on respectful care, stigma, 

discrimination, and gender, youth, and disability sensitivity relevant to midwives and healthcare 

workers.  

• Support development and implementation of a survey-based feedback mechanism for patients, to 

improve patient experience and overall quality of care in both public and private sector healthcare 

facilities. 

• Provide technical resources and support to encourage health facilities to implement youth-

responsive MCH and nutrition services. 

• Advocate to the Kampala Capital City Authority and the Ministry of Health and support their 

efforts for improved health system governance to ensure facilities have the funds to provide 

efficient, high-quality care.  
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POLICY DEVELOPMENT, DISSEMINATION, AND IMPLEMENTATION 

• Support dissemination of existing policies relevant to marginalized groups to all stakeholders, 

including communities, grassroots actors, and healthcare workers.  

• Sensitize healthcare workers to relevant policies, as they are often responsible for implementing 

them. 

• Support the Kampala Capital City Authority and the Ministry of Health to hold facilities 

accountable for maintaining patient rights, and more clearly disseminate policies, guidelines, and 

standards of procedures regarding patient rights to healthcare workers and patients.  

• Advocate for the engagement of marginalized groups and healthcare workers in the formulation of 

policies, guidelines, and programs.  

• Conduct needs assessments or formative research to inform the development of any new policies, 

and advocate for youth-led research in these efforts.  

COMMUNITY ENGAGEMENT 

• Encourage grassroots and community-led efforts to engage youth in practicing good healthcare-

seeking behavior and encourage them to participate in developmental activities outside of school.  

• Support and advocate for community-based male engagement efforts, including male champion 

groups, holding small group dialogues that include boys as well as men, and encouraging men to 

attend antenatal care visits. 

• Advocate for increased sensitization on MCH and nutrition for all marginalized groups through 

engaging community structures to address gender equity and social inclusion issues.  

• Support the use of existing community structures and the organization of community dialogue 

meetings for marginalized groups to directly identify actions to address their challenges and lead 

solutions.  

• Support the creation of community gatekeepers, teams of key community influencers, or gender, 

youth, and social inclusion champions to promote their inclusion in MCH and nutrition access.  

CROSS-CUTTING GENDER, YOUTH, AND SOCIAL INCLUSION 

INTEGRATION IN THE MCHN ACTIVITY 

• Ensure the application of a gender, youth, and social inclusion lens and integrate it in in policies, 

guidelines, and programming. Encourage the Ministry of Health and other partners and 

stakeholders to embrace a similar approach.  

• Encourage the inclusion of male engagement strategies in all activities.  

• Ensure the consideration of key drivers of poverty that disempower marginalized groups in the 

design, implementation, monitoring, and evaluation of its activities.  

Moving forward, the MCHN Activity will use these recommendations to inform the development of a 

comprehensive Gender, Youth, and Social Inclusion Action Plan. The Action Plan will help provide each 

of the MCHN Activity’s constituent technical areas with concrete entry points, potential strategies, and 

monitoring approaches for ensuring the successful integration of gender, youth, and social inclusion 

considerations into their work. The resulting Action Plan will be reassessed on an annual basis to take 
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stock of successes and gaps in gender, youth, and social inclusion integration, and to subsequently adjust 

the plan as needed for each project year. 
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INTRODUCTION 
This report presents findings, conclusions, and recommendations from the second phase of the Gender, 

Youth, and Social Inclusion Analysis (GYSIA) for the United States Agency for International 

Development (USAID) Maternal and Child Health and Nutrition (MCHN) Activity, funded by 

USAID/Uganda. Primary data collection for the GYSIA was conducted in Kampala, Uganda, during 

September 2020. Findings in this report are supplemented by relevant findings from the first phase of the 

study, which entailed a comprehensive review of literature pertinent to gender and social inclusion in 

maternal and child health (MCH) and nutrition at the national and Kampala levels.  

The Kampala GYSIA will inform programming for Result Area 1.3, “MCH and nutrition service delivery 

in Kampala upgraded,” under the 5-year MCHN Activity. 

BACKGROUND 

COUNTRY CONTEXT 

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 and undernutrition and anemia in women and children, especially among the most 

vulnerable members of communities. For instance, as of 2017, the maternal mortality ratio remained 

high, at 375 deaths per 100,000 live births.3 Mortality rates for children under 5 years of age are slightly 

higher for boys, with 51 deaths per 1,000 live births for male children and 42 deaths for female 

children.4 Similarly, anemia remains prevalent among children and their mothers; as of 2016, 

approximately half (51 percent) of children under 5 years of age were anemic, as were around a third of 

pregnant women (34 percent) and women of reproductive age (29 percent).5 

Furthermore, early childbearing and its deleterious impacts remain prevalent. Around 25 percent of 

adolescents aged 15–19 in Uganda have begun childbearing.6 Accordingly, adolescent girls account for a 

significant proportion of maternal deaths in Uganda annually, with approximately 28 percent of maternal 

deaths occurring among young women aged 15–24 years.7 Overall, adolescents aged 15–19 constitute 

17.6 percent of deaths resulting from pregnancy-related conditions. Stillbirths and child deaths are 50 

percent more likely for babies born to mothers younger than 20 than for those aged 20–29 years.8  

Gender-based violence (GBV) is also pervasive in Uganda. A large percentage (22 percent) of women 

aged 15–49 have experienced sexual violence.9 Such violence is believed to be rooted in unequal power 

relations, inequitable control of resources, and harmful social norms that promote men’s ownership 

over women.10 GBV exacerbates preexisting health issues for women and girls. 

 

3 Modeled estimate, World Development Indicators. 
4 Ibid. 
5 World Development Indicators. 
6 Ministry of Health, Investment Case for Reproductive, Maternal, Newborn, Child and Adolescent Health Sharpened Plan for Uganda 

2016/17 – 2019/20 (Kampala: Government of Uganda, 2016). 
7 Ibid. 
8 Ibid. 
9 Uganda Bureau of Statistics, 2016, Uganda Demographic and Health Survey. 
10 USAID, 2017, Gender and Social Inclusion Analysis: Uganda Final Report. 
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Uganda’s poor performance in maternal, newborn, and child health, as well as key indicators of health 

for female youth, are thought to be driven by several factors. 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.11 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.12 

At the community level, gender and social norms negatively affect MCH and nutrition outcomes. Some 

drivers of the country’s 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.13 Additionally, existing norms typically favor male over female 

children throughout the life cycle,14 potentially having adverse impacts on access to adequate nutrition 

and healthcare services. By actively identifying and addressing these norms through its programming, 

USAID will sustainably address the identified disparities in MCH and nutrition. 

While the Health Sector Development Plan and the Reproductive, Maternal, Newborn, Child, and 

Adolescent Health Sharpened Plan acknowledge drivers associated with gender and youth dynamics, 

emerging findings from the GYSIA document review suggest there is limited information with regard to 

the degree to which these and other relevant policies, guidelines, and strategies are implemented at the 

national level and in Kampala, or how institutions measure gender, youth, and social inclusion activities 

and outcomes. The 2017 USAID Gender and Social Inclusion Analysis identified numerous Ugandan 

government policies for addressing gender and social inclusion gaps that would positively affect MCH 

and nutrition outcomes, concluding that inefficiencies in implementation lead to secondary problems 

that hinder access to essential services.15 Deeper consideration of gaps and opportunities for supporting 

and implementing policies is critical to further mitigate gender and social inclusion in MCH and nutrition. 

MCHN ACTIVITY OVERVIEW 

To help address this, USAID/Uganda designed and funded the 5-year MCHN Activity to improve MCH 

and nutrition outcomes throughout the country by strengthening leadership and governance, the rollout 

of national strategies and programs, and coordination and cooperation across stakeholders. USAID and 

the Government of Uganda recognize that inequalities related to gender, youth, and other vulnerabilities 

hinder further progress in MCH and nutrition, so the MCHN Activity has conducted the GYSIA to 

ensure its programming responds to the differential needs of women, men, boys, and girls, as well as 

other vulnerable populations, to strengthen the quality of care and contribute to continued reductions 

in maternal, infant, and child mortality.  

The MCHN Activity will (1) enhance learning and sharing of lessons and best practices; (2) facilitate 

improvements to governance, coordination, and cooperation processes and structures; (3) build 

leadership capacity; and (4) enhance private sector engagement. The Activity will also advance new 

models for MCH and nutrition services and systems in Kampala through the Urban Health Initiative, and 

collaborate closely with the Government of Uganda, Ugandan private-sector entities, other USAID-

 

11 Morgan, Rosemary, Moses Tetui, Rornald Muhumuza Kananura, Elizabeth Ekirapa-Kiracho, and A. S. George. 2017. Gender 

dynamics affecting maternal health and health care access and use in Uganda. Health Policy and Planning 32 (Issue Suppl. 5), v13–

v21. 
12 Ibid. 
13 USAID, Gender and Social Inclusion Analysis: Uganda Final Report. 
14 Ibid. 
15 Ibid. 
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supported activities, and other development partners to both support and leverage their efforts to 

improve MCH and nutrition outcomes in Uganda.  

The MCHN Activity is implemented by a consortium, led by FHI 360, that includes EnCompass LLC, 

Makerere University School for Public Health, Save the Children, and the Uganda Healthcare 

Federation. As USAID/Uganda’s flagship initiative in MCH and nutrition, the Activity supports the USAID 

Mission in ensuring maximum quality and effectiveness of its combined efforts in MCH and nutrition. 

This includes assisting in coordination of USAID’s MCH and nutrition resources and filling gaps in the 

MCHN portfolio as they arise.   

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 

GYSIA OBJECTIVES 

In response to the challenges described above, the MCHN Activity has conducted the GYSIA to identify 

key gender, youth, and inclusive development issues and constraints to address within its portfolio, 

including recommendations for how the Activity can achieve greater inclusive development in 

implementation of the strategies to improve MCH and nutrition outcomes.  

In conducting the GYSIA, the study team sought to fulfill two objectives: 

• Identify opportunities and gaps 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 

• Identify opportunities and gaps related to gender, youth, and social inclusion for more equitable 

access to and utilization of MCH and nutrition services in Kampala City 

Toward these objectives, the GYSIA will be used to support programmatic dialogue, activity planning, 

targeting, and implementation by the MCHN Activity and its stakeholders, including the Government of 

Uganda and USAID. 

METHODOLOGY 
Primary data collection in Kampala explicitly focused on the second study objective of identifying 

opportunities and gaps related to gender, youth, and social inclusion for more equitable access to and 

utilization of MCH and nutrition services in Kampala City. Within this objective, the study organized 

resulting information around two sub-objectives: 

• Determine the current status of MCH and nutrition service delivery in Kampala by examining 

uptake, reach and coverage, utilization, and capacity of health service structures 
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• Indicate current MCH and nutrition policies, guidelines, measures, and best practices related to 

gender, youth, and social inclusion 

The MCHN Activity conducted primary data collection in Kampala to fill key knowledge gaps identified 

through the GYSIA document review process in Phase 1. As part of this initial document review, 

Uganda- and U.S.-based staff reviewed 62 documents and collaboratively coded those most pertinent to 

identifying relevant gaps and opportunities for GYSIA both in Kampala and nationally. Subsequent 

primary data collection in Kampala chiefly involved key informant interviews, conducted via Zoom. Data 

collection is currently limited to this method due to the unfolding COVID-19 pandemic, which prohibits 

safe convening of in-person interviews or focus group discussions. In the context of this report, relevant 

findings from the initial document review have been triangulated with draft findings from primary data 

collection efforts. 

The primary data collection methodology for the GYSIA was informed by the use of Appreciative 

Inquiry in the design of data collection tools, with participatory approaches to validating findings. 

Appreciative Inquiry seeks to identify and build on the strengths of people, their organizations or 

communities, and the relevant world around them to address challenges and co-create solutions.16 It 

identifies strengths and weaknesses from the study of successful or peak experiences to enhance a 

system’s capacity to apprehend, anticipate, and heighten positive potential.  

DOCUMENT REVIEW 

During Phase I of the GYSIA, the study 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). Sixty-two (62) individual materials were considered as part of the 

document review; these materials were publicly available and acquired through Internet searches, 

provided by other MCHN Activity technical leads, or shared by key government counterparts. 

This report includes findings from the GYSIA document review that address the GYSIA’s second 

research question (identify opportunities and gaps related to gender, youth, and social inclusion for 

more equitable access to and utilization of MCH and nutrition services in Kampala City), triangulated 

with findings from the primary data to provide a full picture of the opportunities and challenges for 

programming under the MCHN Activity’s Result Area 1.3, “MCH and nutrition service delivery in 

Kampala upgraded.” 

 

16 Preskill, Hallie S., and Tessie Tzavaras Catsambas, Reframing Evaluation through Appreciative Inquiry. (Thousand Oaks, CA: 

SAGE Publications, 2006). 
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ANALYSIS 

Team members based in the United States and Kampala, Uganda, used a document review template to 

summarize each document and organize its information by each MCHN Activity result area. The 

template 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 persons 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 

developed and piloted using a collaborative process to ensure inter-coder reliability. Team members 

subsequently reflected on and analyzed the data to develop emerging findings and highlight key 

knowledge gaps. 

KEY INFORMANT INTERVIEWS 

In light of the current public health situation, primary data collection chiefly employed the use of semi-

structured key informant interviews, incorporating appreciative interview questions. Interviews were 

primarily conducted using Zoom. 

Before beginning each interview, the data collectors reviewed the consent portion of the interview tool, 

ensuring the key informant had an opportunity to ask questions and make an informed decision to 

participate. Interview tools were developed and interviews were conducted in English. To the extent 

possible, interviews were digitally recorded, using Zoom to aid in the transcription process. 

RECRUITMENT AND SAMPLE 

The study team purposively identified key personnel engaged in MCH and nutrition–related activities in 

Kampala to be involved as key informants during in-depth interviews. Selection criteria included the 

positions such individuals hold, their terms of service in their positions, and professional experiences 

with regard to marginalized communities in Kampala. The team sought to make gender considerations in 

the selection of key informants so that, to the extent possible, they would achieve a gender balance 

within the overall sample. Further, as feasible, the team sought to select key informants from across 

Kampala’s five administrative divisions—Central, Kawempe, Makindye, Nakawa, and Rubaga. 

For recruitment, the study team lead sent a formal recruitment letter to each prospective informant. 

Upon agreeing to participate, informants were contacted by the participating study consultants to 

formally schedule an interview time. Key informants consented at the time of each interview. The team 

reimbursed participants external to the Activity for the cost of Internet data used during the interview, 

if required. 
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Ultimately, the study team interviewed 16 key informants—10 female and 6 male—for the Kampala 

GYSIA. Six worked in roles at the policy and advocacy level that were directly relevant to MCH and 

nutrition, while the remaining 10 served in healthcare service delivery and management roles. 

ANALYSIS 

Interview data were coded using Dedoose Version 8.3.21. Data in Dedoose are password protected and 

only members of the study team have access. The study team developed the coding structure for 

interview transcripts collaboratively and iteratively using an inductive approach. The team-based process 

of developing, refining, and piloting the coding scheme helped mitigate potential bias during the coding 

process, establishing inter-coder reliability.  

After coding the 16 transcripts, the study team used a data summary template to draft findings emerging 

from the data. Subsequently, the team triangulated findings from primary data collection with those 

derived from the Phase 1 document review.  

FINDINGS 
Primary data collection findings, as well as pertinent 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 area of relevance to the Activity. Where relevant, an icon (or icons) representing one of 

USAID’s five gender analysis domains17 is placed next to findings. 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: 

      

SUB-OBJECTIVE 1 

This sub-objective includes information relevant to determining the current status of MCH and nutrition 

service delivery in Kampala by examining service reach, coverage, uptake, and utilization, and capacity of 

health service structures. 

 

17 Because the domains are often overlapping and not mutually exclusive, icons point out only the most relevant or dominant 

domains for each finding, not all domains that are possibly relevant. 

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 
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CHALLENGES AND OPPORTUNITIES FOR REACH AND COVERAGE OF 

MCH AND NUTRITION SERVICES 

FINDING 1: Although gender-equitable norms are more commonplace in Kampala 

than in other regions of Uganda, GBV, violations of sexual and 

reproductive rights, and early pregnancies are still prevalent.  

The GYSIA document review revealed that 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, as otherwise common throughout Uganda.18  

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.19 Early pregnancies are still common—22 percent of adolescent girls in Kampala have given 

birth .20 A majority of young people in Kampala know where and how to access contraception, but 

female condoms remain largely inaccessible or overly expensive for most, and many adolescent girls are 

more concerned about preventing HIV than pregnancy.21 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; 50 percent of female victims have never 

sought help to address their abuse.22 In urban areas, more men also reported physical violence than 

women.23 Exhibit 1 highlights the pervasiveness of sexual violence in Uganda, including disparities 

between women residing in rural and urban areas. 

 

18 CSGAB, EPRC, and UN Women. Gender Issues in Uganda – An analysis of gender based violence, asset ownership and employment 

(Kampala: Uganda Bureau of Statistics and Ministry of Gender, Labour and Social Development, 2019). 
19 Ibid. 
20 Ibid. 
21 Asingwire, Narathius, Denis Muhangi, Swizen Kyomuhendo, and Jessica Leight. Impact evaluation of youth-responsive family 

planning services in Uganda, 3ie grantee final report (International Initiative for Impact Evaluation [3ie], 2019). 
22 CSGAB, EPRC, and UN Women. Gender Issues in Uganda. 
23 Ibid. 
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Exhibit 1: Population aged 15–49 who have experienced sexual violence since age 15, by residence, 2011 and 2016 

Proportion (%) of all in each group 

 

FINDING 2: Key informants are aware of several forms of GBV and identified many as 

hindering women’s and girls’ access to MCH and nutrition services in 

Kampala. 

Key informants mentioned emotional, economic, physical, and sexual violence as types of GBV women 

faced. While a few key informants described examples of male survivors of violence, including disabled 

men and younger men trying to access reproductive health services, the vast majority described 

instances of GBV where women and girls were survivors. Specifically, key informants shared their 

knowledge of how female survivors faced beatings and harassment, denial of transport to health facilities, 

rape, defilement, unsafe abortion, and societal norms that support men’s control over women’s actions 

and movement. Key informants identified women who were unable to speak, deaf women, women who 

were refugees, and poor women as more vulnerable to GBV. One key informant noted that albino 

people and women with disabilities faced heightened sexual harassment due to misconceptions some 

men hold about them, such as a myth that they can cure HIV.  

There were also reports of forced sterilization and healthcare workers’ perpetrating GBV against 

patients. Some key informants recalled incidents of adolescents who were impregnated without consent, 

many of whom did not report because relatives were the perpetrator. One key informant emphasized 

that GBV was a leading cause of MCH and nutrition challenges for women and girls, such as in cases of 

early marriage, with girls having been raped and then seeking unsafe abortion or emergency pills. 

SGBV [sexual and gender-based violence] has a very big impact. I will tell you many girls are raped and 

defiled by even close relatives and they are left to suffer with the consequences. Due to culture, some 

are made to go silent about the fathers in case of conception so they lack economic support, they drop 

out of school, contract HIV, etc. In poor communities, their parents and guardians marry off some girls 

as a survival strategy for the families. —Healthcare service delivery and management-level 

stakeholder 
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Several key informants pointed to negative societal attitudes toward women as a result of GBV. Noting 

that many cases did not even make it to the health center and were kept within the community. Others 

noted community stigma against young mothers.  

Young mothers … are socially stigmatized, victimized and blamed for the consequences. Girls are raped 

and defiled, yet also blamed when they conceive. They end up fed up, hating themselves and the people 

around them, and thus don’t turn up for MCHN services. —Healthcare service delivery and 

management-level stakeholder  

Furthermore, key informants reported that women felt ashamed to access maternal services if they had 

been raped or beaten, including in instances of domestic violence and miscarriages as a result of 

violence. Women also tended to delay accessing health services if they had physical signs of GBV, 

because they felt ashamed or wanted to avoid questions from healthcare workers. Key informants also 

indicated that marital rape or other forms of domestic violence had mental health implications for 

women, and noted how this could also lead to health and malnutrition challenges during pregnancy.   

Young mothers are affected because some of them conceive after sexual abuse, and the mother can be 

really depressed and you know the effects of depression to a mother. —Policy and advocacy-level 

stakeholder 

Key informants shared that women survivors of domestic violence were often unable to communicate, 

obtain transport to health center, or find funds to pay medical bills, resulting in unmet health needs. In 

other instances, husbands reportedly refused to consent or pay for MCH and nutrition services, and 

some women might face violence if they tried to obtain funding or transport to access those services. 

Some GBV victims also might not seek MCH and nutrition services for fear of increased costs due to 

their injuries, and one key informant pointed to instances of men leaving women at health facilities 

during childbirth and never coming back. Key informants indicated that these limitations were often 

more significant for refugee women.  

They are as well affected equally because as a refugee, you feel like people are doing you a favor so 

some of them exchange for sexual favors and go silent when they are victims of GBV because they feel 

the host community and the workers helping them are doing them a favor. When you have physical 

signs of GBV, you tend to delay to go for health services, such that the clinician cannot prompt you to 

answer questions related to that. —Healthcare service delivery and management-level stakeholder 

FINDING 3: Undernutrition, lack of knowledge on feeding practices and healthcare-

seeking behavior, and low antenatal care attendance are more prevalent 

among women living in Kampala’s informal settlements. This contributes 

to poor maternal and neonatal health and higher rates of neonatal 

mortality. 

The GYSIA document review also found that 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 percent) of obesity and overweightness 

among non-pregnant women of reproductive age, most of whom live in formal settings.24 

 

24 World Food Programme, Kampala Comprehensive Food Security Vulnerability and Analysis, 2019. 
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The rates of exclusive breastfeeding in Kampala are high compared to the national average, but mothers 

living in Kampala’s informal settlements are less knowledgeable on feeding practices and healthcare-

seeking behaviors than those in formal settlements.25  

As of 2016, Kampala’s neonatal mortality rate was above the national average, at 32 per 1,000 live 

births.26 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.27 

FINDING 4: High levels of inequality, youth unemployment, and poverty in Kampala 

result in prevalent nutrition challenges for many. Households headed by 

females or those who are disabled or chronically ill are more susceptible 

to food insecurity. 

The GYSIA document review also suggested that despite Kampala’s population 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—20 percent of all households in Kampala are food insecure.28 Because income affects food 

access and dietary intake, lower income households are more likely to experience food insecurity.29 

Women’s employment rates in Kampala are almost 20 percent lower than men’s,30 and female-headed 

households were identified as more vulnerable to food insecurity and imbalanced diets due to lack of 

diversified income.31 Households headed by Kampala residents who are disabled or chronically ill are 

also more susceptible to food insecurity due to lack of employment opportunities and the burden of 

healthcare-related expenses.32 Exhibit 2 depicts the overall distribution of households, by food security 

classification, for the city’s five administrative divisions. 

 

25 Ibid. 
26 USAID. 2019. Maternal health utilization and birth preparedness status in Kampala City. Kampala MaNe Project Issue Brief No. 1. 
27 Ibid. 
28 World Food Programme, Kampala Comprehensive Food Security Vulnerability and Analysis. 
29 Ibid. 
30 CSGAB, EPRC, and UN Women. Gender Issues in Uganda. 
31 World Food Programme, Kampala Comprehensive Food Security Vulnerability and Analysis. 
32 Ibid. 
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Exhibit 2: Distribution of households by food security classification 

 

Source: World Food Programme, Kampala Comprehensive Food Security and Vulnerability Analysis, 2019 

FINDING 5: Much of Kampala’s population lives in informal settlements, where 

children are at higher risk of stunting and contracting communicable 

diseases, with boys being more vulnerable to poor health outcomes.  

The GYSIA document review found that approximately 60 percent of Kampala’s population lives in 

unplanned residences, with a large number of children living on the streets.33 The National Integrated 

Early Childhood Development 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.34 The risk of 

stunting and contracting communicable diseases is higher among children living in informal settlements in 

Kampala; this is likely 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.35  

Survey results show that boys in Kampala are at higher risk of stunting than girls, which is in line with 

Demographic Health Survey (DHS) findings across Sub-Saharan Africa, which indicate that boys are 

more vulnerable to poor health outcomes.36 

FINDING 6: Several marginalized groups are in need of financial support to fulfill basic 

needs and access medical services. They also require access to gender-

based violence services, and would benefit from more health-related 

information. 

Key informants noted that young mothers, the urban poor, refugee and migrant workers, and sex 

workers had unstable income that prevented them from meeting basic needs and accessing MCH and 

nutrition and GBV services. This includes an inability to afford transportation costs to access health 

facilities and funds to pay for medical bills and basic supplies, including mama kits, gloves, baby clothes, 

 

33 World Food Programme. Kampala Comprehensive Food Security Vulnerability and Analysis. 
34 Ministry of Gender, Labour and Social Development. 2016. National Integrated Early Childhood Development Policy of Uganda. 

Kampala: The Republic of Uganda, Ministry of Gender, Labour and Social Development. 
35 World Food Programme. Kampala Comprehensive Food Security Vulnerability and Analysis. 
36 Ibid. 
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and nutritious food. Private clinics in urban areas are unregulated and more expensive, making it more 

difficult to access essential healthcare services. One key informant noted that, as a result, young mothers 

instead opt for traditional birth methods, where these basic childbirth supplies are not required. There 

are also instances of young mothers being forced to support their pregnancies on their own, because 

the fathers’ refusal to acknowledge the pregnancy. 

Besides information, they also lack the money to access services. For many, the pregnancy is an accident. 

They have no income and the responsible men normally deny the pregnancies. The young mothers are, 

therefore, stuck with pregnancies with[out] support at all. Some cannot even afford a mama kit, others 

can’t afford to transport themselves to the health centers. —Health service delivery and 

management-level stakeholder 

Key informants indicated that young mothers, sex workers, and refugees all needed access to GBV 

services, including emotional support. Specifically, young mothers experience rape, physical abuse, and 

early marriage, all of which can result in unwanted pregnancies. One key informant suggested services 

should include counseling and support from peers who have been through similar experiences. In 

addition to young mothers, other key informants noted that refugees also experienced high rates of 

GBV, resulting from transactional sex or rape in unstable environments, and creating a need for GBV 

response services and safe spaces. Key informants shared that sex workers also needed better access to 

GBV services as many experience violence on the job when some clients physically harm them or insist 

on having sex without a condom without their consent.  

These have high rates of SGBV [sexual and gender-based violence]; majority of girls become mothers 

due to transactional sex or rape due to unstable settlements, they thus need safe spaces. —Policy and 

advocacy-level stakeholder 

Key informants stated that young mothers were often shy or experienced stigma as a result of their 

pregnancies, preventing them from accessing information and essential services and leading them to not 

report their pregnancies until the third trimester, or even as late as delivery.  In addition to learning 

about MCH and nutrition services in a timely manner, key informants noted, young mothers need 

information on HIV and other sexually transmitted infections (STIs) and general health education. 

Others shared that the urban poor also lack knowledge relating to antenatal care and general health and 

nutrition, and there is a need for them to better understand where and how to access affordable 

healthcare services. Key informants noted that the urban poor often have different attitudes or 

misconceptions in their health-seeking behavior, such as thinking they need money to access services at 

public clinics or that they must know someone at a clinic to access services.  

For persons living with HIV, key informants said, there is also a need for more health-related 

information around antenatal care and general health and nutrition. Specifically, information about 

safeguarding unborn babies from HIV is needed to protect mothers and babies during childbirth. 

Many of these [mothers] feel shy about their pregnancies so they don’t come for antenatal [care] early 

enough. Most report in the third trimester, while others even come for delivery. They hide in their homes 

and miss out on all essential services due to lack of information. —Health service delivery and 

management-level stakeholder 
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CHALLENGES AND OPPORTUNITIES AT THE SERVICE DELIVERY LEVEL 

FOR INCREASING THE UPTAKE AND UTILIZATION OF MCH AND 

NUTRITION SERVICES 

FINDING 7: Although residents of Kampala have better access to basic services, 

including immunizations, family planning, and antenatal care, women’s 

health is adversely affected, because 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. 

Furthermore, the GYSIA document review revealed that although urban residents have better access to 

basic services than 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 percent, which is higher than the rest of the 

country.39 However, many women in Kampala do not attend antenatal care visits as recommended in 

terms of both timeliness and the required number of visits, which results in low birth preparedness 

among urban women.40 There are calls for community mobilization and sensitization to improve this, 

and many women indicated they were willing to pay for or co-finance antenatal care, postnatal care, and 

delivery services if they were of quality; therefore, there is a need to collaborate with public and private 

health facilities to subsidize these services.41 Because 94 percent of women deliver in health facilities, it is 

also necessary to understand whether services health facilities provide for delivery and maternal care 

meet the required standards, notably for caesarean section services.42 A better understanding of the 

current quality of service delivery could be gained by strengthening supportive supervision and 

conducting health facility audits.43 Exhibit 3 summarizes key maternal health statistics in Kampala. 

 

37 World Food Programme. Kampala Comprehensive Food Security Vulnerability and Analysis. 
38 USAID MCHN Activity. Baseline Assessment: Kampala Capital City Authority MCHN Desk Review. Kampala: USAID; 2020. 
39 CSGAB, EPRC, and UN Women. Gender Issues in Uganda – An analysis of gender based violence, asset ownership and 

employment. 
40 USAID. Maternal health utilization and birth preparedness status in Kampala City. 
41 Ibid. 
42 Ibid. 
43 Ibid. 
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Exhibit 3: Key maternal health statistics in Kampala 

 

FINDING 8: Several marginalized groups experience stigma and poor attitudes from 

healthcare workers and the community, including persons with disabilities 

who also face unique challenges in accessing healthcare facilities and 

services. 

Key informants noted that healthcare workers were unfriendly and unaccommodating to persons with 

disabilities, persons living with HIV, and young mothers. Key informants observed that both the 

community and healthcare workers had a perception that persons living with HIV would “die soon,” so 

resources should not be expended on them. This misconception prevents family members of HIV-

positive youth from taking them to healthcare facilities for treatment or immunizations and leads to 

HIV-positive youths’ being underfed and malnourished. Key informants noted that young mothers also 

experience stigma in accessing MCH and nutrition or sexual and reproductive health services. Not only 

do they face neglect from their families, but they also experience judgement from healthcare workers 

when requesting these services. 

Key informants shared the perception that persons with disabilities are not expected to access MCH 

and nutrition or sexual and reproductive health services, with healthcare workers often expressing 

disbelief and disgust when women request these services. There is a stigma that persons with disabilities 

are not sexually active and have “sex by chance, not by choice,” which hinders their ability to demand 

safe sex, putting them at higher risk for HIV and other STIs. 

Stigma is another health need for all disabled. Society thinks we are not human enough. We are not 

love or to be loved, to desire etc. so when a PWD [person with a disability] visits a facility for antenatal 

[care], it is like they committed a crime. They look at you in disbelief and disgust. This construction has 

caught up with PWDs themselves for instance they have “sex by chance and not choice.” They have 

limited choice when it comes to sex as few men approach them. Due to this, they cannot demand for 

safe sex or having HIV tests before the encounter. —Policy and advocacy-level stakeholder 

According to key informants, healthcare facilities often treat persons with disabilities like those without 

disabilities by making them wait in line and not providing needed accommodations in terms of facilities 

or equipment. Key informants noted that persons with disabilities struggled to physically access facilities 

for several reasons. Traveling to the facility could be a challenge due to distance, lack of transport, and 
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unsafe roads, and the facilities often do not have ramps or accessible toilet facilities. Key informants also 

observed challenges for persons with disabilities in communicating with healthcare workers or obtaining 

information. For example, billboards with information can be out of reach and do not include the 

needed messaging in Braille, and a lack of translators leaves deaf people without a means of effectively 

communicating symptoms, resulting in a lack of proper treatment.  

Information access is problematic; for instance, billboards are normally placed high even for those who 

can read. Those with visual impairment are never provided with [Braille] so they miss the necessary 

information relating to family planning, nutrition, HIV, etc. —Policy and advocacy-level stakeholder 

Key informants remarked that healthcare facilities often lacked necessary supplies, equipment, and 

medications to treat those with disabilities. For example, the lack of specialized beds for giving birth 

forces disabled mothers to give birth on the floor, and health facilities do not have the necessary medical 

cream to treat the skin infections that often affect people with albinism. 

FINDING 9: Most key informants agreed that gender norms and healthcare worker 

attitudes were clear hindrances for accessing MCH and nutrition 

services. 

When asked about hindrances to accessing services, almost all key informants mentioned gender norms 

that favored men. Several mentioned that men were typically the heads of household and primary 

decision makers, meaning they controlled the money to pay for services, decided when and whether to 

seek healthcare, or provided permission for their spouses to leave the home. One key informant 

emphasized that in emergency situations, men’s gatekeeping could delay access, with potentially deadly 

consequences.  

A few key informants noted that because men often did not know or understand the importance of 

MCH services or medicines, they refused to pay for them. One key informant added that having multiple 

wives could demonstrate status for men, but meanwhile limited the resources available for their wives’ 

health services. Another stated that men and boys frequently received preferential treatment regarding 

food, resulting in poorer nutrition for women and girls. 

Culture hinders access; for instance, some men limit the movement of women even when they are sick, 

they have to wait and seek permission from the husbands. In case it is an emergency, even lives can be 

lost. Others refuse to pay for transportation costs to hospitals, they disregard essential medicines 

recommended during pregnancy, they don’t pay medical bills, etc. Also due to culture, some women 

concentrate on herbs instead of seeking professional medical services. At times, women [experience] 

such violence under their husbands but because of gender, they cannot report to police. —Healthcare 

service delivery and management-level stakeholder 

Key informants also observed that gender roles place many household responsibilities on women and 

girls, limiting their time to access services. One key informant mentioned this division of labor could be 

especially difficult for disabled mothers, who could have more difficulty in taking their children for health 

visits. In some cases, efforts to rectify this had unintended negative consequences; two key informants 

noted incidents where policies mandating that husbands attend antenatal care visits discouraged some 

women from seeking care, because they did not want their husbands present or because they were 

unmarried. Key informants referenced GBV, including early marriage, as another important hinderance, 

especially for persons with disabilities.  
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The second most commonly cited hindrance to accessing services was healthcare workers’ attitudes. 

The majority of key informants detailed instances of people from various vulnerable groups experiencing 

or perceiving rudeness, disrespect, judgment or discrimination from healthcare workers because of their 

identity. Key informants mentioned that adolescent mothers; commercial sex workers; lesbian, gay, 

bisexual, transgender, queer, and intersex (LGBTQI) persons; and people coming for post-abortion care 

most commonly experienced or perceived these attitudes from healthcare workers. Some key 

informants noted that healthcare workers might have these attitudes because they were overburdened 

and stressed. Another stated that it was often related to their religious beliefs. A few key informants 

added that these attitudes resulted in inferior care and not providing the full package of services, while 

several said the perception of these attitudes or mistreatment led people to fear or avoid going to 

health facilities for services.  

Then there is attitude, you know, there are many myths and rumors around health workers and 

mothers; most people say the midwives, nurses, the doctors are rude and this builds a negative kind of 

attitude among the expectant mothers, and also care givers of children and some of them fear to be 

reprimanded so they kind of shun facilities in the way that limits access because they have a 

feeling/perception they will not be treated well in these facilities. —Healthcare service delivery and 

management-level stakeholder 

I think the biggest issue is the attitude; sometimes, they may not even be poor but they feel they should 

not be in some places because they feel they shouldn’t be there. Actually attitude is one of the biggest 

challenge[s] we have as far as accessing services, not only to the urban poor but also other services for 

the youth, adolescents, people just perceive themselves as not fit to be in that particular place.  

—Healthcare service delivery and management-level stakeholder 

Key informants cited a few other significant hindrances. A few talked about how individuals living in 

poverty were inhibited in accessing services not only as a result of limited funds, but also due to their 

lesser sense of belonging. Others noted that people’s attitudes or preferences sometimes hindered their 

access, because they would rather deliver at home or use traditional medicine. One key informant 

mentioned the time needed to access services as a factor affecting access. A policy and advocacy-level 

stakeholder also discussed the lack of a multisectoral response and limited to no connection between 

the Ministry of Health and the Ministry of Gender, Labour and Social Development (MGLSD), the 

Ministry of Agriculture, or the Ministry of Education as a barrier to access. 

FINDING 10: Key informants reported improvements in facility infrastructure and the 

quality of MCH and nutrition services provided, due to stronger 

healthcare worker management and training, as well as increased 

community engagement. 

Most key informants indicated there had been improvements in MCH and nutrition service delivery in 

Kampala over the past few years. Several identified improvements in facility infrastructure, including the 

construction or renovations of women’s hospitals; maternity wings; operation theaters; and maternal, 

pediatric, and antenatal wards. One key informant also noted infrastructure improvements to make 

facilities more accessible for persons with disabilities and another remarked on increased supply of 

equipment. Key informants posited that these increased and improved spaces have not only helped 

disperse patients and decompress facilities, but also have allowed facilities to better meet women’s 

health needs and provide more comprehensive maternal care. One healthcare service delivery and 

management-level stakeholder noted, “There have been several improvements. You can imagine for the 

past 10 years we have really made progress. I saw the construction of women’s hospital. This has given 
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chance to specialization on women’s specific issues and concerns. Prior, it was one unit at [hospital], 

which was clogged and over congested given the limited space.” Another key informant added that the 

increased and separated space also helps minimize the spread of communicable diseases.   

Many key informants also cited improvements in the quality of MCH and nutrition service delivery. They 

indicated that stronger supervision in care, application of learning and best practices, quality 

improvement teams, and “must be” or “must have” information requirements helped enhance maternal 

care across facilities. Key informants also mentioned that healthcare workers were trained in providing 

respectful maternal and child health services. in addition to active listening for adolescents. Two key 

informants identified the deployment of new cadres of specialized healthcare staff or recruitment efforts 

to fill particular gaps as another improvement. Key informants also noted facilities were diligent about 

managing and auditing their staff and open to hearing feedback from the community regarding needed 

improvements. They mentioned a number of new tools, job aids, and procedures to increase the quality 

and efficiency of services, including the use of a “mother’s passport book” to track maternal care from 

antenatal care visits through child immunization visits, follow-up calls for postnatal care, malnutrition 

screening, and treatment protocols, and nutritional supplements.  

I think the improvement has been a result of a number of factors, but I can really talk about the close 

supervision we give to the health facilities. We are open to the health workers, which helps them 

improve on how they are offering their services. We also pick up practically working best practices and 

we share among the facilities we visit and supervise. This helps to learn from each other, hence [the] 

improvement. —Healthcare service delivery and management-level stakeholder 

Key informants said these advances resulted from administrative and management improvements, as well 

as engagement with the government and development partners. In addition to more staff, training, and 

closer supervision of healthcare workers, they noted improvements in communication with management 

and efforts for healthcare worker satisfaction, such as incremental raises in salaries, as contributing 

factors to the better provision of quality MCH and nutrition services. Key informants observed that 

development partners had provided strong advocacy for MCH and nutrition, helped fund specific 

supplies, and led programs for increasing awareness and strengthening capacity among healthcare 

workers in male engagement, nutritional support, family planning, and infant health. For instance, a few 

key informants noted that the results-based financing project had contributed significantly to improving 

the management and quality of health services across facilities through training, mentorship, and 

establishment of guidelines. Some key informants also noted that the increased focus and engagement of 

the government in MCH and nutrition was helpful with new policies, allocated budgets, and efforts for 

multisectoral engagement. For example, such engagement helped secure a specific budget line item for 

reproductive health and ensured that children can easily access health centers via their schools.  

We monitor our staff seriously to avoid unnecessary mistakes. We (management) audit the workers. 

We go around the community asking how workers are handling them. We receive any complaints and 

we handle them professionally. We have very good communication strategies with our staff. We ensure 

supplies and communities never run out of stock. — Healthcare service delivery and management-

level stakeholder 

Several others discussed improvements due to increased community access and engagement. A few key 

informants mentioned they held community dialogues to ensure the community was aware of their 

services and as a mechanism to evaluate community satisfaction with services. Others cited ways they 

brought services directly to communities, including the provision of ambulance services and toll-free 

hotlines community members could call for assistance or guidance; implementation of guidelines on 
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school feeding and provision of immunizations and vitamin A supplements to schools; and subsidies for 

services as affordability of services has been a common limitation in access. One key informant noted 

how pairing members of village health teams with mothers had been helpful, because members were 

part of the community and able to more directly encourage mothers to attend immunization, HIV 

counseling and testing, and antenatal care appointments. Several key informants mentioned the positive 

impact of raising community awareness on health issues, notably the increased demand for antenatal and 

postnatal care services, through mass media campaigns and distribution of policies and guidelines in 

facilities.   

We have had a number of dialogues as a way of informing feedback mechanisms, engaging 

communities with health workers in a different setting; so we go into communities and we want the in-

charges of the various departments to know the feedback from the community and we that we do it 

with project money—USAID-funded project—and it has really helped us. —Healthcare service 

delivery and management-level stakeholder 

Some key informants indicated how youth were better able to access and engage in health services. In 

the process of improving family planning service availability for youth, one key informant’s health facility 

started a peer model approach, in which young mothers would act as referral agents in their 

communities to identify and refer others to access antenatal care. This led to an increase in the number 

of young mothers attending antenatal care in the first trimester. One key informant noted 

improvements due to young people’s better access to information, and mentioned the development of a 

mobile app to track antenatal services that would, hopefully, result in increased service utilization by 

young people.  

In our facility, the way we attend to youth is different from adults. Young mothers are separated from 

adults. We have differentiated engagement with youth. Youth have increased access to services and 

information targeted based on age and the needs that come along. —Healthcare service delivery and 

management-level stakeholder 

Despite this progress, some key informants indicated remaining challenges, including underused 

infrastructure, shortage of commodities and drugs, and insufficient training for healthcare workers. They 

also reported many engagement efforts did not consider the needs of persons with disabilities. One key 

informant noted that despite improvements, there were still many maternal deaths or close calls. 

We have also seen [that despite] increased training for maternal and newborn health, there is lack of 

supervision and lack of specific skills. [W]e have a number of mothers dying, you know, what we call 

near-misses are high, that there is a way we are not doing enough to save mothers and babies.  

—Policy and advocacy-level stakeholder 

FINDING 11: Most key informants agree the provision of youth-responsive services 

would better support young mothers and that increased outreach in 

schools and communities would reduce stigma around adolescent 

pregnancy. 

A majority of key informants agreed on the need for youth-responsive services. Many noted adolescents 

would feel more comfortable with younger healthcare workers and that healthcare workers should be 

adequately trained to work with adolescents without judgement or discrimination. A few key informants 

mentioned the need for additional counseling and psychological support for young mothers to challenge  

social stigmas and handle the physical and emotional strains of pregnancy at that age. One key informant 
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mentioned adolescent mother groups were helpful for them to share experiences and support each 

other.  

[S]ometimes, they are stigmatized; for example, one sees a pregnant adolescent and says “even you, 

you are here,” this puts them off, so they need adolescent-friendly workers. There should be a 

curriculum to train health workers about offering friendly services to adolescents so that they keep 

coming to receive services you know these are very sensitive people. —Healthcare service delivery 

and management-level stakeholder 

Psychological support is really crucial for young mothers. They are already going through a lot physically, 

yet many carry unwanted pregnancies. They are, at times, denied by the men responsible, by their own 

parents who at times chase them away from home, they have financial constraints and general social 

injustices. It is thus important to help them regain hope and reload them back into the community after 

childbirth. —Healthcare service delivery and management-level stakeholder 

Others mentioned that additional outreach in schools and communities would help support young 

mothers. Both key informant stakeholder groups said this could take the form of sensitization campaigns 

to help adolescents become more aware of the services available to them. Others suggested outreach 

campaigns aimed at reducing stigma through different activities, including identifying male and female 

adolescent champions, hosting maternal health days in the community, and holding local or national song 

or poem competitions. A few key informants emphasized the need for increased efforts to include 

young people and their voices in the design of policies and programs that target them. A few also 

mentioned adolescents might need financial resources to access transportation to access services. 

FINDING 12: Financial support was the most commonly suggested support for the 

urban poor among key informants, but others mentioned that improving 

health facility efficiency would help healthcare workers better serve 

these communities. 

Some key informants, most of whom were healthcare service delivery and management-level 

stakeholders, indicated that financial support (transportation; free or reduced-cost services, medication, 

and commodities; and economic empowerment programs) would best support the urban poor or those 

living in informal settlements. These informants all agreed that financial support would also increase the 

demand for services at health facilities. 

Free/cost-friendly services would encourage them to seek and access such services. Economic 

empowerment for such women would thus be critical. —Healthcare service delivery and 

management-level stakeholder 

A few key informants talked about the need to improve efficiency at health facilities to better serve 

these communities. They mentioned that with additional financial support, facilities could avail 

themselves of more ambulances and staff, and reduce overcrowding. Key informants posited that these 

initiatives would reduce long wait times for clients, alleviate stress for healthcare workers, and reduce 

the burden of transportation. 

What are the things limiting people? Over-flooded health centers. We need to decongest these health 

centers by having more and these health centers should have necessary logistics and HR so that they 

provide a full package to people, improve on the customer care. Yes, someone might have the customer 

care [sic] but because of the work-load, they get tired as well. They only want to clear the line and go, 
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they don’t even give the total package, they want to clear the line and go. —Healthcare service 

delivery and management-level stakeholder 

A few policy- and advocacy-level stakeholders emphasized the need to include the urban poor and 

residents of informal settlements in planning and policy making to ensure their needs were addressed 

and to support effective implementation. One of these stakeholders noted the need for additional 

information for residents to better understand where and how to access services and their costs, as 

they are often free. 

FINDING 13:  To support varied vulnerable groups, key informants suggested (1) 

providing services without judgment or discrimination, at times and 

places convenient for different groups, (2) supplying free or subsidized 

services for people who need them, and (3) tailoring policies and 

programs based on their input to best address their needs. 

Key informants mentioned several other vulnerable groups that could benefit from special support, 

including people living with HIV, refugees, working women, immigrants, Karamajongs, inmates, 

commercial sex workers, and street children. Most suggestions for supporting these groups revolved 

around three key themes:  

• Many talked about the need to alter the time and place for services to better reach these 

communities. Key informants suggested that, for example, bringing HIV services and medications 

closer to where clients live, offering health education materials in markets where women work, 

offering services in prisons, and providing more services in the evening could allow members of 

these groups to better utilize services. A few added the need to make sure these groups have 

adequate information about where and how to access services. Several key informants emphasized 

the need for sensitivity training for healthcare workers to better understand groups’ needs and 

offer services free of judgment, especially for people living with HIV, refugees, Karamajongs, 

commercial sex workers, and street children.  

• Several key informants said that people living with HIV, refugees, immigrants, and Karamajongs 

would benefit from free or subsidized services.  

• Many cited the importance of including representatives of these groups in the policy and 

programming decisions that affect them. 

We need to use a rights-based approach to serve the vulnerable communities. Irrespective of the 

condition, every human being has a right to quality health care. One thing that people don’t understand 

is that when they [are] stigmatized and the situation gets worse, these groups end up interacting with 

the less vulnerable and the behavior keeps growing. So the solution is not turning a blind eye.  

—Healthcare service delivery and management-level stakeholder 

SUB-OBJECTIVE 2 

This sub-objective includes information relevant to current MCH and nutrition policies, guidelines, 

measures and best practices related to gender, youth, and social inclusion in Kampala. 
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AVAILABILITY OF POLICIES, GUIDELINES, TOOLS, AND MEASURES FOR 

IMPROVING GENDER, YOUTH, AND SOCIAL INCLUSION IN MCH AND 

NUTRITION AT THE SERVICE DELIVERY LEVEL 

FINDING 14: General policies are available regarding universal access to healthcare, 

but they lack specific guidance on marginalized groups and are not 

adequately implemented due to lack of distribution to healthcare 

workers. 

Key informants stated they were either unaware of policies that targeted specific marginalized groups or 

only aware of general policies focused on universal access to care. For instance, some cited policies that 

supply guidance on nutrition education, providing HIV testing and antenatal services, or reproductive 

health services, universally.  

The policies do not [specify] which groups are targeted. They, however, provide general guidance on how 

to handle situations and not categories of people. For example, education relating to nutrition and 

childcare is uniform and provided routinely to all mothers who turn up for antenatal services. HIV testing 

and counseling is mandatory to all who need antenatal services, etc. —Healthcare service delivery 

and management-level stakeholder 

Key informants were not aware of any policies when asked about marginalized groups, such as LGBTQI 

persons or youth accessing reproductive health services. One key informant stated that these policies 

were so universal, they fail to address the specific needs of marginalized groups. 

Key informants stated that policies created at the ministry level would tend to sit with “technocrats” in 

Kampala and were not distributed to healthcare workers, particularly those in informal settlements or 

suburban areas. Therefore, healthcare workers often did not know such policies existed unless they 

attended a workshop where the policy was discussed.  

FINDING 15: Key informants noted that policies ensuring access to healthcare for all 

were not implemented for marginalized groups due to stigma and lack of 

funding, resources, and skills, and recommended that stakeholders from 

marginalized groups and across sectors be included in the creation of 

policies for improved and more inclusive implementation. 

Key informants cited several barriers for healthcare workers in implementing policies. First, stigma is a 

factor in preventing sex workers and young mothers from accessing MCH and nutrition and sexual and 

reproductive health services. Some noted that although policies stated that care could not be denied, 

healthcare workers did not always follow these guidelines to provide services to marginalized 

populations.  

The policy says you should not discriminate, but when you go to the service delivery points, you find that 

the mindset of the service provider is not speaking to the policy, his attitudes come up and the policy 

stewards may not know these but that these are the things you see when you visit these centers.  

—Healthcare service delivery and management-level stakeholder 

In addition to stigma, lack of funding, resources, and skills prevent implementation of policies. Several 

key informants observed that public facilities receive a high number of patients but have limited supplies 

and budget, including inadequate infrastructure and a shortage of medicines and supplies to provide 
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MCH and nutrition services to all women. This ultimately leads marginalized people’s health needs going 

unaddressed. Some key informants recommended subsidizing services for marginalized groups and 

increasing investment in healthcare facilities, which would allow them to purchase resources and 

improve capacity to serve the specific needs of marginalized groups. 

Some key informants suggested involving stakeholders from marginalized groups in policy discussions to 

make policies more inclusive, as members of marginalized groups best know what challenges they face in 

accessing healthcare services and including their inputs could contribute to effective solutions. In 

addition to engaging marginalized groups, key informants also recommended including stakeholders from 

different sectors because policies are often implemented beyond the health sector.  

In all efforts, there needs to be collaboration when handling vulnerable groups. MCHN should 

collaborate between sectors and not be left to the health sector only. Education, the local community 

and police all need to work in this multisectoral framework. —Healthcare service delivery and 

management-level stakeholder 

FINDING 16: Key informants stated they were either unaware of existing tools and job 

aids or that existing ones did not include information on adaptation for 

marginalized groups. They recommended guidance on adaptation be 

included in tools and job aids.  

Key informants were either unaware of tools and job aids for specific marginalized groups or pointed to 

general tools on delivering healthcare that did not include guidance on adaptation for the needs of 

marginalized groups. For example, two key informants pointed to the Ministry of Health’s guidelines that 

included protocols and standard operating procedure for healthcare facilities but were limited to general 

health minimum standards. One key informant criticized the one-size-fits-all approach and stated that a 

“majority plan for the minority” did not work. Key informants recommended including information in 

tools and job aids on how to apply them for specific marginalized groups. They mentioned some 

effective examples for this, including translation of resources into sign language or creation of job aids 

that have pictures and use simple messaging that is easy to understand. 

To the best of my knowledge, there are no special job aids; the job aids are general. You find a job aid for 

signs of danger for a mother and they don’t say this, I have seen posters talking about GBV maybe. But 

when it comes to maternal health, they look at woman as a woman, they don’t go into those specific groups 

as marginalized categories and that again is a problem: we have one size that seems to fit everybody so we 

are looking at the majority to plan for the minority which doesn’t work. —Healthcare service delivery and 

management-level stakeholder 

FINDING 17: Most key informants were not aware of specific measurement tools or 

indicators for MCH and nutrition service access among marginalized 

groups, but some mentioned the routine MCH and nutrition data 

gathered by the Ministry of Health. 

A significant majority of key informants were not aware of indicators or other ways data concerning 

access to MCH and nutrition services among marginalized groups were collected. Among the key 

informants who described measures or indicators for MCH and nutrition service access for marginalized 

groups, most talked about the routine monitoring managed by the Ministry of Health. Some were not 

aware of any details regarding data the ministry gathers. Others said the indicators they were aware of 

measured access to MCH services such as the number of antenatal care visits, whether a baby was 
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delivered at a health facility, details of the birth, and immunization visits. A few key informants noted 

that these indicators only reported on mothers and were disaggregated by age bracket but not by other 

demographic factors. One key informant noted these data were not accessible to staff outside the 

ministry, including those working in other ministries.  

Another key informant did mention registers at health facilities to capture patients’ age and residence 

and suggested it might be helpful to capture economic status in these registers. A healthcare service 

delivery and management-level stakeholder mentioned their organization had a monitoring and 

evaluation framework to measure the number of young people who attended their youth center, 

disaggregated by different categories, as well as the number of patients who completed antenatal care 

visits and refilled antiretroviral drugs.  

There are tools, which capture all information on maternal health, and bio stations and clerks are 

familiar with it. Teenage pregnancies, HIV status, age of conception, number of children, etc. are all 

recorded. Abortions cases are, however, not captured because it’s illegal. It is assured, people don’t 

abort. In antenatal services, age below 15 is not captured because registers start at a bracket of 15–19. 

In order to fit in, adolescents lie about their age at times. In Kampala, they don’t ask about refugee 

status so you can’t know whether patients are nationals or not. They also don’t include disability unless 

the clerk takes deliberate efforts to note and record it. Inclusivity also disregards other genders, e.g., the 

transgender, homosexuals, etc.; they only consider the binary construction of men and women. —Policy 

and advocacy-level stakeholder 

BEST PRACTICES AND SUCCESSFUL INTERVENTIONS FOR PROMOTING 

GENDER, YOUTH, AND SOCIAL INCLUSION IN MCH AND NUTRITION 

SERVICE DELIVERY 

FINDING 18: Many key informants noted current interventions to address GBV in 

Kampala, and a majority had suggestions to strengthen GBV prevention 

and response through community engagement and better coordination of 

multisectoral services. 

Key informants reported a number of current interventions, ideas for new interventions, or strategies 

to strengthen existing interventions. Only a few key informants were unaware of any interventions to 

address GBV. Of those who detailed current activities, many noted that the MGLSD led these initiatives. 

Several were unsure of the details, but talked about current sensitization campaigns from the MGLSD 

and Ministry of Health around supporting partners and reducing violence during the COVID-19 

pandemic. Others mentioned that non-governmental organizations (NGOs) and CSOs were heavily 

involved in the delivery of GBV services, including training for healthcare workers to handle GBV cases, 

strengthening the referral system, and partnering with police. One key informant mentioned that UN 

Women and its partners were doing a number of activities, but another noted that the reliance on 

CSOs could be unsustainable due to the dependence on donor funding for activities.  

Key informants offered many suggestions for potential GBV prevention and response interventions. A 

majority pointed to sensitization initiatives to both educate communities about where and how to 

access services and discuss causes and prevention measures as a community. They noted these activities 

could help educate communities on how to help others who might be experiencing violence, encourage 

survivors to speak out about their experiences to get help, and change attitudes to reduce the stigma of 
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reporting GBV cases. One key informant emphasized the importance of these dialogues or campaigns to 

delve into the root causes of GBV and the specificities for different vulnerable groups.  

Key informants noted a number of different methods for dissemination. Some suggested community 

dialogues or local meetings led by community and opinion leaders. Another suggested organizing events 

to bring men together, possibly with sports, and then discuss non-violence conflict resolution or support 

for financial problems. One also suggested disseminating role-play scenarios about MCH and nutrition 

topics through the media and using comedy to attract more men’s and young people’s attention. A 

healthcare service delivery and management-level stakeholder discussed counseling men and women 

about GBV during antenatal care visits; several key informants mentioned engaging men specifically with 

messages about GBV. Many suggested creating male peer groups to discuss problems together and 

challenge abuse among peers, possibly using male champions. One noted the importance of engaging 

young men “so they grow up appreciating their role in MCHN.”  

I think we can hold community dialogues to create awareness on this issue and encourage people to 

speak about it, and encourage perpetrators to change positively. Organize events that bring together 

men at the facilities, e.g., sports games activities, both indoor and outdoor games. In the process, we 

deliver the messages, e.g., reflecting non-violent conflict resolution, saving schemes to meet medical bills. 

Government and relevant stakeholder can invest in role-plays about MCHN and spread them widely on 

the media. These can be through comedy as long it attracts men’s attention, including even the youth. 

Young men should be targeted so they grow up appreciating their role in MCHN. Schools can be a good 

space to start with. —Healthcare service delivery and management-level stakeholder 

Several others talked about the need to address the larger system and coordination of GBV response. 

Key informants discussed the need for a more holistic and coordinated response by ministries and local 

organizations, including medical facilities, the police, and social workers. In the current system, survivors 

must go to many different people and agencies for services. One key informant specifically mentioned 

that the child protection units within the police, district probation officers, and gender officers should all 

work together to respond to GBV cases. Another suggested a toll-free line for survivors to call for 

services.  

Several key informants also noted the importance of strengthening the justice system for a more 

coordinated response. Key informants posited that by training the police in how to handle GBV cases 

and increasing the efficiency and quality of handling GBV cases, survivors would have more trust in 

seeking support from the system, instead of resorting to traditional methods for resolution. A few key 

informants also noted incidents of the police taking bribes from perpetrators to drop charges. Some 

shared that providing economic opportunities or support to community members could help reduce 

conflict that can lead to violence. 

There is a child protection unit within police, there are district probation officers, gender officers and 

there is a probation officer at Kampala Capital City Authority, but those three do not work in turns, they 

work at different levels so there is no coordination and you will find they will implement things in bits 

and pieces. … You go to police, they send you to probation officer. You go to probation officer, they 

send you to facility [where] you first go for examination. So, there are many steps that paralyze a young 

person before they can even access justice or services at their age when they go through GBV. … We 

should have a toll-free line which is responsive and a unit which is more responsive than the current 

system because it is so bureaucratic. —Healthcare service delivery and management-level 

stakeholder 
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FINDING 19: Key informants stressed the important role men play in influencing access 

to MCH and nutrition services for their partners, particularly with regard 

to financial resources. Some also cited ongoing efforts to engage men 

during routine visits to medical facilities and informational campaigns , and 

many stressed the importance of engaging boys as well as men when 

suggesting future activities. 

Most key informants noted that men played an influential role in women’s access to MCH and nutrition 

services by virtue of the fact that they usually commanded more financial control and authority in the 

household, either because they were typically the main earners or because of norms that favored men’s 

control over financial resources. Key informants observed that this financial influence extended not only 

to whether women did or did not access MCH and nutrition services, but also to the type and quality of 

services they accessed. 

Uganda … is a patriarchal society. Families are believed to be headed by men. This belief at times 

affects women’s visits to health facilities. The men decide on whether women go or not, which hospitals 

they go to and at times the services they get. This is because the men provide the financial support to 

the women. —Policy and advocacy-level stakeholder 

Only a few key informants mentioned men’s role in limiting women’s access to MCH and nutrition 

services by holding general restrictions on their movement. A few noted that some men assisted with 

transportation or escorted their partners to healthcare facilities. 

But for some other men who are well educated, they know what health means, have been ok even 

giving transport to their women to go for health services and some even escorting their women to the 

health facilities. And also providing all necessities required. —Policy and advocacy-level stakeholder 

Several key informants indicated that men played an important role in limiting women’s decision making 

within the home, which could extend to those around accessing healthcare services.  

Well, you know we come from a patriarchal society of which men make most of the important decisions 

in households, and so men will decide on everything much as women are the gatekeepers, but men will 

decide on when a woman will access health services for them and their children. —Policy and 

advocacy-level stakeholder 

Among the key informants who were aware of current male engagement activities, four mentioned a 

specific policy to engage men who accompanied their partners to healthcare facilities for routine visits, 

whereby healthcare workers tended immediately to these couples. Two others mentioned the use of 

campaigns for behavioral change, including radio and TV advertisements, as well as engagement with 

religious leaders. 

The key one is that there is some sort of positive segregation in the sense that they encourage women to 

come with their partners for [antenatal care], so that as partners you can test for HIV and as well you 

can be educated on how to support your partner, when you go with your male partner, you do not make 

a line, you go in and they work on you and go away, so those are some of the things I have seen in 

[antenatal care] clinics. The others are behavior change, the ones you see on radio and TV that me, I 

took my wife for antenatal and I saved some money and time so on and so forth, those are software 

ones but the hardware ones are the ones I have told you. —Healthcare service delivery and 

management-level stakeholder 
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Additionally, one key informant mentioned writing letters to men to encourage them to attend MCH 

and nutrition services with their partners. Others mentioned a variety of other avenues for engaging 

men, such as providing educational messaging at drinking joints, although they were not clear on 

whether these were MCH and nutrition–specific efforts.  

The vast majority of key informants also suggested potential activities or interventions for promoting 

attitudinal and behavioral change around male engagement in MCH and nutrition services, including using 

dialogue groups, counseling, platforms for education and sensitization, peer educators, and educational 

entertainment. Three key informants mentioned the importance of using the time within routine 

antenatal and postnatal care visits to potentially engage men. Many key informants specifically noted it 

was not enough to engage men; boys must be specifically engaged as part of any future activities. 

For me, I think we need to target the men when they are still boys. I believe then we can “tame” them 

to become what we desire of them, but waiting to deal with adult men is becoming problematic. As 

children are growing up, they need to understand the heterogeneity of human nature and have respect 

for those humans who are different. —Policy and advocacy-level stakeholder 

Some key informants stressed the fact that even if new activities or interventions were conducted, they 

would likely be ineffective in improving outcomes unless other underlying challenges regarding maternal 

and child health were addressed, including financial constraints and poor nutrition. 

FINDING 20: Key informants reported that successful interventions to increase access 

to MCH and nutrition services for the urban poor consist of reducing 

costs associated with services and conducting community engagement 

and education activities. 

Several key informants named successful interventions to increase access to MCH and nutrition services 

for the urban poor. Many programs they mentioned reduced the costs of services either by offering 

them free or providing vouchers. Vouchers could be used for transportation for antenatal care visits, 

delivery, and postnatal services. One policy and advocacy-level stakeholder said the voucher program 

“worked in many districts and … reduced the mortalities among these women.” Another said the 

voucher program had encountered challenges. 

The health workers who were in charge of distributing the vouchers would give to their relatives, friends 

and in other cases take bribes from poor mothers before giving out the voucher. So in some cases, the 

intended recipients could not benefit from the service. But it is also hard to ascertain who is poor and 

who is not. It is important if such services are being offered to have clear measures of how to determine 

a poor woman from those that can afford to pay. —Healthcare service delivery and management-

level stakeholder 

A few healthcare service delivery and management-level stakeholders mentioned incentive programs in 

which women received a mosquito net, a mama kit, or other supplies after their antenatal visit. Others 

noted programs that distributed food, including a project called MCHN in Karamoja. A policy and 

advocacy-level stakeholder familiar with that project said it successfully reduced the incidence of low 

birthweight babies and malnutrition among infants, but that “sustainability became a problem.”  

Many other reportedly successful interventions involved working directly with communities and 

increasing education and awareness. A few different healthcare service delivery and management-level 

stakeholders mentioned community dialogues that brought medical staff closer to the communities and 
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opened up better two-way communication between communities and health facilities. One policymaker 

said they established village health offices with para-social workers to help connect community members 

with services, increasing access for those communities. A few also pointed to the toll-free number or 

call center where people could report GBV cases, request ambulance services, and receive medical 

consultations by phone. Another mentioned door-to-door outreach to educate people about health 

issues or available services. Several key informants described mass media campaigns to educate 

communities through TV, radio, and village public announcement systems. A few noted community-

based interventions targeting livelihoods, including girls’ education, support, and savings groups for 

women that indirectly improve MCH and nutrition service access.  

FINDING 21: Key informants described successful interventions for other vulnerable 

groups, most of which addressed each group’s specific needs. 

In addition to interventions for the urban poor, some key informants were aware of successful 

interventions for adolescent mothers, people living with HIV/AIDS, persons with disabilities, and 

refugees. For adolescent mothers, the most commonly cited intervention was the establishment of 

youth-responsive centers. Key informants reported the need for staff trained to handle the most 

relevant issues for adolescents and adolescent mothers. Several healthcare service delivery and 

management-level stakeholders mentioned the implementation of group antenatal care for adolescent 

mothers, which encouraged them to come for services and created a space for them to share 

experiences with other adolescent mothers: A specially trained provider in charge of the group 

antenatal care divides the mothers by age group, screens them for potential diseases, and provides 

additional information.  

One key informant noted they were trying to make the facility more friendly with videos, music, 

basketball courts, and volleyball courts to entice adolescents to come. Another mentioned a facility had 

designated Saturdays to provide free services to adolescents. They did not see adult patients on that day 

to create space for adolescents when they were not in school. One healthcare service delivery and 

management-level stakeholder said their facility paid stipends to peer mobilizers to encourage other 

adolescents to come to the facility, as well as to report back to the facility about what adolescents 

needed or wanted.  

Other key informants reported there were several NGOs and CSOs offering community-based services 

for adolescents, especially those who were pregnant or forced to leave their homes. One key informant 

specifically mentioned WAKISA as an organization that provided good psychosocial support for 

adolescents.  

The establishment of youth-responsive corners has been very successful, extremely successful and that is 

what needs to be done almost in every facility with MCH services, let them treat these adolescent/young 

mothers as a special group. … We have realized better health and nutritional outcomes, especially 

when somebody who knows what to do in that particular service and the teenagers also appreciate and 

they keep coming for such services. —Policy and advocacy-level stakeholder 

Key informants shared a few successful programs for persons with disabilities. In addition to elevators 

and wheelchairs for accessibility, programs offered training to improve communication with persons 

with disabilities, particularly blind and deaf persons, which helped reduce stigma and increase 

understanding of persons with disabilities’ needs. Another program offered vouchers for free services. 

One policy and advocacy-level stakeholder described a volunteer program that extended from the 

village to the national level. They stated its success was derived from the grassroots connection in 
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communities, as well as a communication structure up to the national level that allowed for information 

about services to be easily disseminated.  

For people living with HIV/AIDS, key informants mentioned special programs targeting priority and key 

populations. A policy and advocacy-level stakeholder mentioned that Mildmay had a program for 

psychosocial support for HIV-positive adolescents and children. A few key informants discussed 

providing direct support or vouchers to pregnant commercial sex workers to go to antenatal care visits 

and get HIV and prevention of mother-to-child transmission of HIV services, if needed.  

Key informants also mentioned relying on peers to refer other commercial sex workers to come for 

services. One healthcare service delivery and management-level stakeholder noted that they had created 

a separate clinic for commercial sex workers that had become very busy. Key informants also described 

successful services for refugees, including stipends for health services, food, and other relief items and 

special screening centers. One key informant specifically mentioned InterAid’s financial support for and 

accompaniment of refugees to health facilities. Another mentioned a policy to split assistance “70/30” so 

30 percent benefited the host community as an enabling factor that “promoted co-existence between 

refugee and host communities … in schools and hospitals.” Key informants also shared that camps 

would also periodically host community outreach to educate and mobilize residents. 

FINDING 22: Key informants agreed that making facilities more accessible to persons 

with disabilities and promoting their inclusion in policy decisions would 

support their access to services. 

To support persons with disabilities, many key informants cited the need for more physically accessible 

facilities, including designated access points, constructing ramps, installing elevators, and having 

adjustable beds. Others noted that health facilities should offer materials in Braille, have sign language 

interpreters, and train healthcare workers in sign language and other skills to respond effectively to the 

needs of persons with disabilities. One key informant also proposed updating health facility 

communication materials to include more visual representation of persons with disabilities. 

Need to build confidence among the disabled young people. They should be assertive and demand for 

their rights as human beings. Partners and government should set up programs specifically targeting 

youth with disabilities because they are lagging behind in every aspect of life. Health facilities should be 

made disability-inclusive and friendly. The structures should cater for disabilities by constructing ramps 

and providing elevators, but also adjustable beds for delivery. The staff should be trained and sensitized 

to appreciate the unique needs of the disabled. Police and local councils can be used to investigate 

families with disabled children. Those mistreating them should be handled as the law states. —Policy 

and advocacy-level stakeholder 

Several key informants emphasized the role persons with disabilities can play in advocating for their 

needs and rights, and recommended consulting and including persons with disabilities more often in 

policy and programming decisions. One key informant noted there should be programs to build 

confidence and educate persons with disabilities about their rights. Another highlighted how diverse 

persons with disabilities are and suggested that programmers need to consult a wide array of persons 

with disabilities to better understand the full scope of their needs.  

Others noted the need for continued advocacy and sharing of information for persons with disabilities 

to know where and how to access services in addition to the need for stronger police enforcement to 

hold people who discriminate against persons with disabilities accountable. 
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ANALYSIS: USAID’S GENDER ANALYSIS DOMAINS 

The analysis below demonstrates how 

findings, as well as conclusions and 

recommendations, are relevant to each of 

USAID’s five gender analysis domains.   

LAWS, POLICIES, 

REGULATIONS, AND 

INSTITUTIONAL PRACTICES 

Findings indicated that 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. Key policy implementation and infrastructure improvements are needed to ensure 

quality service access and delivery for these groups. At the facility level, there is a need for more 

accessible infrastructure as well as tailored services for marginalized groups. Further, policies, tools, and 

job aids with specific guidance for working with marginalized populations were often non-existent, or 

healthcare workers were not aware of them. Healthcare workers were also not trained on the policies 

and guidelines that did exist. Respondents noted the need for stakeholder engagement and improved 

multi-sectoral coordination to ensure that specific vulnerable groups, including GBV survivors, youth, 

and people with disabilities, are able to access services that meet their needs. Several recommendations 

under the Quality Improvement for Facility-Level Service Delivery and Policy Development, 

Dissemination, and Implementation sections are responsive to these findings. 

CULTURAL NORMS AND BELIEFS 

Cultural norms and beliefs also influenced access to and quality of MCH and nutrition services in 

Kampala for marginalized groups. Findings indicated that community norms, beliefs, misconceptions, and 

stigmas affect how individuals from marginalized groups are accessing services, and respondents largely 

suggested increased community sensitization and engagement. Respondents also referenced existing 

behaviour change efforts to further engage men, given the role they play in MCH and nutrition service 

access. Further, GBV continues to be prevalent in Kampala and there is a need to increase community 

awareness to reduce violence. Individuals from marginalized groups often experience stigma and poor 

attitudes from healthcare workers, which ultimately prevents them from receiving quality care. Stigma 

among healthcare workers was also indicated as a barrier to policy implementation being inclusive of 

marginalized groups. Several recommendations under the Community Engagement section are 

responsive to these gaps related to cultural norms and beliefs. 

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 

indicated households headed by females or those who are disabled or chronically ill are more prone to 

food insecurity and nutrition challenges. Further, respondents emphasized the role that men play in 

women’s access to services and the importance of their positive engagement in MCH and nutrition. 

Recommendations that focus on means to access services and increasing male engagement efforts 

address some of these gaps. 

 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 
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ACCESS TO AND CONTROL OVER ASSETS AND RESOURCES 

Lack of financial means, awareness, tailored services, and adequate health facility infrastructure were also 

referenced as barriers to marginalized groups’ access to MCH and nutrition services. Respondents 

emphasized financial support for the urban poor, reduced costs, and community engagement as ways to 

mitigate these barriers. Emphasis on male engagement, efforts to increase community awareness and 

support, and service quality and policy improvements for the health system are present throughout 

recommendations.   

PATTERNS OF POWER AND DECISION-MAKING 

Men often control financial resources and therefore access to MCH and nutrition services for women. 

Findings also demonstrated how GBV hinders access to services. Respondents called for the inclusion of 

marginalized groups in the creation of policies to ensure their voices were represented in these 

documents, which in turn might ensure more effective implementation of policies for these groups. 

Recommendations responsive to these findings are included under the Community Engagement and 

Policy Development, Dissemination, and Implementation sections. 

CONCLUSIONS 
During the stakeholder consultation workshop in September 2020, participants reflected on the findings 

and contributed “key takeaways” for the implications of these findings for MCH and nutrition service 

delivery in Kampala and for the MCHN Activity’s programming. The analysis team then developed initial 

conclusions based on the findings and these inputs. Overall, there are persistent inequalities in 

marginalized groups’ access to MCH and nutrition services, and there is a need to improve the quality of 

MCH and nutrition service delivery for these groups. Involving marginalized groups in policy decisions, 

tailoring policies to their needs, and engaging the community are suggested ways to improve MCH and 

nutrition service access for these groups. Key informants also identified community engagement as a key 

way to improve male engagement and GBV prevention and response.  

SUB-OBJECTIVE 1 

Information relevant to determining the current status of MCHN service delivery in 

Kampala by examining uptake, reach and coverage, utilization, and capacity of health 

service structures. 

Indicators for MCH and nutrition have been trending positively in Kampala over the last several years, 

suggesting an improvement in the overall status of MCH and nutrition for residents; however, 

individuals, particularly those from marginalized groups, have not benefited equally. Even though 

Kampala residents enjoy better access and quality of MCH and nutrition services, on average, than those 

in the rest of Uganda, individual experiences vary greatly due to significant inequalities based on age, 

gender, ability, and socioeconomic status. Key informants indicated that men are largely considered the 

head of household and are therefore the primary decision makers, acting as gatekeepers for the funds, 

resources, or permission to access health services, potentially limiting or delaying women’s access to 

critical MCH and nutrition services. Acceptance and prevalence of GBV and intimate partner violence 

remain high with one-third of adults agreeing violence towards an intimate partner is justified for at least 



 

UGANDA MCHN ACTIVITY | KAMPALA GYSIA – NOVEMBER 2021 31 

one reason, and women with disabilities, refugee women, and commercial sex workers experience an 

even higher risk of violence.  

These findings suggest that women who have experienced violence are less likely to access services due 

to lack of decision-making power or fear of stigma. The employment rate for women in Kampala is 20 

percent lower than men’s, and men typically have greater control over financial decisions. This disparity 

creates challenges for women to seek the healthcare services they or their children need, especially for 

women heads of households, those in informal settlements, young people, and migrant and refugee 

workers whose incomes are less stable.  

There are large inequalities in access to information—particularly for young people, those residing in 

informal settlements, and persons with disabilities. Lack of information about pregnancy, maternal health, 

and nutrition leads to higher rates of under- and malnutrition, higher rates of stunting, lower rates of 

birth preparedness, and lower attendance for antenatal care visits. For young women, this is further 

compounded by their greater inability to negotiate safe sex, lesser decision-making about marriage and 

childbirth, and the shame and stigma associated with adolescent pregnancy.  

Based on the findings, it appears that many patients avoid care due to real or perceived costs of services 

and commodities, so reducing costs may be needed to increase demand. Because of the diversity in 

experiences, challenges, and opportunities for access and utilization for people based on their various 

identities, effective programming to expand MCH and nutrition service reach and coverage requires a 

multisectoral approach that centers leadership and meaningful participation from marginalized groups.  

The data also suggest a need for continued quality improvement in service delivery for marginalized 

groups. Although there have been improvements in facility infrastructure, healthcare worker training and 

oversight, and community engagement, existing services are frequently not tailored to the needs of 

marginalized groups. Many facilities remain overcrowded and lack the ability to accommodate persons 

with disabilities due to lack of accessible infrastructure (e.g., ramps, adjustable beds) and lack of 

interpreters for deaf patients. Persons with disabilities, young mothers, commercial sex workers, and 

LGBTQI persons are likely to experience judgment and/or discrimination from healthcare workers, 

resulting in inferior care. Key informants noted that persons with disabilities and those living with 

HIV/AIDS may not deserve or need the same quality of care.  

Early pregnancy remains high, with 22 percent of adolescent girls in Kampala having given birth, yet 

there is a lack of adolescent friendly services with providers specially trained to provide the clinical and 

psycho-social support for young mothers and to effectively work with adolescents to prevent pregnancy 

and STIs. The healthcare needs of people in marginalized groups are not fully met because services are 

not tailored to their needs and experiences.  

SUB-OBJECTIVE 2 

Information relevant to current MCH and nutrition policies, guidelines, measures and best 

practices related to gender, youth, and social inclusion in Kampala. 

The existing policies, tools, and job aids and their implementation do not adequately support 

marginalized groups' access to MCH and nutrition services. Although policies and guidelines are 

universal and meant to ensure healthcare access for all patients, they do not include specific guidance for 

working with marginalized groups, and therefore do not adequately meet their MCH and nutrition 
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service needs. This is further exacerbated by healthcare workers’ not being adequately trained on 

existing policies and guidelines and by the stigma they may hold toward members of marginalized groups. 

Further, healthcare facilities must have adequate funding and resources to ensure they can meet policy 

requirements to fulfill the needs of marginalized groups. As marginalized groups know best what 

challenges they face in accessing services, involving them in policy discussions and development can help 

make policies more inclusive and better able to meet the needs of marginalized groups’ needs. Existing 

tools and job aids are also too general and do not have adequate guidance on adaptation or application 

for specific marginalized groups, thus similarly necessitating stakeholder engagement in their updating or 

development. 

Additionally, there is a lack of data on marginalized groups' access and usage of MCH and nutrition 

services. Most indicators and data collection efforts for MCH and nutrition access in Kampala is routine 

and does not include mechanisms which disaggregate data by demographic factors and which specifically 

capture marginalized groups access these services. 

Efforts to increase awareness for violence reduction and improve GBV response and referral 

mechanisms are being led by the MGLSD, Ministry of Health, NGOs, and CSOs. Stakeholders suggest 

that furthering community engagement efforts—including sensitization initiatives, community dialogues, 

male engagement initiatives, and dissemination of messaging through media—could improve GBV 

prevention and response awareness and mechanisms.  

Stakeholders also suggest that efforts to strengthen the coordination of multisectoral GBV response 

mechanisms are key to ensuring survivors can effectively seek services and assistance. It is also necessary 

to engage men in efforts to improve access and utilization to MCH and nutrition services as they play an 

important role women's access to these services. A few efforts exist to engage men, including behavior 

change campaigns and policies to encourage men to accompany partners to healthcare facilities; 

however, stakeholders suggested further efforts. These largely include community engagement via 

dialogue groups, sensitization efforts, use of peer educators, engaging boys, and efforts to effectively 

engage men when they attend antenatal and postnatal care visits.  

Reducing the cost of services or providing vouchers, incentive programs, and direct community 

engagement and awareness-raising have been effective in improving MCH and nutrition service access 

for the urban poor, according to key informants. Interventions that are created or adapted to the 

specific needs of other vulnerable groups have been successful in improving MCH and nutrition service 

access for these groups. These effective interventions have included youth-responsive health centers for 

young mothers, infrastructure and healthcare worker training to meet the specific needs of persons with 

disabilities, programs that target key populations for those living with HIV/AIDS, peer referral efforts for 

commercial sex workers, and financial support for refugees. To more completely meet the needs of 

persons with disabilities, health facilities must continue to become more physically accessible and have 

materials and people in place to ensure effective communication for those who are blind and deaf. 

Persons with disabilities should be involved and consulted during policy decisions to ensure their needs 

for effectively accessing MCH and nutrition services are met. 

RECOMMENDATIONS 
The following are recommendations for the MCHN Activity to work with and support the Ministry of 

Health and other partners to build on existing activities and platforms and address barriers for more 

equitable access and utilization of MCH and nutrition services in Kampala City. The MCHN Activity 
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hosted a virtual stakeholder consultation workshop in September 2020, in which project staff joined a 

diverse array of stakeholders in Kampala to validate the study’s findings and collaboratively develop 

recommendations for the Activity to consider in its implementation of the urban health pilot in Kampala 

City. The study team refined and grouped recommendations by theme as presented below:   

QUALITY IMPROVEMENT FOR FACILITY-LEVEL SERVICE 

DELIVERY 

• The MCHN Activity should support training and capacity strengthening for healthcare workers to 

improve communication and attitudes to strengthen client/provider relationships. This should 

include training on respectful care, stigma, discrimination, and gender, youth, and disability 

sensitivity. These initiatives are relevant for, although not limited to, midwives during delivery and 

healthcare workers when screening or responding to GBV, engaging men who attend antenatal 

care visits, or working with marginalized groups. 

• The MCHN Activity should support the development and implementation of a survey-based 

feedback mechanism for patients to indicate whether their needs are met and their level of 

satisfaction with the healthcare worker who attended to them. Such feedback could help improve 

patient experience and overall quality of care in both public and private sector healthcare facilities. 

• The MCHN Activity should provide technical resources and support to encourage health facilities 

to implement youth-responsive MCH and nutrition services. 

• The MCHN Activity should advocate to the Kampala Capital City Authority and the Ministry of 

Health and support their efforts for improved health system governance to ensure facilities have 

the funds to provide efficient, high-quality care. This could include providing health facilities with 

free commodities that are often out of stock, such as mama kits for youth mothers, or providing 

loans or grants to private facilities to improve infrastructure and quality of service and help mitigate 

against overcrowded facilities.  

POLICY DEVELOPMENT, DISSEMINATION, AND 

IMPLEMENTATION 

• The MCHN Activity should support the dissemination of existing policies relevant to marginalized 

groups to all stakeholders, including communities, grassroots actors, and healthcare workers. To 

ensure all are able to understand and apply the information, the policies should be adapted and 

translated to the local language or context and include youth- and disability-friendly language.  

• The MCHN Activity should sensitize healthcare workers to relevant policies, as they are often 

responsible for implementing them. 

• The MCHN Activity should support the Kampala Capital City Authority and the Ministry of Health 

to more clearly disseminate policies, guidelines, and standards of procedures regarding patient 

rights to healthcare workers and patients. Holding facilities accountable for maintaining patient 

rights and ensuring patients are aware of their rights could contribute to clarity around complex 

situations, such as consent for operation on underage mothers.  

• The MCHN Activity should advocate for the engagement of marginalized groups and healthcare 

workers in the formulation of policies, guidelines, and programs to ensure the voices of those who 
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are most affected by or who most utilize and implement these mechanisms are included in their 

development.  

• The MCHN Activity should conduct needs assessments or formative research prior to inform the 

development of any new policies, particularly regarding implications and outcomes for marginalized 

groups and the feasibility of policy implementation. The Activity should advocate for youth-led 

research in these efforts.  

COMMUNITY ENGAGEMENT 

• The MCHN Activity should encourage the creation of grassroots and community-led efforts to 

effectively engage youth in practicing good healthcare-seeking behavior and encourage them to 

participate in developmental activities outside of school. These efforts should engage community 

and youth leaders and involve parents and families to support youth in accessing MCH and 

nutrition services, as well as counseling to support, skill development, and confidence building. 

• The MCHN Activity should support and advocate for community-based male engagement efforts. 

Among other avenues for community mobilization, these could include developing male champion 

groups, holding small group dialogues that include boys as well as men, and encouraging men to 

attend antenatal care visits (and effectively engaging them when they do). 

• The MCHN Activity should advocate for increased sensitization on MCH and nutrition for all 

marginalized groups. These efforts should engage community structures to address issues related 

to gender inclusion and integrate social and behavior change programs to dismantle myths.  

• The MCHN Activity should support the use of existing community structures and the organization 

of community dialogue meetings for marginalized groups to voice their opinions and directly 

identify actions to address their challenges. Furthermore, the Activity should support marginalized 

groups in gaining the agency to lead and innovate for solutions to their key challenges.  

• The MCHN Activity should support the creation of community gatekeepers, teams of key 

community influencers, or gender, youth, and social inclusion champions to further efforts to 

integrate their inclusion in MCH and nutrition access. For example, community gatekeepers could 

encourage community members to appreciate the positive outcomes of accessing MCH and 

nutrition services and working toward gender equality.  

CROSS-CUTTING GENDER, YOUTH, AND SOCIAL 

INCLUSION INTEGRATION IN THE MCHN ACTIVITY 

• The MCHN Activity must ensure the application of a gender, youth, and social inclusion lens and 

integration in its policies, guidelines, and programming. The Activity should also encourage the 

Ministry of Health and other partners and stakeholders to embrace a similar approach. For 

instance, the project could support engagement of the Gender and Human Rights desk at the 

Ministry of Health to address gender, youth, and social inclusion issues and disseminate tools and 

guides for integrating gender, youth, and social inclusion in MCH and nutrition. 

• The MCHN Activity should encourage the inclusion of male engagement strategies in all activities.  

• The MCHN Activity should also ensure the consideration of key drivers of poverty that 

disempower marginalized groups in the design, implementation, monitoring, and evaluation of its 

activities.  
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Moving forward, the MCHN Activity will use these recommendations to inform the development of a 

comprehensive Gender, Youth, and Social Inclusion Action Plan. The Action Plan will help provide each 

of the MCHN Activity’s constituent technical areas with concrete entry points, potential strategies, and 

monitoring approaches for ensuring the successful integration of gender, youth and social inclusion 

considerations into their work. The Action Plan will be collaboratively designed with MCHN Activity 

project staff in a participatory workshop, to be held in November 2020. The resulting Action Plan will 

be reassessed on an annual basis to take stock of successes and gaps in gender, youth, and social 

inclusion integration, and to subsequently adjust the plan as needed for each project year. 
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ANNEX: DATA COLLECTION INTERVIEW 

GUIDE 
Date and Time:  

Interview #: 

Interviewee ID: 

Interviewer:  

Introduction 

Thank you very much for setting aside time to talk with me today. I am _____________, working with 

FHI 360 and EnCompass LLC, partners on the USAID Uganda Maternal, Child Health and Nutrition 

Activity. 

Project Introduction: The Uganda Maternal and Child Health and Nutrition (MCHN) Activity is a five-

year, US Agency for International Development (USAID)-funded program to improve the quality of 

maternal, child health and nutrition through support to the Government of Uganda (GoU). The MCHN 

Activity will enhance learning and sharing of lessons and best practices, facilitate improvements to 

governance, coordination 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 in Kampala through the Urban Health Initiative, and collaborate closely with the Government of 

Uganda, Ugandan private sector entities, other USAID-supported activities, and other development 

partners to both support and leverage their efforts to improve MCHN outcomes in Uganda. 

The MCHN Activity is implemented by a consortium, led by FHI 360, that includes EnCompass LLC, 

Makerere University School for Public Health, Save the Children, and the Uganda Healthcare 

Federation. As USAID Uganda’s flagship initiative in the MCHN arena, the Activity supports the Mission 

in ensuring that the quality and effectiveness of its combined efforts in MCHN are maximized. This 

includes assisting in coordination of USAID’s MCHN resources and filling gaps in the MCHN portfolio as 

these arise. 

Purpose of the Study: The USAID/Uganda MCHN Activity is conducting a Gender, Youth and Social 

Inclusion Analysis, also known as the GYSIA. The aim of this activity is to identify and document gaps, 

opportunities, and practices in access to, and utilization of, maternal and child health (MCH) and 

nutrition services by marginalized and underserved populations in Kampala.  

Method of Data Collection and Duration: As part of the Gender, Youth and Social Inclusion Analysis, we 

will be conducting Zoom interviews with approximately fifteen to twenty key stakeholders at the 

government and service delivery levels in Kampala. This interview will take approximately 60 to 90 

minutes, and the overall study will be completed by October. 

Participant Selection: You have been chosen to participate in this interview because you are 

knowledgeable around issues faced by marginalized communities in Kampala when accessing maternal, 

child health and nutrition services. 
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Voluntary Participation and Right to Withdraw: Taking part in the interview is entirely voluntary. You do 

not have to participate in the interview if you do not want to. If you do not want to take part in the 

interview, this will not have any negative effects for you. It also does not affect your relationship with 

the Ministry of Health, USAID, or other partnering stakeholders. You can also change your mind at any 

time, and stop taking part in the interview at any time if you are uncomfortable 

Procedures: During this interview, I will be speaking to you about your experiences in the areas of 

maternal, child health and nutrition and about the experiences of service beneficiaries. I will give you an 

opportunity at the end of the interview to review your remarks, and you can ask to modify or remove 

portions if you do not agree with my notes or if I did not understand you correctly. 

Risks: The most significant risk from participating in this study is a breach of privacy protections and loss 

of confidentiality. You may feel uncomfortable or experience other emotions when sharing your 

perspectives. Understand that you do not have to participate if you do not want to. We will interview 

you using Zoom, at a private location where you feel comfortable. If you do choose to participate, the 

study team will keep all your answers and personal information in a secure location and will not share 

this information with anyone not involved in the study. Your responses will not be shared with 

colleagues or your supervisor or the community. Your personal information, including your name, will 

not be included in the final report or any presentation of findings.  

Benefits: You may receive no direct benefits from participating in this study, but your participation is 

likely to help inform future maternal child health and nutrition activities in Kampala.  

Reimbursements: You will be reimbursed for data expenses associated with participating in the 

interviews, if data is required. You will receive no incentives for your participation.  

Confidentiality: We will not share the information you provide to us with anyone who is not part of the 

study team. We will store information electronically, such as transcripts, notes and databases, on 

password-protected computers and web-based data storage and analysis platforms. We will destroy all 

of the information you provide 5 years after the publication of the final report.  

Sharing Summary Results: The information you provide will be combined with information from other 

interview respondents, as well as information from a literature review that we conducted, and 

presented in a final report which will be shared with the Ugandan Ministry of Health, USAID, Uganda 

MCHN Activity staff, and other key stakeholders. 

Transparency: It is also important to note that FHI 360 and EnCompass LLC will be using learnings from 

this study to inform future programming conducted by the USAID Uganda MCHN Activity; such 

programming may be conducted within Kampala and potentially across Uganda.     

Permission to Record: I would like to both take notes and audio-record our conversations using Zoom. 

This is so we can have an accurate record of what you say. We will delete these recordings and destroy 

written notes 5 years after the publication of the final report. In the meantime, no one outside of the 

study team will have access to this information.  

If respondent declines the use of audio recording during your conversation: 
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I understand your decision not to have our conversation recorded using Zoom. Would you be 

comfortable proceeding with this interview if I take written notes only, and do not use Zoom’s audio 

recording feature? 

Proceed only if participant consents to the use of written notes during the interview.  

BEGIN RECORDING 

Before we begin, do you have any questions? 

Note to interviewer: When you have reached 60 minutes, inform the interviewee about how many 

questions remain and check that you can complete the questions in the 30 minutes remaining, or ask for 

additional time. 

Interview Questions 

1. How long have you been a [insert interviewee’s role/position]? How long have you worked here? 

What different posts have you held? 

Note: Only use Question #2 if applicable to the stakeholder you are interviewing. 

2. What types of maternal, child health and nutrition services do you help provide in Kampala? What is 

your specific role in providing the services you have mentioned? 

3. What improvements in the delivery of MCH and nutrition services have you seen in Kampala during 

the time you have been here? What do you think has contributed to this change? 

4. Now, we would like to think a bit about some of the groups that, through your work, you help 

provide maternal, child health and nutrition services to. Can you think of some of the marginalized 

or underserved populations that receive maternal, child health and nutrition services in Kampala (if 

not mentioned, suggest: women and girls, youth and adolescents, persons with disabilities, ethnic 

and religious minorities, orphans and vulnerable children, slum residents)? 

5. In your view, what are the critical health needs of [insert group that was mentioned in Question 4] 

in Kampala?   

6. What do the maternal, child health and nutrition policies say in relation to service provision for 

[insert group that was mentioned in Question 4]? Have you noted any gaps in these policies? What 

do you think can be done to further include this group at a policy level?  

7. Think about a situation where a member of [insert group that was mentioned in Question 4] must 

access a specific maternal, child health or nutrition service that is available in Kampala. What specific 

things would aid them in accessing that service? 

8. What else do you feel might be hindering members of [insert group that was mentioned in Question 

4] from accessing the maternal, child health and nutrition services they need? If not mentioned, 

probe for the following: Do gender norms play a role? How about the quality of available services? 

What are the attitudes of service providers toward this group? 

9. Are there any practices or interventions that you feel have been particularly successful in supporting 

members of [insert group that was mentioned in Question 4] in accessing maternal, child health and 

nutrition services? If yes, please name them. Why do you think they have been successful? 
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Note: Repeat questions 5-9 for each of the marginalized groups mentioned by the respondent in their 

response to Question 4. 

10. In Kampala, how do men influence access to maternal and child health and nutrition services? Are 

you aware of any current activities or interventions to engage men in these service areas? What 

could be done to further engage men to increase service utilization? 

11. Do you feel that gender-based violence (GBV) adversely impacts access to maternal and child health 

and nutrition services for [insert group that was mentioned in Question 4]? [If not described, ask: 

How does it adversely impact this group?] Are you aware of any current activities or interventions 

to address GBV in these service areas? What could be done to further mitigate GBV as a barrier to 

accessing maternal and child health and nutrition services? 

Note: Repeat questions 11 for each of the marginalized groups mentioned by the respondent in their 

response to Question 4. 

12. To your knowledge, how is access to maternal, child health and nutrition services being measured in 

Kampala? Are you aware of any efforts to specifically measure how well marginalized groups are 

accessing these services? Are any particular indicators being used for the groups you have 

mentioned? 

13. Are there any tools or job aids that you feel have been particularly successful in helping you to 

support members of these marginalized groups in accessing maternal, child health and nutrition 

services? If yes, please name them. What makes these tools or aids so effective? 

Conclusion 

14. Reflecting on all you told us so far, if I had the magical power to grant you three wishes to enhance 

access to maternal, child health and nutrition services for the marginalized groups in Kampala that 

we discussed, what would your three wishes be?  

15. If we could take away three hindrances that they face, what would those be? 

16. Is there anything else that you want to tell us in relation to making maternal, child health and 

nutrition services in Kampala more inclusive?  

17. I want to take the last 5 minutes to review the main things I heard from our conversation today. 

Please correct me or add any details if you feel that I missed something. I want to be sure to 

accurately represent all that you have shared today. [Share summary]. Is this an adequate summary?  

18. Do you have any questions for me? 

Closing 

Thank you very much for your time and insights. If you have any further questions about the Gender, 

Youth and Social Inclusion Analysis, or about the USAID Uganda MCHN Activity more broadly, please 

contact Joy Angulo.  

She may be reached by email at jangulo@encompassworld.com, or by telephone at the following 

numbers: +256 772473500, +256 705727374. 


