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1.1 Context

The neonatal period, which is defined as the first 28 days of 
life, constitutes the most vulnerable time for a newborn’s 
survival. Newborn children face the highest risk of dying, 
with 2.5 million children dying on a global level in their first 
month of life in 2018, amounting to around 7,000 neonatal 
deaths every day and constituting 47% of all child deaths 
under age of 5 years. Most of these deaths occur in the first 
week of life, with approximately 1 million newborns dying 
on their first day and nearly another 1 million not surviving 
through the week following birth (United Nations Inter-
Agency Group for Child Mortality Estimation, 2018). 

There has been substantial progress in global child survival, 
with a decline of neonatal deaths from 5.0 million in 1990 
to 2.5 million in 2018. However, the decline of neonatal 
mortality has been slower than that of post-neonatal 
under-5 years mortality. Although progress has been 
made, much is still needed to be done to prevent deaths 
among newborns younger than 1 month (United Nations 
Inter-Agency Group for Child Mortality Estimation, 2018). 
Prematurity, infections, and complications around the time 
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of birth are the main causes of these deaths, despite their 
preventability with heightened access to maternal and 
newborn health services provided by skilled healthcare 
professionals (Friedrich, 2018).

Low– and middle-income countries (LMIC) account for 99% 
of all newborn deaths worldwide (Lawn et al., 2005). Sub-
Saharan Africa has the highest rate of neonatal mortality 
worldwide, with 27.7 deaths per 1,000 live births in 2018 
(Mortality rate, neonatal per 1,000 live births – Sub-Saharan 
Africa, World Bank) and only minor declines in the last 
two decades (Kayode et al., 2017). At the current neonatal 
mortality rate in central Europe and North America (at 2.7 
and 3.5 deaths per 1,000 live births in 2018, respectively), it 
would take over a century for Sub-Saharan African countries 
to achieve equal survival rates. Consequently, there is an 
urgent need for increased and adequate neonatal care.

The health and survival of a newborn’s mother is intrinsically 
linked to that of the newborn. In 2017, the maternal 
mortality rate in low-income countries accounted for 462 
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per 100,000 live births versus 11 per 100,000 live births 
in high-income countries. Over half of these deaths occur 
in Sub-Saharan Africa, particularly among women with 
low incomes in rural settings (World Health Organization, 
2019). Causes of death which account for over 50% of 
maternal deaths and which are entirely preventable include 
haemorrhages, sepsis, and hypertensive disorders. It has 
been shown that having access to antenatal, intrapartum, 
and postnatal care, as well as to quality preconception care, 
is key for the prevention of most infant deaths (Victoria, 
2015). The presence of a skilled healthcare worker during 
labour can reduce 25% of maternal deaths related to sepsis 
and tetanus. An additional 40% reduction of neonatal 
deaths can be achieved with increased access to safe birth 
and postnatal care practices, as well as community-based 
care, community mobilisation, home visits, and improved 
linkage to healthcare services (Bhutta et al., 2014). 

1.2 Maternal and newborn health in Uganda 

According to data of the World Bank, in 2017 Uganda had 
a population of around 42 million, with a fertility rate of 
5.1 children per woman, a figure which is almost twice the 
world average of 2.4 children per woman. The mortality 
rate for infants in 2017 accounted of 35.4 deaths per 
1,000 live births. The three principal causes of these infant 
deaths were preterm birth (38%), intrapartum-related 
complications (28%), and severe infection (24%). Although 
early childhood mortality rates have dropped significantly 
in the last 26 years, there remains an urgent need for 
continued progress, particularly in light of the high fertility 
rates in the country, through increased newborn and 
maternal care interventions in Uganda. 

1.3 The Mama & Family Project by SOGH

Through the promotion and implementation of low-cost 
interventions in Uganda, SOGH seeks to support education 
and research in newborn, maternal and sexual health in 
the rural Mayuge District in Southeastern Uganda through 
the Mama & Family Project. Health interventions have been 
shown to be successful for improving birth preparedness 

and newborn care, as well as increasing the involvement 
of fathers (Ekirapa-Kiracho et al., 2016; Ekirapa-Kiracho 
et al., 2017). This is of great relevance for vulnerable 
subpopulations who are in need for these effective 
interventions. To ensure that an intervention is successful, 
several strategies appear to be required to elicit behaviour 
change regarding birth preparedness and knowledge of 
obstetric warning signs (Muhumuza Kananura et al., 2017). 
Based on these findings, the following interventions are 
implemented by the Mama & Family Project in Mayuge 
District:

Distribution of free birth kits which include an information 
sheet on safe childbirth, plastic sheet, piece of soap, surgical 
gloves, cotton wool, cord ties, surgical blade and child 
growth card
Prenatal care visits with a trained nurse and midwife at the 
Maina health facility
Home visits by community health workers (CHWs)
Community sensitization meetings about prenatal and 
postnatal care and sexual and reproductive health

CHWs have traditionally been essential actors in the delivery 
of health interventions in LMICs (Gilmore & McAuliffe, 
2013). The key strengths of CHWs are that they are selected 
by the community and trained within the community; 
therefore, they are uniquely aware of and can respond to 
local needs; possess essential problem-solving skills and 
can communicate effectively with individuals from the 
community. Furthermore, their vast social networks enable 
them to identify both women and men for health education 
activities (Okuga et al., 2015). As a result of the strong 
evidence for the importance of CHWs in the successful 
implementation of interventions, SOGH has been keen to 
support training of CHWs.

All things considered, there are challenges arise in the 
management of CHWs. Since CHWs salaries are not 
dependent on their level of activity (e.g. number of women 
reached), it is important to maintain and increase efficiency 
through innovative management and supervision to 
guarantee coverage and quality of care (Daviaud et al., 
2017).
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2. Material and Methods
2.1 Quantitative data

Twelve CHWs and the Maina clinic staff, composed of one 
midwife and one nurse, collected data from medical records 
on antenatal and postnatal care home and clinic visits 
and the number of distributed birth kits for monitoring 
purposes between August 2017 and July 2018. These data 
were entered into an Excel spreadsheet for subsequent 
analyses and comparison to data collected from previous 
years. 

2.2 Qualitative data

Five mothers living in the villages where the project is 
implemented were interviewed using an interview guide for 
mothers. We intended to identify the needs of the mothers 
in the project to gain a better understanding of the barriers 
and facilitators to antenatal clinic attendance, delivery at 
the clinic, family planning uptake by women in the district. 
The inclusion criteria included pregnant women and women 
who had given birth at home or in the clinic within the last 
year. The mothers recruited were between 17 and 33 years 
of age and were reported to be living with their partners. 
Out of the five participants, one of the women had no 
living child caused by early miscarriage. We analysed the 
women's prenatal and postnatal care experiences. 

In addition, we aimed to assess clinic attendance by 
women and interviewed the clinic staff and CHWs. In 
order to understand other stakeholders’ perspectives, we 
interviewed key field team members working in the project 
area. 

To understand other stakeholder’s perspectives, we 
interviewed key field team members working in the project 
area.
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3. Results
3.1 Quantitative data

3.1.1 Number of home visits by community health workers

Twelve CHWs conducted prenatal and postnatal home visits to six villages, namely Girigiri, Kyete, Maina, Bulondo, Mwezi A 
and Mwezi B. Monitoring tools indicated that the CHWs conducted a total of 696 home visits during the project period 2017-
18. Each of the CHW completed an average of 58 visits. This project period indicated a slight decrease in the number of home 
visits to the previous project period.
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Table 1. Total number of community health worker home visits per month between August 2017 and July 2018. 
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3.1.2 Number of antenatal care visits at clinic

Medical records obtained from the Maina clinic stated a total of 1084 antenatal care (ANC) visits to the clinic between August 
2017 and July 2018. The total number of ANC clinic visits have decreased since the previous project year when 1371 visits were 
reported. On average, 90 ANC visits were registered per month.
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Table 2. Total number of antenatal care visits to the clinic stratified by first, second, third and 
fourth visit during the project periods 2014-15, 2015-16, 2016-17, and 2017-18. 
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Table 3. Total number of antenatal care visits to the clinic per month between August 2017 and July 2018. 
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Table 4. Total number of birth kits distributed per month between August 2017 to July 2018.

3.2 Qualitative data 

3.2.1 Mothers interviews 

In the group of mothers who were interviewed, two out of 
the five women reported to have completed the required 
four ANC visits. Women who attended ANC visits reported 
that they learnt about how to prepare for the birth of their 
child, personal hygiene, good practices of safe pregnancy, 
balanced nutrition and delivery. Some mothers reported:

“… antenatal care visits are vital they prepared me for 
the upcoming baby, and I found out the progress of my 
pregnancy” ~ N.F. (32 yrs)

“… it was very useful because I learnt a lot about nutrition 
and how to take care of my unborn child” ~ P.N. (33yrs)

Women who attended the ANC program at Maina Clinic 
reported to receive folic acid and iron supplements during 
the pregnancy. They also reported to have received the 
Mama & Family Project Mama kit on completion of the 
four ANC clinic visits. Women who received prenatal and 
postnatal CHW home visits reported that they were able to 

discuss health related issues with the CHWs. Two mothers 
reported that:

“… we discussed my health-related issues and found 
remedies to the challenges I was facing during the pregnancy 
… I learnt the importance of sleeping under a mosquito net 
…” ~ M.B. (19 yrs)

“… yes, I learnt that I have to deliver from hospital … and 
keep the baby’s umbilical cord clean.” ~ P.N. (33 yrs)

Mothers who chose to deliver at the clinic reported that 
the referral to the healthcare facilities was due to the CHW  
home visits and that they had discussed this decision with 
their partners who were supportive of the idea. One mother 
reported  that:

 “… my husband felt positive about the idea.” ~ B.M. (19 yrs)

3.1.3 Number of distributed birth kits

Birth kits are being distributed to expecting mothers after completion of the fourth ANC visit and is therefore an incentive 
for mothers to attend the recommended number of ANC visits prior to childbirth. Each Mama kit includes two pairs of sterile 
gloves, cotton wool, a sterile blade, a preparation sheet, soap, cord tires, and a newborn growths and postnatal clinic card. 
Medical staff at Maina clinic distributed 140 birth kits to expecting mothers between August 2017 and July 2018. The number 
of distributed kits ranged from 6 to 25 kits per month. This number constitutes a 29% decrease compared to the previous year.
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The women who gave birth at home reported that they 
did so due to a delay in seeking health care. They received 
assistance from the traditional birth attendant (TBA) and 
older mothers in the community with one mother reporting 
that:

“… giving birth at home scared me… I was very much worried 
about it” ~ B.M. (19 yrs)

Overall, women included in the project were appreciated 
the Mama & Family Project and highlighted that the birth 
kits and maternal educational sessions were vital during 
their pregnancy. Their partners were also supportive of 
their participation in the project. One mother noted that:

“… the Mama & Family Project has enabled me to keep 
healthy during pregnancy and in the birth of my child.” ~ 
N.S. (17 yrs)

3.2.2 Community Health Workers

Interviews were conducted with 12 CHWs who cover home 
visits in six villages as part of the Mama & Family Project. 
The interviews focused on their experiences on recruiting 
pregnant women to the project and finding ways to create a 
system to improve the identification process of women that 
could benefit from the Mama & Family Project. Additionally, 
we aimed to assess whether a new pilot tool for data 
collection could be implemented in the project.

The CHW reported that the door to door approach is an 
effective way of recruiting women in the community for 
the project. It was stated that every CHW visits at least 10 
to 20 women per week. CHW that were being interviewed 
stated that the biggest challenges that they face during 
their work are due to myths about pregnancy and CHWs, 
the unavailability of midwives at the adjacent hospital and 
too few numbers of CHWs and the trust towards TBA in 
the communities. This highlighted the need to engage the 
community on the work of CHW and their importance. They 
expressed satisfaction with antenatal and postnatal visits 
and reached out to the Maina health facility when they 
experienced challenges during the home care visits.

With regards to improving the maternal tracking tool, CHWs 
noted that they approved the idea of an individual one-
page tracking tool for every woman who is included in the 
project and the inclusion of assessment forms for women 
who reported to have had miscarriages in the past.

3.2.3 Clinic staff: midwife and nurse

We interviewed the nurse and midwife at Maina health 
facility to assess the overall clinic attendance of women 

of reproductive age and the utilization of family planning 
contraceptives. They have been employed at the health 
facility for five years and one year, respectively. Based on 
previous report where mothers reported side effects to the 
family planning contraceptives, we aimed to assess family 
planning and overall clinic attendance of mothers in the 
clinics. The most common side effects due to contraceptives 
that women in the community reported included irregular 
bleeding, nausea, and dizziness. They highlighted that 
Medroxyprogesterone acetate (104 mg, MPA), a self-
injectable contraceptive, was associated with increased 
episodes of irregular bleeding, nausea, and back pain. 
They, however, noted that the severe adverse effects might 
have occurred due to more frequent use of the mentioned 
contraceptive. Follow-up work will be to determine the 
frequency of the injectable contraceptive use.

The clinic staff noted that they needed further training 
on antenatal care guidelines and refresher trainings, 
especially for the care of HIV-positive women. It was also 
mentioned that the staff observed a reduction in the ANC 
visit attendance of mothers due to the lack of antenatal 
drugs at the clinic, lack of support of women’s partner and 
financial challenges.

“I encourage the women to inform their husbands early 
about the needs they have […] they need to make prior 
financial preparations.” ~ Margaret (nurse at Maina clinic)

“[…] there were no drugs […] they become demotivated 
and stopped attending ANC on other pregnancies” ~ Fancy 
(midwife at Maina clinic)
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Clinic staff stated that the immediate needs in the clinic 
included medication, resuscitation equipment, blood 
pressure machines, and HIV diagnostic kits. It was, 
however, noted that more mothers were attending the 
clinic and they had educational sessions with the pregnant 
mothers where key issues discussed included: screening 
mothers for malaria and provision of important vaccines 
during pregnancy; use of nutritional supplements during 
pregnancy (e.g. folic acid, iron and healthy eating); 
prevention of mother to child transmission for HIV-positive 
mothers; and a birth preparedness plan. Expectant mothers 
were happy with the project stating that the Mama & Family 
project including the provision of the kits had improved 
maternal and child health at the clinic and the community 
health workers home visits through the project had seen 
increase attendance for antenatal clinics.

“[…] the provision of the birth kits has seen more mothers 
attend the clinic […] and even give birth at the facility…” ~ 
Margaret (nurse at Maina clinic)

“[…] I appreciate the Mama & Family project […] we really 
expect a positive feedback on the challenges” ~ Fancy 
(midwife at Maina clinic)

3.2.4 Cultural assessment and economic assessment of project 
participants 

As part of the 2018 evaluation, we aimed to understand 
the environment in which the Mama & Family Project is 
implemented. The respondents were familiar with the 
cultural context in South East Uganda. In order to get an 
idea of contextual factors in the villages, we identified 
participants who were familiar with the culture in the project 
area. With regards to the sociodemographic context, most 

women work within households or on small scale business 
like selling market produce and fish and use the profits 
from the business on household basic needs. With regards 
to the perceived need for the project among the mothers, 
one participant noted that:

“… the Mama & Family Project is doing a good job […] 
mothers are cared for […] and receive follow-up visits. they 
know that they will receive birth kits [...] which enables safe 
delivery of the mother.” ~ Bayiita B. (youth coordinator in 
Mpungwe)

The importance of the CHW in ensuring the projects 
sustainability was particularly noted by the mothers that 
were interviewed. They were not aware of any cultural 
factors that would pose a challenge in the implementation 
of the project. However, they highlighted that other 
structures in the community could support the project, 
e.g. health entrepreneurs, women health groups, and 
sub-county official governments. Overall, the community 
participants reported that much more was needed to be 
done to sensitize the community to the Mama & Family 
Project in order to improve the health of more women 
within the project districts. 

3.2.5 Stakeholders matrix review 

As part of the project evaluation we hoped to identify the 
programme’s strengths and weaknesses, opportunities, 
and threats (SWOT). The SWOT profile will help focus 
on activities and areas with comparative advantage in 
terms of strengths and opportunities. By focussing on key 
factors affecting maternal and newborn health strategy 
implementation, the SWOT analysis provides a clear basis 
for effective implementation of the project’s plan.

Table 1: Stakeholder’s perception of strengths, weaknesses, opportunities, and threats to the Mama & Family Project

Strengths 1. Existing health facility and health care providers in the community
2. Birth kit distribution
3. Availability of bicycles to facilitate the transportation of CHW
4. Maina health facility as a training facility for CHW
5. Collaborations with local government to access antenatal care supplements and essential basic 

Opportunities 1. Establish stronger partnerships with medication and supplier providers
2. Identify and work with teenagers who have special needs
3. Motivation of community health workers and midwives at the clinics
4. Provide refresher trainings to the clinic staff and CHW to improve knowledge and skills
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Weaknesses 1. Few health professionals
2. The need for higher level health care facilities in the region (level 3 hospitals are needed)
3. Lack of adequate infrastructure for women to reach health facility from remote rural parts of the district

Weaknesses 1. Cost of services offered and possible lack of financial sustainability
2. Health facility is classified as level 2 clinic and may be phased out as it is not approved to offer more specialised care
3. Few trained health workers at the clinic level (only one midwife and one nurse)
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4. Outlook

The project period between August 2017 and July 2018 
indicated a 15 % decrease in the number of home visits by 
CHW in comparison to the previous project period. CHWs 
mentioned during their interviews that some expecting 
mothers did not receive the birth kits of the Mama & Family 
Project for the reason that they were not in stock at the 
clinic and therefore sought traditional birth attendant 
services. The budget plan for the project period of August 
2017 to July 2018 included 300 birth kits. The discrepancy 
between the budgeted and recorded number of birth kits 
call for closer monitoring of the number of kits that are 
actually being distributed to mothers. Therefore, each kit 
will be holding an individual number that is being recorded 
with information on the mother, e. g. name, village, who 
received the birth kit. Due to the fact that birth kits were 
out of stock for a prolonged period, we decided to increase 
the number of birth kits included in the budget plan for the 
upcoming 2018-2019 project period. 

Until now, the data on home visits recorded by CHWs did 
not contain very much information on the pregnancy of 
mothers who were visited by CHWs. In order to measure 
the effect of home visits by CHWs on the pregnancy, we 
established a new recording tool. The new tool captures the 
number dates of antenatal and postnatal visits; month of 

pregnancy at time of ANC visit; duration of the pregnancy; 
place of delivery (home delivery vs. clinic delivery); result 
of pregnancy (miscarriage, live birth, still birth); age of 
newborn at postnatal visit; and whether the birth kit was 
received and used at delivery. Every mother that has been 
seen by a CHW for a prenatal home visit will be identified 
on an individual form where information on the current 
pregnancy will be recorded. The new tool was introduced 
during a workshop to the CHW and was adjusted according 
to the views of the CHW. The overall opinion of the CHW on 
the new tool was that it will be more user-friendly and will 
capture valuable information on the health of the mother 
and the newborn. 

Both the nurse and the midwife at Maina health facility 
mentioned the need for medications at the clinic. This issue 
cannot be resolved by the Mama & Family Project since 
medications are, to our latest information, solely dealt 
with by the government and cannot be distributed to the 
clinic by an international NGO. This issue will be discussed 
further with our partner NGO, Uganda Development and 
Health Associates (UDHA), to ascertain if this applies to all 
medications or only specific kinds of medications.  
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