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Abstract
The paper presents issues dealing with safer pregnancy in regard to achieving maternal health.  It explores subsequent health outcomes linking realities on the ground to the programmes, the health system and policy setting through a comparative analysis between Soroti and Lira districts in Uganda.  Soroti was chosen because of its unique contribution towards reducing maternal mortality rates and great improvement in maternal health evidence. Lira on the other was chosen because it demonstrates relative linkage and coordination from the district all the way to community which is important to this research.  Specifically, the paper argues that for maternal health to be achieved, commitment and involvement of the; community in which men, women and TBAs are based, the health centers where health workers are involved and the district health offices that coordinates policy implementation.  The concern is that Uganda has placed maternal health as one of its priorities but little progress to achieve it is realized. The research recognizes that issues vary from region to region and they arise from both supply and demand. That is why it examines the barriers, looks at how men and women respond to maternal health requirements; analyzing how emergencies and care are handled during and after pregnancy but also integrating women and men’s experiences in the places they chose to seek care.  The process is complex because not every issue can be attended to. However the paper examines various alternatives that could be tailor made to suit given settings but aligning them to policy requirements with the hope that pregnancy can be made safer in regards to achieving maternal health.
Keywords
Maternal Health, Making Pregnancy Safer, Supply and Demand 
Chapter 1 
Introduction
Maternal health is one of the key recognized elements of attaining development goals. Uganda’s statistical abstract reveals the country is slow in reaching Target 5.A (to reduce the maternal mortality ratio by three quarters between 1990 and 2015) and 5.B (to achieve by 2015 universal access to reproductive health).  In Uganda, mortality rates still stand at 435 deaths per every 100,000 live births, yet the target is to reduce the number to 131 deaths by 2015 (UBOS 2011). The slow progress is worrying, yet most of the problems seem easily avoidable.

This research seeks to explore the broader issue of whether making pregnancy safer is a wishful dream or achievable. It is unique in a sense that it triangulates

1. From the grass roots/villages women’s and men’s experiences, how healthcare is sought and utilized

2. Official health service providers as well as traditional birth attendants (TBAs) and how these could work closely to achieve maternal health

3. District level government officials rethinking policy implementation and working with other sectors streamlining and enhancing all requirements necessary to achieve maternal health.
The triangulation comparatively links Soroti and Lira with programme approach and policy setting. It uses safe motherhood as an entry of analysis linking it with experience on the ground to health systems and policy setting. 
1.1 Background
Maternal health is clearly a key development issue worldwide. It’s saddening that an estimated 525,000 women die every year from complications of pregnancy and childbirth, exacerbated by existing poor health and inadequate care. Over 15 million women experience severe pregnancy-related complications that lead to long-term illness or disability.  The difference between regions makes it more worrying; for example, for every one woman who dies in the developed world, 99 will die in the developing world with the poor dying the most. The main direct causes of death noted include severe bleeding, infection, unsafe abortion and eclampsia, all of which are easily avoidable (Panos 2001: 1). It seems clear that any woman can develop pregnancy-related complications irrespective of region. One wonders why the disparities are so great for example, the life time risk of maternal death in sub-Saharan Africa is 1 in 16 women compared to 1 in 2,800 women in developed countries (WHO 2005: 11). 

A number of strategies have been put in place like; increasing the number of women giving birth under skilled health workers, improving emergency obstetric care services (EmOCs), enhancing the referral system and increase in family planning among other interventions.  Evidence shows that there has been some improvement. For example, proportion of women delivering under skilled attendance rose from 53 percent in 1990 to 63 percent in 2008. Irrespective of the improvement, the coverage is not equal especially in sub Saharan Africa where less than half the women give birth under skilled care. More so, less than half the pregnant women in developing regions and one third of rural women receive recommended four visits (UN 2010: 31, 34). Issues to do with maternal health not only remain focused on the reduction of mortality rates but also solving a number of problems that derail achievements. Many countries have signed on to implement the International Conference on Population and Development (ICPD), goals which now go beyond family planning. The Programme of Action (POA) of the ICPD focuses on sexual and reproductive health needs for the most vulnerable members of society who enjoy the least autonomy to protect their rights, including the poor, women and adolescents (ICPD: Four Years Later, n.d.). However, the basic family planning needs are unmet; for example among the married and partners in most regions particularly in sub Saharan Africa one in four women aged 15 to 49 have no access to contraceptives (UN 2010: 36) this makes it hard to achieve other reproductive health needs.  In some countries, the situation has actually worsened and worrying reversals in newborn, child and maternal mortality have taken place. Progress has slowed down and is increasingly uneven, leaving large disparities between countries as well as between the poor and the rich within countries (WHO 2005: XIV) 
The assumption could be that Sub-Saharan Africa is affected by intertwined problems like poverty, other diseases, war, gender issues and issues to do with policy implementation in which services rarely reach the poor.  To address these challenges requires a combination of efforts. To be successful, governments would need to implement changes in the laws and policies that constrain women’s choices about when and how often they bear children. The health sector needs to improve maternity services to give any woman access to comprehensive emergency obstetric services and all women the assistance at birth of a skilled midwife and Care must be based on scientific evidence and foster women’s well-being (Panos: 2001:2)
1.2 Statement of the Problem
Maternal health continues to be an important part of Uganda’s development strategies.  In its core strategies for sexual and reproductive health and rights (SRHR), the government has set to operationalize EmOC services at health centres (HCs) III, IV and hospital level including establishment of maternal death reviews; mobilize community and build their capacity for reproductive health care, identifying high risk pregnancies and complications and male involvement; scale up antenatal care (ANC) including intermittent preventive treatment (IPT) and prevention of mother to child transmission (PMTCT); integrate sexual and reproductive health (SRH) as part of sustainable outreach services, avail family planning and enhance advocacy, information education communication (IEC) and improve capacity at district level to deliver reproductive health services through support supervision (MoH 2005: 36).  Some of these strategies have brought some change as highlighted within the country profile. 

Table 1.1
Millennium Development Goals: Uganda Country Profile

	Goal/Indicator
	Status

2002
	2005/6
	2009/10
	Target

2015



	Maternal Mortality Ratio 

(per 100,000 live births)
	505
	435
	-
	131

	Proportion of Births Attended

by Skilled Health Personnel
	39.0
	41.1
	-
	90.0

	Antenatal Care Coverage
	
	
	
	

	At least once
	92.4
	93.5
	-
	-

	At least four times
	41.9
	47.2
	-
	-


Source: Demographic Health Survey 2006, (Specific aspects selected from UBOS 2011: XIII Statistical Abstract)
From the table, there is a reduction in mortality rates, an increase of proportion of births attended by skilled health personnel and increase in ANC coverage. Those changes are known but progress towards 2015 seems unclear. The UNHCO (2011) report, an intergovernmental healthcare agency, suggests that Uganda does not explicitly address the issue of maternal health. Evidence is seen from data given by Uganda Bureau of Statistics (2007) and Micro International Inc (2007) which indicates that the maternal mortality ratio (MMR) in 2006 was estimated at 435 deaths per 100,000 live births, yet the intention of the government was to bring down mortality rates from 500 to 300 between 2001 and 2008. To be able to achieve MDG 5, the mortality rate has to be reduced to 131 deaths per 100,000 live births. (Uganda Progress Report 2007: 41). The concern of this research paper, however, is that there are missing links right from policy and health services all the way to the community; especially the rural poor who are often left out; the anticipation is that Lira and Soroti will help give explanations and suggestions for guidance.
In terms of policy, Uganda has through its decentralization policy moved services closer to people, including those in rural areas. In organization of services, it has set out to streamline reproductive health services, stipulate what each agency ought to do, enable coordination of all sectors trying to address gaps and inconsistencies that are currently interfering with the provision of reproductive health services, and train for service improvement. However, the issues that are deterring progress range from poor accountability, unbalanced resources and less coordination among sectors to low political will and less capacity building (URHCSSA 2009). Also resources to implement health activities are reducing for example sector shares from medium term expenditure framework have reduced from 9.3 percent in 2006/7 to 6.3 percent in 2010/11 and expected to drop further to 5.4 percent in 2012/13 (MoFPED 2008: 31). Apart from scarcity in resources, there seem to be different views by the local and central government in setting priorities of how to reach a common goal of achieving maternal health (Anders 2001).

Also health systems continue to suffer from poor services. Quite a number of health centres have been constructed, but there is inadequate equipment and infrastructure to provide quality care (Mbonye et al. 2007). The ability of the health care system to handle life-threatening complications of pregnancy is still very low; human resources are still inadequate particularly in rural areas.   There is also insufficient supply of medical care, less availability of drugs, poor responses to emergencies and less capacity for health facilities to manage abortion/miscarriage complications. From a survey conducted, out of 359 Health Centres III, only 11 were offering basic EmOC (UPR 2007). 

From the community/grassroots, services have been extended through initially training Traditional Birth Attendants (TBAs) to now using Village Health Teams (VHTs) to mobilize, sensitize and refer clients. Even with this in place, community mobilization is poor. The information given on safe pregnancy is altered and other aspects like gender issues, people’s perception of health centres creates an imbalance in; accessing health care and information given on safe pregnancy and disease (UPR 2007)

 In summary, the contribution of this study will help fill the gap in knowledge through a triangulated way of dealing with maternal health. It will also use evidence from interviews of various respondents and observations that are important for analysis and to inform policy. More of its contribution is explained in the Relevance and Justification section.

1.3 Relevance and Justification

Currently, focus is placed on increasing the number of skilled attendants, enhancement of EmOC and strengthening the referral system. With all these in line, there is still worry that maternal health will not achieve the 2015 set goals. It is still unclear how the set objectives will be effectively and efficiently coordinated. Maternal health should be more than putting systems in place but also taking into account specific needs of people, especially those in rural settings, looking at what alternative choices can be tailor made to suit given settings and making sure all sectors/systems collaborate to achieve the same goal. 

My choice of topic is based on personal motivation to work in the area of health with keen interest on maternal health. My work approach in the NGO sector has partly been centred towards an educational approach to dealing with health issues like disseminating information to both girls/women and boys/men regarding health in general to enable them to make informed choices and community mobilization to enable participation of girls/women in decision making in regards to their health and well-being, amongst other aspects. Quite interesting is that during my job fieldwork, I have been faced with situations where I end up being a “mini ambulance”
. Within the village settings, the available TBAs work mostly with the experience they have gained over the years and are not able to attend to some complications that do arise so they refer the cases to HCs.  The challenge is, upon getting to health centres there are delays to give attention to women seeking medical care, or the centres are not well equipped to attend to the emergency or no drugs are available. Structures without services may not help much. Most of the rural people are still forced to use the available TBAs who are now completely excluded from the national health system (Nakazibwe Carolyne 2006). The anticipation is that similarities and differences highlighted in Soroti and Lira will help ensure pregnancy is made safe in regards to achieving MH.

1.4 Research Objective

The general objective is to carry out a comparative analysis of Soroti and Lira District to contribute to the existing literature on issues to do with maternal health. Specifically the study will establish the differences and similarities in the two Districts in terms of service delivery and subsequent maternal health outcomes linking realities on the ground to the programmes, the health system and the policy setting.
1.5 Research Question

How can making pregnancy safer in Soroti and Lira Districts in regards to achieving maternal health care?
1.5.1 Sub-Questions

1.  What are the barriers to attaining maternal health?
2. How do pregnant women respond to maternal health requirements and why is this so? 
3. How does response to emergencies and care during and after delivery affect maternal health?
4. What are women and men’s experiences in maternity services at hospitals and delivery centre on maternal health care? 


1.6 Research Methods and Strategy

1.6.1 Soroti District

Soroti was chosen because it highlights greater improvement in reducing mortality rates. It is unique in a sense that maternal mortality has reduced significantly from 750 deaths in 2000 to 190 death for every 100, 000 live births in 2006 (WHO 2006) . This reduction is because of; increase in skilled birth attendants, improvement service delivery, and availability of an Ambulance to respond to emergencies; capacity building of health practitioners, voluntary counselling and testing service. The District Health Officer (DHO) of Soroti District concurs with the above figures in a Uganda Daily News Paper (New Vision 15th July 2010). 

Soroti explored the option of Making Pregnancy Safer (MPS) introduced by WHO to help address maternal health care.  According to MPS strategy, maternal health arises from increased skilled health personal before, during and after pregnancy and child birth.  However,  evidence from the District health officer indicates that; (i) number of staff in health department is below the minimum level of 61%,(ii) Access to antenatal care is very poor and (iii) pregnant mothers go for antenatal once instead of a minimum 4 visits. On a positive note, supervised delivery has doubled from 14.5% to 31% between 2008/9 but this is still below the minimum national average of 38%. With this performance, it will be expected that mortality rate will remain higher or reduce moderately over the years; He also explained that pregnant mothers go to hospital for the first antenatal visit just to pick a card because they will be asked to produce it during delivery or when a complication arises. This indicates less understanding of the importance of maternal health requirements. 
 Other factors limiting health seeking and utilization include; poverty, which leads to underutilized or over utilisation of facilities with many deliveries for the few, midwives available (Parkhurst et al. 2009).  Panos 2001 adds that other barriers are streamlined in the three delays thus; delays in recognizing a problem and making decision to seek care, reach care, and receive adequate care once in health facilities. These make it quite complex in addressing maternal health but it is vital to identify which barriers to service use are of great importance and require to be analyzed (Parkhurst et al. 2009).   
Furthermore, Mbonye K (2007) explains that health centres expected to provide Emergency obstetric care were not doing so.  Thus the suggestion is that reducing maternal mortality requires addressing health system issues especially human resources and access to Emergency Obstetric care. Some of the achievements in Soroti are centred around the MPS model however; the study acknowledges contribution from MPS but focuses on assessment of how different sectors could work together right from the grass root to policy making levels to achieve maternal health.
1.6.2 Lira District

Lira on the other hand was selected because it relatively highlights a connection from the district all the way to community, however the coordination does not translate to all sectors that ought to be involved because of a number of challenges. 


  According to the findings by the Northern Uganda Coalition for Health Advocacy (NUCHA), shocking details of substandard quality of maternal and reproductive health services offered in Lira were revealed. First, maternal mortality rates (MMRs) stand at 700 deaths per 100,000 live births higher than national average of 435 deaths per 100,000 live births,  uptake of family planning only stands at 25 percent and about 43 percent of the wards have no adequate beds and mattresses and some of the rooms are too small to accommodate many clients.  Just like Soroti antenatal attendance is still poor with many women attending mostly the first visit and not finishing the four recommended visits by the MoH.  In NUCHAs survey, the key reproductive health services including family planning, antenatal, delivery, neonatal and post-partum care do not meet the minimum standards or women’s expectations explains why about 74 percent of the deliveries are carried out at home quite higher than national figure of 58 percent (NUCHA 2009: 7).

Unlike Soroti, Lira has the lowest rate of deliveries (31%) by skilled birth attendants in Uganda (UNFPA 2009).  Most of the women have negative attitude towards antenatal care; one of the explanations for that is what the District HIV/AIDS focal person explained; that most of the rural women are not aware of the dangers of delivering at home (Health Development net report), 

Irrespective of the poor state of maternal health, Lira demonstrates a great link between District health sector, community mobilization and input of traditional birth attendants (TBAs). Many have preferred TBAs explaining that unlike in health centres TBAs are volunteers thus clients do not need to pay a fee, they go to mothers homes thus mothers can deliver at the comfort of their homes, they communicate in the local language which mothers can understand well (Health Development report)

The linkages explain the district commitment to realizing maternal health. In a New vision article by Opio (2011), The District using grants from Dokolo Health care built a maternity house to replace 5 grass thatched houses of one remarkable TBA in Dokolo.  According to Data given the TBA (Obote) helped 7,929 pregnant women to deliver from 1993 to 2008 while 694 and 678 gave birth in 2009 and 2010 respectively. She is very good at keeping records, integrating other services like HIV/AIDS counselling for both men and women, explaining to them benefits of family planning.  The District personnel officer pointed out that all his children were born at the TBAs place of work. The research explains that maternal health requires addressing more underlying issues within it. Thus carrying out this comparative study will enable both regions inform each other on various mechanisms that could enhance on attainment of maternal health and perhaps enable policy rethinking. 
1.7 Research Instruments, sources and data collection techniques   
The research presents views from various respondents in Soroti and Lira. I chose to do a comparative study because the two areas uniquely bring out aspects that could best inform policy in its endeavour to achieve maternal health.  To obtain rich information, various tools were used; like personal interviews, observation and key informant interviews for primary data and reports and articles for secondary data. For each of the areas, permission to interview and observe was sought from respective people in charge in the Districts and community and clients as well.  Most of the interviews lasted for an hour or more depending on the circumstance.  I used English, Ateso, Kumam and Langi (Languages used in Soroti and Lira) to conduct the interviews since some of the clients and TBAs could not speak English and later transcribed the interviews.
Available TBA willing to participate in the interview influenced my choice of sample area. It is from then on that a health centre would be identified in the area so that both community views and health centre views could be cross checked. 

Table 1.2 
List of Areas/sub-counties where research was carried out.

	District
	Area/Sub-county

	Soroti
	Gweri
	Eastern Division
	Kamuda
	Tubur
	Soroti Referral Hospital

	Lira
	Railways
	Ojwina Division
	Amac
	Aromo
	Lira Referral Hospital


Source: Own construction

 Some of the Health centres would help to refer to a TBA they know in community.  The research used health centre III, the referral hospitals and clients within specified areas where TBAs were identified. I do recognize that this kind of selection could have limitations because it leaves out views from other health centres and community but I was fully informed that by policy TBAs are not allowed to operate; finding those willing to give their views was quite challenging so once identified it made it easier to find an existing health centre at same location. My gratitude goes to the District officials that granted permission to interview TBAs without being penalized.

Observation was done only during day.  It involved being present at (i) ANC section sitting amongst the clients observing interaction between clients and health providers, (ii) Maternity ward observing how clients are treated and served and (iii)TBA place of work observing how they attend to clients and go about their work.  My concern was whether my presence would change behaviour of participants but overall it did not alter much as they seemed to go about working having it in mind I’m only a student. In summary, observation enables getting information I would seldom get through asking questions

1.7.1 Primary data

This was mainly qualitative interview data obtained from primary respondents in Lira and Soroti.

Views from Nurses, midwives, clinical officers, nursing assistants were obtained using personal interviews. A total of 2 in-charges Anti-Natal Care (ANC), 1 in-charge maternity services Lira, 8 registered nurses, 6mid-wives, 2 nursing assistants and 2clinical officers were interviewed. They have the expertise and firsthand information to help understand what MH requires  

Valuable information from TBAs was obtained. In total 8purposely selected TBAs were interviewed. They helped give alternative approaches to improve on maternal health and how these community-based approaches can be best effective. 

Furthermore, views from women and men attending ANC, in the maternity and community were captured. These were randomly selected during ANC visits, while in the maternity ward and villages. In total, 16men and 30 women were interviewed.  Their explanations on why mothers are not attending all the ANC requirements is important and the views from their interaction with Health providers, their experiences in accessing and utilizing health services helps give suggestions on what could be improved upon or maintained.

The input from key informants (KIs) was insightful for the research. They were purposely selected basing on the position they hold and ability to avail specific information vital for the research.  Interview guides were used to obtain information.  The KIs included; District Health Officer (DHO) Lira, District Director of Health Services (DDHS) Soroti, 2 Regional Directors for Lira and Soroti and the District Health Visitor (DHV) Soroti.

To build on information not captured during interviews, observation was used. Permission was sought first before carrying out observation.  

1.7.2 Secondary data
Secondary information was mainly drawn from secondary information especially published journals written by various authors and policy thinkers within Uganda and across the world.  These helped build on primary data collected and conceptualize maternal health issues to create a rich and informed analysis. 
National and District reports and publications were viewed to know health facilities available, how; health services are delivered, how referrals are handled and also to understand better the maternal health structure.

Other publications and News paper articles were looked at to find out peoples’ views on maternal health issues.  These articles too were used to draw suggestions for alternative strategies to guide rethinking at policy level, health centre and grass root/community levels.

1.8 Challenges of the research
First of all, both Lira and Soroti had Sub-counties given District Status; In Lira, Dokolo while in Soroti, Serere. Some of the data and information used still covers the mentioned places because new data is not readily available and both Districts still rely much on the old data and statistics as they transition into refined Districts.  I do recognize that the interpretation could be biased however for a few specific aspects; I selected new information given by UBOS 2011 statistical abstract to make the distinction.  Also, District reports and statistical information was challenging to find because (i) There were very few copies available (ii) Other reports were missing because of poor record keeping (iii) For both Soroti and Lira some of the sub- counties were given District status yet the reports and statistics availed/still being used included those sub-counties making it hard to do analysis.  Through establishing good rapport with key informants and working closely with personal acquaintances made it possible for information/reports to be accessed in soft copy and permission granted to read and photocopy the few readily available. 

Getting some of the respondent like the TBAs was difficult at first because by policy, they are not supposed to be operational. By seeking permission from The DHO Lira and District Director of Health Services (DDHS) Soroti, it was possible to trace TBAs still working within communities.  It involved further consultation with Local Councillors (LCs) and Health centres to trace the TBAs. Both the DHO Lira and District Health Visitor (DHV) Soroti acknowledged that they are aware that TBAs still operate and were keen to know; why people still use their services, why they continue to work and why many still trust them. The interest to know, consultation and coordination enhanced interviewing TBAs without being penalized. 
In addition to the above, it was hard to find male respondents yet the design seeks to get the views of both men and women.  Accessing the men involved tracking them during ANC visits, in the maternity wards and also in community while identifying the TBAs.
More so, the research coincided with the time of writing end of quota reports, training student nurses and audit of some key informants. Some thought it was an evaluative exercise or a spy sent ahead of audit thus they either gave a list of books to be read, referred researcher to the ministry of health or asked the researcher to come back another time. Through the Good interaction skills and ability to prove that the research is purely academic, the respondents gave audience, availed information and allowed using observation.
1.9 Organization of the paper

To achieve overall objective, the research explores six chapters: Chapter one starts with an overview, statement of the problem, relevance, research objective, various questions, and strategy and given challenges. Chapter two extensively explores a number of concepts and theories that add to existing literature in regards to safe motherhood and Chapter three critically reviews literature on policy, service supply and demand for maternal health care with a focus on Uganda. Chapter four continues to present findings from the area of study and their analysis, and then connects the findings in Chapter five with assessment/reflections on the current situation and views on improvement. Lastly it concludes in Chapter six with an assessment of whether making pregnancy safer is indeed a wishful dream or an achievable one.
Chapter 2  
A Review of Literature on concepts and Theories Regarding Safe Motherhood.
This chapter presents a review of literature of vital concepts identified, used and discussed and how these are applicable or can best inform achievement of maternal health. The focus is to help comparatively analyze the differences and similarities in Soroti and Lira Districts in terms of service delivery and subsequent maternal health outcomes. Different concepts and theoretical links will be discussed and used and construct a conceptual and analytical framework for this research.
2.1 Concepts

 2.1.1 Maternal health

Maternal health (MH) refers to the health of women during pregnancy, childbirth and the postpartum period. While motherhood is often a positive and fulfilling experience, for too many women it is associated with suffering, ill-health and even death. The major direct causes of maternal morbidity and mortality include hemorrhage, infection, high blood pressure, unsafe abortion, and obstructed labor (WHO, n.d.)  To be able to achieve MH requires addressing different aspects like; reduction in child and maternal mortality rates, increase in skilled care and improvement in EmOC services; but also integrating other broader issues like; gender and reproductive rights among other factors.  However these need to done following certain set standards and guidelines.  The process is quite complex but the belief is that if all effortlessly work together then greater results will be achieved. Other subsequent concepts will explain varying issues required to achieve this goal.
2.1.2 Biomedical standards and protocols 

These are standards of care and clinical practice guidelines established by a consensus of health care professional as diagnostic and therapeutic actions or behaviors that are considered the most favorable in affecting the patient’s health outcomes.  These Safety and Standards provides healthcare facilities with invaluable updates on the latest developments in medical safety, standards, regulations, incidents, and recalls. It includes everything Clinical Engineers and Biomedical Equipment Technicians need to stay current on technology, set safety and risk policies, comply with new laws and standards, ensure equipment safety, and improve patient care (Marshall et al. n.d.)  
From the literature some of these actions have been ignored or left or over used jeopardizing maternal health; for example Panos (2001: 28) found out that there is over application of procedures, application of procedures not required for routine work and under application of life saving practices.  These include routine electronic foetal monitoring, routine ultra sound and incision to enlarge the virginal opening which are costly either unnecessary or harmful to normal births. 
Talking about standards and protocols at times can be interpreted as having very advanced technology which developing countries use to give an excuse of financial constraints. Instead they can be used to understand the element of best practices which involves commitment to work, being available at the health center, attending to all clients irrespective of their background or nature of being, providing information amongst other factors.  Andersen (1995) indicates that it could be from capturing information from health status outcomes to extend measures of access. Mbonye et al. (2007) suggest that they are important  for decision making, prioritization and resource allocation; also  to provide evidence for monitoring and implementation of activities such as;  integration of services and quality of care. The concepts will facilitate analysis of barriers to maternal health and how pregnant women respond to maternal health requirements like availability of emergency obstetric care. 
2.1.3 Emergency Obstetric Care

Obstetric care is key aspects in realizing MH; it involves care for women and newborns during pregnancy, delivery and at the time after delivery.  It stipulates that women in emergency situations must have access to EmOC as it is an essential to saving lives everywhere in the world (Raise 2007). It includes basic care plus blood transfusion and caesarean sections which is very vital for women’s health and reduction in mortality rates. However where women remain disadvantaged, emergency can prevent disadvantage translating into worse health or death (Panos 2001: 19). As emphasized by Marshal et al. safety and risk policies need to be observed, however health workers especially in sub Saharan Africa have minimal knowledge on how to handle EmOC services but also (Ibid. 2000:19) adds that in some countries, legal restrictions prevent midwives from carrying out some obstetric procedures. In addition, the research observes that many women use services of TBAs who may have minimal knowledge on what (Un) safe pregnancy is. 
 2.1.5 The concept of gender in relation to maternal health care

Tibandebage et al. (2009) cite (Sen. et al. 2002) definition that gender refers to structural inequalities and differences between men and women embedded in institutions and to associated sets of behaviors, expectations and roles for men and women.  Many times services leave out participation of men because they view MH as an issue for women however some aspects of gender are embedded greatly in culture of which MH interventions complicated. Sen. (1995: 18, 20) explains that some gender issues go beyond people involved that’s why other services are used more than others with the poor and uneducated not benefiting much.  This points direction in understanding why women do not access health care or may not utilize it. Gender issues alone are not the only factors deterring access and utilization but rather issues embedded within supply and demand of services

2.1.6 Supply and Demand Determinants

By definition demand determinants are those factors that influence demand and that operate at the individual, house hold or community level. They include; lack of knowledge of providers, long and slow travel to facilities, and a systematic control over house hold resources; patients seeking treatment from providers inappropriate for their conditions and overcoming work to seek care. While supply determinants on the other hand are those factors that influence the slope and position of the supply curve; it is determined by factors that interact to produce effective health services. Examples of supply determinants include; scarcity of supplies, poor quality of management training, lack of management systems, high costs of services and long waits to see medical staff (Ensor et al. 2004). Knowing supply and demand determinants helps the research derive various means of dealing with interconnecting factors that derail achievement of maternal health.

 Both demand and supply factors should be treated equally but often it is not the case.  More attention is given to supply factors which are important but do not attend to all barriers. Tanja et al. (2007) add that pregnancy and child birth are imbued within strong cultural meaning hence cultural factors may be important determinants of uptake of maternity care than other forms of care. Panos (2001: 1) summarizes that the barriers are embedded in the three delays which are; delay in recognizing that there is a problem, making decision to seek care and delay in reaching the care.   While emphasis is placed on delivering at health centers, quite a lot of poor women still use services of the TBAs even when health facilities are very close. Reasons could be if they think the issue cannot be explained medically or if relatives, husband or mother in-law plays a big role in decision making. Even though women chose to go to the health centers, some aspects within service provision could affect their access for example existence of male doctors may deter them from seeking health.  Also some health care providers treat poor women with less consideration compared to the rich and more educated; some of them may not be tolerant to cultural beliefs and practices. 
2.2 Framing the research 

The above conceptual understanding frames my review of relevant policy research and empirical studies done regarding the realities of motherhood on the ground (in Ch 3) and the analysis of my findings in the field study in Soroti and Lira districts in Uganda (presented in Ch4) .  In this section the research will explore various literature and theories explaining various complexities in regards to achieving maternal health.

I start by highlighting Panos (2001:2) that indicates that; 
Every person- each woman, man, doctor midwife or politician has a stake in bringing about changes in regards to improving maternity services- to aim to give any woman who needs it to access comprehensive emergency obstetric services and all the woman assistance at birth of a skilled midwife.

  Ibid. also adds that care must be based on scientific evidence and foster women well being. I do agree with this statement but also take note that some of this scientific evidence does not necessarily translate to all settings especially if it not used effectively or understood by practitioners, policy makers and beneficiaries as well. Overall increasing skilled care is the desirable goal but it may not be effective if there are gaps like; unequal distribution or if the skilled attendants are not providing good services. Tanja et al. (2007) point out that human resources and available services are concentrated in urban centers while a bulk of the poor are living in rural settings. 
One of the entry points to dealing with maternal health is work towards reducing mortality rates. For Uganda in particular, the aim is to reduce the death rates to 131 deaths per 100,000 live births in 2015. As explained in chapter 1, sector shares to facilitate health care provision have been declining over time (Mohide 2008). However Panos (2001) elaborates that financial resource may not necessarily hinder mortality reduction explaining that deaths can be reduced even with low incomes. Ibid. shades light to this drawing examples from countries like Srilanka and Malaysia that reduced maternal deaths through political commitment, provision of mid wives to assist deliveries and Fortaleza North west Brazil that used non professional attendants that ensured prompt referral to well run emergency facilities where necessary.
Anders (2001) explains that health cannot be obtained in isolation of other sectors. It requires understanding other aspects like those under the umbrella of social relations like; attitudes and gender.   However, Tibandebage (2009) Highlight that gender inequality in access of medical care is often ignored yet this if addressed could improve maternal health. Sen (1995: 20) added that public education is vital in which he gives an example of Kerela India whose life expectancy stands at 70 years and 74 for women. However, services at times target women and avoid men instead. That is why the research incorporates men so their views are registered and help them know what is involved in MH, what is required of them, how important their participation and contribution is to MH.  Adriao et al. (2002) in a study they carried out suggest strategies to disseminate information like; going through bars men frequent and handing them information produced by the papai team and also sought men that came with their partners for ANC. 
Andersen (1995:3) behavioral model adds that, simply claiming hindrance by attitudes is not enough but rather any comprehensive effort to model health services must consider how people view their own general health and functional state as well as how they experience symptoms of illness, pain and worries about their problems to be of sufficient importance and magnitude to seek professional help. I think that this will help understand the question of why women are not adhering to requirements. 
The behavioral model does not give in detail how behavior is explicitly understood. Mohide et al. (2007) cites Curries model of health care seeking behavior to elaborate women’s perceptions of themselves. Here three questions are raised from women, the first being do I have a health problem? Second can I seek care? Third is will I seek care?  In their research In Canada, Yemen and Uganda the conclusions were that education beyond primary level improves women’s health by increasing their knowledge and how they protect themselves. 

In summary these links educate on what interventions to take but this needs a number of requirements to be looked at to help in planning especially for Uganda as the research briefly discusses below. 

2. 2. 1 Policy making (District)
These influence a number of policies and are responsible for resource allocation. At policy level it may require that the Ministry of Health, the Ministry of Finance and other development partners to prioritize and allocate more resources and to improve the quality of care especially the availability of basic supplies and equipment (Mbonye et al. 2007: 289) Specific to the districts would require local planners and health officials need to be able to identify those facilities which are in need of improvement.  Simply counting the number of deliveries alone may not indicate which barriers are particularly problematic or which interventions hole potential remedy (Parkhurst et al. 2009: 384).

2.2.2 Health centres

The health providers are the ones directly providing services to the people and their contribution is vital.  At these level interventions need to put in place a number of things, the first priority would be to get district hospitals functioning (Panos 2001). Another suggestion would be getting data from actual service users and comparative use between facilities in neighbouring areas may be a specific way to help.

2.2.3 Community (TBAs, men and women)

The community are the beneficiaries and their views could help understand what each community would require. It is difficult to specifically address each community need but knowing what is missing or lacking would help prioritize what interventions need to be put in place first.  The TBAs that are preferred by most rural poor need to work closely with the health centres especially in dealing with referrals so as to improve on services.  For dealing with men and women, The most common approach seems to be recruitment of men to facilitate women’s contraceptive use but also provide reproductive health services for men, much as they have been provided for women (Green 2000) With this in mind, Looking at MH in the Ugandan context brings out a better picture of realities on the ground and how the theories help in analysis.
Chapter 3  
A Review of Literature, Policy Documents and Empirical Studies on; Policy, Service supply and Demand
So far chapter two has analyzed different concepts and theories in relation to safe motherhood. Chapter 3 will go ahead and explore various literature, policy documents and empirical studies with a focus on maternal health in the Ugandan context.  First it will give an over view of policy interventions, then further examines policy service supply and demand for maternal health care. Aspects on service supply and demand will be narrowed to issues within Soroti and Lira. 

In 1962 to 1971, Uganda had one of the best health indices however twenty years later this has greatly deteriorated (Syngellakis et al. 2006: 3). Maternal mortality (MM) is still derailing achievement of MH. The cause of MM include; severe bleeding at 25 percent, indirect causes (19 percent), Infection (15 percent), unsafe abortion (13 percent), eclampsia (12 percent), obstructed labor (8 percent) and other causes at 8 percent (Ssengooba et al. 2003: 5). The service coverage rate is also still poor to address MH issues with human resources coverage lacking. MoH (1999) indicated that only 34 percent positions were filled with qualified staff.  However that government has not lost focus in trying to address MH. It has put across policies to guide implementation as will be discussed in this section.   

3.1 Maternal Health Policy

The policy in Uganda covers both maternal and child health. UPR (2007) cited (The Republic of Uganda 2004) indicating that implementation of various activities are done through the overall Health sector strategic plan (HSSP) 2001-2005; through the delivery of the Uganda National Minimum Health Care Package (UNMHCP). This integrates on integrated management of childhood illness, adolescent pregnancy, EmOC and overall maternal and new born health.  For the research I will explain various policy interventions in regards to maternal health.

3.1.1 Uganda National Minimum Health Care Package (UNMHCP)

The UNMHCP comprises of interventions that address major causes of disease and is the cardinal reference in determining allocation of public funds and other essential inputs (Syngellakis et al., 2006).  From observation, allocation of public funds does not necessarily reach the poor and it is also still unclear how maternal health issues should be effectively addressed with resource constrains. Most sectors do not account properly for their funds making it hard to implement MH services.  De Brouwere et al. (2001) adds that problems of accountability have often become so prevalent that they are hardly noticed anymore thus the whole issue of accountability for performance and responsiveness is a delicate one for which evidence based solutions are not readily available. 

3.1.2 Health Sector Strategic Plan (HSSP)

The overall vision of the HSSP is ensuring quality services accessible to all Ugandans which are responsive to their needs (Syngellakis et al. 2006). With the upgrade of HSSP to phase II, other interventions were incorporated; specifically in prioritizing areas of action, setting targets and defining organizational and management approaches (URHCSSA 2009). With this in place, considerable improvements have been registered. For example; utilization of ambulatory services has risen, access to health facilities has improved as many health centers have been moved closer. 49 percent of the Ugandan population lives within 5km of Health facility with the number of Health facilities increasing at an annual growth rate of 6-9 percent between years 1996 to 2000.  However, within each group of the population, geographical access does not translate access to required services; the observation is that it is still not clear what components of maternal health care services have expanded (Ssengooba et al. 2003). Quite a number of people especially the rural poor have been left out.

The research recognizes that issues within MH stem from both supply and demand which are influenced by a diversity of issues. Quite a number of studies and interventions have been carried out to understand the dimensions of maternal health performance and the broader reproductive rights and Health issues. Uganda has gone ahead to include other interventions like Safe Motherhood program and Gender Policy that will be explained further to help address more issues.

3.1.3 Safe Motherhood

Specifically for MH, one of the greatest interventions has been the safe Motherhood program. As part of the program, a number of initiatives were established in the last decade; including building supportive community network of TBAs as a backup for modern maternal health system and interventions to forecast high risk obstetric events and strengthen referral systems (Ssengooba et al. 2003).  In Uganda however, many of the HCs are not in position to offer EmOC services, TBAs have been scrapped of and no more training is to be provided to them even though many still go back to use their services.  Emphasis is placed on increase of skilled care but this skilled care may be inadequate to deal with MH issues that arise. (Ibid.) adds that over 60 percent of midwives and nurses are trained in government schools but many are incompetent to handle common emergencies.  De Brouwere et al. (2001) cited (Bergstrom 2001 and Buekens 2001) explaining that delivery care is not a mere matter of having a hospital with trained clinicians, it also a question of how personally staff perform and behave. 

3.1.4 National Gender Policy (NGP)

This shows government commitment to address unequal gender relations. The aim of NGP is to guide all trends of planning resource allocation and implementation of development programmes with a gender perspective. The ultimate objective is to evolve a society that both informed and conscious of gender and development issues and concerns. In Uganda, gender mainstreaming is no longer an option but an obligation (Bbumba 2007).  The problem is that many leave out gender mainstreaming; for example family planning services often ignore men, the health providers make less emphasis on men’s participation and also in community, women could be hindered from seeking health care if decisions are determined by the man, relatives or in-laws.

The minister for gender labour and social development expressed that; 
The challenge ahead of us therefore is to ensure we build on the best practices and measures articulated in this policy so as to achieve gender equality for women and men in Uganda.

3.2 Understanding Supply and demand for maternal health care

Knowing how maternal health services are demanded and supplied is vital. As mentioned in Chapter two, both supply and demand factors are equally important in achieving maternal health. Some key issues have to be recognized. While dealing with service provision, Andersen (1999:3) points out both community and personnel enabling resources must be present for use to take place. First Health personnel and facilities must be available where people live and work. Then people must have the means to know how to get to those services.

3.2.1 Barriers and reasons for low demand 

Demand aspects in this sense should enable clients make decision to seek health care. They are based house hold or community decisions but also how one looks at what would motivate him/her to seek care. In here I will explore interventions in place and bring out demand aspects attract or deter clients from seeking care in Uganda. The government has intervened to enhance demand for services.  A lot of information is being given out through radios, TVs, during ANC to motivate people to demand for maternal health services. The Sexual and Reproductive Health and Rights have targeted a number or interventions like; increasing access to EmOC services, strengthening goal oriented ANC including PMTCT and through the SM improve on reproductive health information, education and communication. These efforts have led to a slight improvement of mothers delivering in government and Private not for Profit (PNFP) health units to 41.1 percent in 2006 from 38 percent in 2001 (UPR 2007:42). 
As explained in chapter some issues in demand are beyond service. It can stem from lack of knowledge about existing facilities, existence of other alternatives like clinics or drug shops which enable many to take self medication or availability of TBAs as alternative source and long distance from centers. The statistics given explain this more.  For example; statistics given by NUCHA (2009) expressed that in Lira, about 29 percent of the facilities did not have any security for mothers coming late in the night, and delivery at home stands at 74 percent higher than national level that stands at 58 percent. These explain that there could be some missing links within supply that’s why the figures are portrayed or the alternative options taken seem better for the people and also their perceptions could be interlocked within cultural beliefs and practices. Soroti on the other hand points out that delivery at health units have dropped from 51 percent to 47 percent, inspection showed that reported stock outs per health were not available explaining why many do not access the health units (HLGSA 2009)
More so, men are most times left out yet they are part of reproduction or have a stake in achieving maternal health. However, it seems still quite uncertain how they can be effectively incorporated because certain aspects within their lives deter them from participating; for example; most of the rural men are bread winners so the decision to leave work to seek health care could influence their participation. Greene (2000) points out some helpful approaches like; recruit men to facilitate women’s contraceptive use and provide reproductive health services for men, much as they are provided for women. This may be possible but taxing to accomplish in a short while. 

3.2.2 Supply for maternal health care and discussion of barriers to supply

In Uganda, efforts have been made to ensure that health system inputs are available; for example drugs, vaccines, human resources, medical equipment and health infrastructure. Services were even moved further to the Health Sub-Districts (HSDs) run by a management team that is expected to oversee health units and community level activities (MoH 2005). Each section health center or community plays an important role. Illustration is given below.

Figure 1. Service Delivery at the District level and what functions each section play.

 








Not to work anymore

Source: Own Construction (Adopted from Ssengoba, et al., 2003, UBOS 2011 Statistical Abstract and HSSP II 2005/06-2009/2010)
From the illustration, each section plays a specific role in ensuring that maternal health is improved. A lot of efforts have been made to make health system inputs like; drugs, vaccines, human resources, medical equipment and health infrastructure in place. Quite some progress has been realized. With the abolition of user fees in government hospitals, access to health care improved. Also staffing at District level facilities improved; attaining 68 percent compared to the revised HSSP I target of 52 percent. However this improvement does not mean there is equitable distribution across the country. According to Ssengooba et al. (2003) 80 percent of doctors and 60 percent of midwives and nurses were located in hospitals which mostly serve the urban poor.  Even with this progress in place there are challenges realized.
The study acknowledges that there is quite a lot to enable supply of maternal health services, but it also observes that there is no clarity of how this supply can be streamlined. For example the move to use VHTs to reach out to community is great but MoH (2005) expresses that establishment of VHTs has been slow and week.  Majority of mortality rates exist among the rural poor who are supposed to be extensively benefiting from services; the question raised then is that if they are cut off then how can maternal health be achieved?

Attempts to extend services to the poor are being put in place by extending facilities nearer. However, UPR (2007) notes that ability of the care system to handle life threatening complications of pregnancy is still low.  An example from a study carried out by Mbonye in 97 health units indicated that only 40 percent were able to manage complications of abortion (Ssengooba et al. 2003). More so, the management of systems is poor with the referrals being quite weak.  Syngellakis et al. (2006) expressed that there is low staff morale resulting from poor remuneration and over dependence on untrained personnel in primary health facilities.

By far, I have described MH policy implementation in Uganda highlighting demand and supply factors that could enhance or derail attainment of maternal health. Most of the demand and supply factors are interlocking making hard for interventions to be made. It would require that within the HSD preferential allocation of necessary personnel and elements of health infrastructure to be put in place (HSSP II 2005-2010). Beyond infrastructure would call for monitoring and evaluation of various sectors but that is with commitment from all parties involved. The findings in chapter 4 will help identify what is missing and highlight what specific interventions need to be put in place.

Chapter 4 
Presentation and Findings regarding maternal health care in Soroti and Lira
This section presents findings from Lira and Soroti districts.  The choice of these areas highlight a unique contribution they provide, it highlights the differences and similarities in striving to achieve maternal health in both areas.  The comparative findings got over a period of two months (July and August 2011) present information got from respondents in the field that will guide the study to draw conclusions about how Lira and Soroti can inform each other to achieve maternal health. 

4.1 Barriers to maternal health

Making pregnancy safer for women is vital for development.  The set up of Soroti and Lira show structures have been put in place for women and men to access health care.  Soroti, according to the 2002 census has a total population of 369,789 (180,147 male, 189,642 female) with a population growth rate of 5.1 percent. It has 1 regional referral hospital (RRH), 4 health sub districts (HSDs) with 4 HC IVs, 18 HCIIIs and 25 HCIIs.  The population living within 5kilometre (km) radius from a health unit is approximately 63.4 percent which is higher than national coverage of 49 percent (HLGSA 2009: XII, 16). Lira according to 2002 census has a total population of 515,666 people with a growth rate of 3.4 percent. By 2007 the district had all together 37 HCs and 2 hospitals (UBOS 2009). However distance to HCs is still big with about 33 percent of the HCs within an hour’s walking distance while most of the HCs are not easily accessible to women and men (NUCHA 2009).
The barriers presented cut across both Lira and Soroti, they stem from both demand and supply factors
.  Some of the aspects highlighted   like; inadequate of drugs, less EMOC services, electricity constrain, few skilled workers and financial constraints among other factors, have in various literature and from findings in the research areas keep cropping up many times.  More so, they confirm that efforts to improve maternal health are lacking.  In agreement, the Uganda National Household Survey, 2002/3, 2005/6 and 2009/10 by UBOS explains that; efforts to achieve goals 5A (reduce by three quarters between 1990 and 2015, the maternal ratio) and 5B (achieve, by 2015 universal access to reproductive health) are slow. In Lira and Soroti, deliveries in HCs have decreased as illustrated in the table below.
Table 1.3   
Deliveries at Health Facilities 2007 – 2010

Region/District

2007

2008

2009
2010

Soroti
45

40

31
30

Lira


24

26

29
28

TOTAL


69

66

60
58

Source: Ministry of Health (Only information from Lira and Soroti was extracted).

The table above shows a continuous decline in the number of deliveries in the regions. Soroti by 2007 had many but by 2010 dropped by 15 facilities, Lira on one hand increased steadily but also dropped by 2010.  The first reason for the decline is that both Districts had one sub-county given district status thus decline could be from this change however the numbers but still not enough to explain all issues. In Lira 5 men and 7explained that some HCs charge extra user fees even for services that are meant to be free. Also 4 other men and 5 other women indicated that HCIII that have relatively better services are far from where they live. A similar study carried out by NUCHA (2009) confirms this explaining that ANC services are meant to be free at government hospitals but clients claimed they were about 300-500 shillings for each visit, 500 to a card and 2000 for an STI laboratory taste
; In addition, the distance to HC may deter use of certain facilities as Mohide et al. (2007) explain that women’s perceptions of themselves may affect access to health care (Ability to seek is aligned to the distance which make many give up)  

In Soroti however, many pointed out issues to do with inadequacy of staff in HCIIIs, others explained that the fear to be referred for Caesarean which is becoming rampant scares them away. The HLGSA (2009) report confirms this indicating that of the 228 posts required for HCIII only 104 have been filled and the caesarean rate stands at 68 per 1000 deliveries and yet most clients are unable to pay for the fees charged for operation. While talking to the DHV Soroti she explained that at quite a lot of staff is not motivated to work because of the low salaries hence they live to work in the private clinics or move elsewhere. 4 registered nurses mentioned that they are taken to places where they cannot practice the skills they learnt. Panos (2001: 25) confirms this explaining that health workers depart because they are demoralized working in ineffective services with low payment and gave an example of the United Kingdom that increased nurses from other countries by 50 percent in 2000.

This kind of change in trend has led many to believe that people still use or trust services of TBAs or use other alternative sources to seek care.  Both the Hospital Administrator (HA) Lira and DHV Soroti acknowledged that they are aware many trust TBAs, the HA Lira gave reason that;

Most mothers especially in the community trust TBAs because of the privacy they provide, unlike at times in hospital where women are lined up.  When they are so many, some may give birth on the floor with so many people coming in and out so the mother is exposed, has no privacy and could potentially get an infection. Perhaps working with TBAs could still be reviewed; however, their approach in providing care can be reversed. (Regional Director Lira Hospital 2011, Discussion)

  Government has made efforts to make drugs available to the population; through the ministry of finance (MOF) funds are released on a quarterly basis to enable purchase of drugs in bulk.  However, the nature of fund release instead hinders procurement in bulk.  Evidence from 2009 Uganda Reproductive Health Commodity Security Situation Analysis (URHCSSA) by Ministry of Health (MoH) explains that some delays arise from order processing and delivery. There is weak accountability, late order placement denying lower facilities to make own orders and no stock cards in some Districts for example in Soroti, the number of reported drug stock outs were not available at the time of assessment (HLGSA 2009).  Inadequate drug supply has forced health providers in both research areas to refer patients to buy drugs in clinics.  In response to this, one of the respondents noted,

We only come to the hospital to get cards as security in case complications arise during delivery but prefer to go to the clinic because; we are served faster and drugs are readily available.  He added by asking that, what is the use in going to hospital only to be referred back to the clinic? It makes more sense to go directly to the clinic instead. Although the clinic is so expensive, one is assured to find drugs available. (Respondent from Soroti 2011, Interview)

A report by NUCHA (2009) indicated that some women in Lira too have taken other options like going to mariestopes for family planning services because they are cheaper compared to the hospital when it comes to advanced contraceptives.

In summary, policy initiative to abolish services of TBAs and expecting deliveries at health centers to increase could still be reviewed as the DHV Soroti explained that; 

TBAs roles have been redefined.  They have been integrated within the Village Health Teams (VHTs) whose work is to mobilize, sensitize and refer.  The challenge however is, VHTs are not paid salary so they only work when facilitated. It requires that they should be strengthened.

The HLGSA (2009) report confirms this indicating that at the time of assessment there were no reports of VHTs trained. Hence integrating untrained TBAs with untrained VHTs will not yield much as set by the modern health standards that require attendance to clients by a skilled worker. Putting aside these barriers will only derail making pregnancy safer. Therefore understanding how response to MH requirements can explain what more is needed.

4.2 Response to maternal health requirements
Care before, during and after delivery is important to deal with maternal health. If not provided, it could greatly impact on the health of mothers and their babies.  Uganda in its National Minimum Health Care Package has set to ensure safe pregnancy and delivery, improved management of complications of pregnancy and child birth; including spontaneous or induced abortion and reduce the unacceptably high rates of maternal and prenatal deaths through timely and effective emergency obstetric care provided at strategic and accessible locations (Weissman et al. 1999).  The health sector incorporates promotive, preventive and curative aspects like family planning, postnatal service, EmOC services, delivery, immunization, in-service training and child and maternal among other factors within which a number of requirements are expected from beneficiaries and service providers but there are issues not met from both parties.

The research found out that ANC services are provided in many of the health centers visited. Contrary to what the concern in chapter one noted that many women go for only one ANC visit is that many of the women at least attended ANC more than once and many of the men mentioned they support their wives/partners going for ANC. What is unclear is that many have varied understanding of what ANC really requires. The table below gives a summary of random views collected from participants in Soroti and Lira
Table 1.4
Views of men and women in regards to ANC and Postnatal care
	Aspects
	Lira
	Soroti

	
	Women
	Men
	Women
	Men

	ANC
	I go when I feel there is problem
	I go to get tested with my partner so that she can get help
	It is my second pregnancy so I don’t need to attend all ANC sessions because they teach the same things I already know
	To know how to take care of my wife during pregnancy

	
	I go to get a card to use during delivery but do not really like ANC because nurses scare clients, sometimes you are told you have a complication that will need caesarian yet in the end you deliver normally
	To and know my health status and that of my wife (HIV testing)
	Since it is my first pregnancy I attend ANC to know how best to take care of myself and the baby
	To gain more knowledge about personal health and family health

	
	The counseling room is right where everyone can see you; I prefer to go elsewhere other ANC center for checkup but Am forced to come to ANC because if you get referred from another place to a health center without a card, then treatment may not be given to you.
	To escort my partner for ANC
	I go to check if the baby is in a good position
	To take my wife to get treated for Malaria because she got sick

	Post-natal
	Take the baby for immunization
	 To seek proper care because it is only in the hospital or health center where one gets to know what is really affecting the woman other than taking self medication
	For family planning if need be
	For good care and other consultations

	
	Check if I’m recovering well because all my the births I have had before have been caesarian 
	To enable my wife seek help after delivery and plan for our family.
	When there is a complication like over bleeding
	Check for other complications


From the table, Men in Soroti seem to recognize that they are party to ANC unlike in Lira where most of the men focused on accessing services for the woman an leaving themselves out. By policy men are incorporated in ANC services but many miss out. However some factors may play a role in men exempting themselves. One of the respondents gave an explanation that

We are asked to go with our women but at some point women are taken to separate rooms for check up. I don’t know what they do from in there so if the main point is to get the women checked then my presence is not really required. I can simply drop my wife there and head to work then just monitor her progress (A respondent from Railways-Lira 2011, Interview)

It is not just how the men and the women think but sometimes barriers within health centers limit them from adhering to the requirements. An observation made by NUCHA (2009) which I also note is that ANC, PMTCT, immunization and family planning are provided once or twice a week. In all these days there are very long queues and some clients go back without being attended to. From observation most of the women bear the queues as long as they attended to. One participant noted that

Whenever we go for ANC, there are no drugs. Also going there does not make sense because you already know what you will be told or what to expect. The advice given is the usual; eat well, get check up, see babies position, sleep under a mosquito net, take a dose of malaria treatment but when it comes to the service they tell you no drugs, we are out of mosquito nets, so why should we go there then? (Client in Soroti Referral Hospital 2011, personal interview)
Advice and information is passed on to clients before and after ANC.  The way it is done may not help the client to learn or simply scare the client away.  From observation some the nurses assume that clients already know what to do so they give very little guidance and when they make any mistakes, they screamed at. One client explained that;

During HIV cancelling, the nurse handed condoms to me and gave my wife a mosquito net. She then went ahead to caution me not to have sex with my wife daily but did not clearly explain what our sex life should be like or how often we should have sex. I think that the nurses need communicate information properly so that we are guided correctly (Respondent from Amac-Lira 2011, Interview)

As for postnatal, most of the women only seek when a problem arises. What was similar between Soroti and Lira is that, a great deal of focus is placed on immunization and family planning other than the mother seeking care herself.

A number of requirements need to be understood first before blame is apportioned or interventions are implemented. Anders (2001) explains that these requirements call for understanding relations like gender and attitudes that may affect health seeking behavior.  Beyond gender men and the women need to recognize that ANC is not simply to check women but a combination of aspects and information that is beneficial for both men and women and postnatal care is important for the mother as much as it is for the child. Complications can arise even after delivery and they need to recognize that.   Perhaps it requires that health centers pass on correct information for clients to make informed choices or more training for health providers to increase their knowledge on new developments in regards to maternal health. The concern for this research is how to get all parties involved. The view of how emergencies and care is responded analyzed next will shade more light on missing links with health requirements.

4.3 How response to emergencies and care affects maternal health

Effective and efficient EmOC services and strengthening of the referral system are part of the key interventions in addressing maternal Health (Panos 2001). Directly noting from the national health policy priorities, Uganda has pledged to ensure safe pregnancy and delivery, improve management of complications of pregnancy and child birth including spontaneous and induced abortions and reduce the unacceptable high rates of maternal and prenatal deaths through timely effective obstetric care provided at strategic and accessible locations (Weissman et al. 1999:9)

In terms of response to emergency, both Soroti and Lira HCIIIs had inadequate facilities to deal with basic EmOC services.  The biomedical standards and protocols require that health staff stay on current techniques and developments (Marshall et al. n.d.) However 3 midwives, 2nursing assistants and 5 registered nurses in both Soroti and Lira expressed that they had inadequate knowledge in dealing with some EmOC services and administering PMTCT services.
Also, health workers are supposed to take records of clients for future reference, in case an emergency arises and for planning purposes but the record keeping is quite poor. During observation, most of the books were thrown carelessly on tables and the maternity books at the time had some elements missing. In a number of incidences nurses had to go back to clients to ask for what time they gave birth because the book did not capture that. In one specific incident a baby developed complications an hour after delivery and the nurses could not find the records, the midwife who helped deliver the baby had gone for lunch so the nurses were forced to keep asking the mother for details some of which she could not remember. Later while talking to the some of the midwives, they explained that they try their best to keep take and keep records but there is not enough storage facility however at every end of the month we take reports to the district health office. Sending reports is great but the nurses need to take note and preserve all records from before delivery all the way to post delivery.
Furthermore, some nurses carelessly handle clients. Thus they need to realize that emergencies can arise at any point even with normal deliveries. In the maternity ward in Lira hospital, a woman was left to walk back to her bed immediately after giving birth so the bed could be cleaned up for the next client. On her way to her bed she fell down and started convulsing with nobody to help. One of the nursing assistants that came around yelled and asked her to get up and go to her bed. However when she realized there could be a problem she simply called out for the care takers to come and escort the woman to her bed without checking if the woman had any other complications.  It is true beds are not enough but caution needs to be taken while transferring clients because such carelessness could cost another woman’s life.
After probing to find out why some nurses portray such behavior, some nurses responded that at times they are overwhelmed with work that they cannot attend to everything that comes up. In Soroti over 5 nurses and midwives mentioned that they allow in student nurses to come in and help but some rules constrain them from attending to certain emergencies, the best they can do is call for help.  In Lira however 4 of the registered nurses explained that sometimes they rotate roles so they only attend to what they have to deal with at that moment, one nurse commented that;

Since we are short of nurses, we are forced to work overtime yet our salaries remain the same, when I get so tired then it becomes challenging for me to attend to everything. If the people taking care of clients are around, they can take the client to the person in charge (Registered nurse lira Hospital 2011, Interview)

In support of this statement, it is noted that overwork reduces staff morale and lowers ability to screen and refer women with high risk pregnancies (Kaye 2000: 561)

Another nurse added that when some emergencies arise we are forced to use our own money to buy the water for the drip because it is sad to watch someone die but we cannot do it for everybody lest we remain with northing for or may be end up requiring the same drip because we are starved (Nurse Aromo HCIII 2011, Interview)

Some of these explanations could be valuable to the nurses but are contrary to what the modern protocols require which is for health staff to be sympathetic and committed to work no matter what the situation. It is great that now the comprehensive schools are shaping nurses who have both general nursing and midwifery skills perhaps these can multi task to help deal with emergencies.

The study also found out that all the HCIIIs in Lira and Soroti promptly refer emergency cases to the referral hospitals. The challenge however transport is a problem because clients have to pay a fee for the ambulance to transport them to the referral center. One client explained that the ambulance cannot move unless the driver sees the money first thus a mother could die at while everybody looks on.

In addition, referrals even become more challenging at the community level where TBAs work. As mentioned earlier TBAs are not allowed to carry out deliveries anymore but many women still use their services. In Soroti 3 of the TBAs except one who had training before expressed fear to refer emergency cases. One of them expressed that

We fear to be arrested or have misunderstandings with health care workers so we seldom refer clients, when an emergency arises, we let the clients or care takers contact the health centers for an ambulance themselves and ask them not to disclose they used TBA services but explain that they the client had prolonged labor and the baby started to come out on their way to hospital (TBA Tubur SC 2011, Interview)

De Brouwere et al. (2000:86) cited (Okafor 1994) who explained that hostility between TBA and health staff has been found to act as a barrier to referrals. Thus even if Uganda has abolished services of TBAs, it should keep in mind that people are still using their services. The DHV Soroti suggested that one way of intervention would be to integrate TBAs to the VHTs so they can improve on referrals

Lira on the other hand differs a little bit because most of the HCs collaborate with the TBAs during referral. It implies this kind of close coordination helps bring some improvements in dealing with emergencies. An example to support this is drawn from a study in Farafenni, Gambia where importance of TBA training was assessed.  In the intervened villages, deliveries with trained TBAs increased from 0-65 percent and deliveries by trained midwives also increased probably as a result of referral by TBA (Brouwere et al. 2001: 83).  Their value makes a difference especially where there is shortage of midwives.

When various respondents were asked how they coordinate with other sectors to deal with emergencies, their responses varied. In Soroti, many mentioned they use phone calls and support supervision where knowledge is quickly shared. One registered nurse mentioned that they carry out community outreach services especially ANC and immunization in which they use to address some emergencies.  This outreach programs are what one midwife in lira mentioned is lacking especially specific programs to address ANC. These explanations do not explicitly give a streamlined option for how emergencies should be dealt with yet the area of focus for this research is to see how community, health centers, policy makers can effectively to achieve MH. Looking at women and men experiences and alternative ways raised in Chapter 5 will help explain possible interventions

Women and Men experiences in maternity services at hospitals and delivery centers and how these affect the demand for/perception on maternal health care

Through the creation of HSDs, quite a lot of health structures have been moved rural places. All the sub-counties visited had HCIII functional. However presence of HCs does not necessarily translate into access to service or acquiring satisfactory service.  This section will discuss views from women and men in regards to their experiences in the areas they selected to access health care.  I will analyze these experiences right from before delivery, during delivery and after delivery. The importance of doing so is to get a clear view of what happens during those stages and inform policy on what strategic interventions need to be directed on specific issues 
Table 1.6
Illustration of places where Maternal Health Care is sought before during and after delivery
	Area
	Soroti
	Lira
	Total

	
	Before Delivery
	During Delivery
	After Delivery
	Before Delivery
	During Delivery
	After Delivery
	

	Government Hospital
	2
	2
	2
	2
	2
	2
	12

	Government HC
	2
	2
	2
	2
	2
	2
	12

	Private Clinic/dispensary
	2
	1
	3
	1
	1
	1
	9

	TBA
	2
	2
	1
	2
	4
	2
	13


Source: Own construction from what respondents mentioned.

From the table indicates that many still value the accessing services at the government hospital or HC.  However during and after delivery Lira has more clients using TBA services compared to Soroti and the reasons they pointed out in the interviews were; TBAs have experience, they ensure privacy, they follow up the clients to massage after delivery and also to teach clients how to take care of the baby unlike. For Soroti 3 clients mentioned going to the clinic instead after delivery with reason that they are attended to faster, they find drugs available and claimed that some of the doctors and nurses work in private clinics so it is easier to follow them in the private clinic. Details of their experiences are further discussed hence forth. 

4.3.1 Before Delivery

During period, women and men are required to attend ANC within which a number of issues are taught and addressed. I observed that; in Soroti, quite a few men(up to over 10 men) were available during ANC as compared to Lira where they were seldom present (about 3-4 during observation present). In terms of service, respondents in both Soroti and Lira acknowledged that or health workers in the HCIIIs are more welcoming than the referral hospital where they are often rude.  The issue noted with the HCIIIs is that nurses are not present all the time so clients have to wait for a while to be attended to; others added that if there are any present, they may not have enough knowledge about some health issues or may not explain issues well as one respondent commented that;

Some nurses just give you forms without explaining much and expect you to automatically understand what is required. If you asked for help he/she will tell you I don’t really understand what the form requires, wait for the in charge to explain. The in charge may come late yet some mother’s situations need immediate attention (Woman in Ojuina HCIII 2011, Interview)

However later when interviewing health providers about what challenges they face in providing service they noted that;

We too as nurses need refresher training on to improve our knowledge and skill. In health new things keep coming up and government pushes us to implement but without enough training so at times we cannot explain certain things correctly to clients (Nurse in Tubur HCIII 2011, Interview)
Another added that at times we are sent to regions where we cannot speak the local language well yet some medical terms need to be translated to clients.  At times I’m forced to make up something similar to what the medical term indicates which may change the meaning and confuse the client. Also some clients when seeking help do not disclose what exactly they are suffering from; for example a client tells you I have a lot of pain in my stomach and when we check, we may find no complication and prescribe some pain killers only to find out later the client was afraid to say I have pain in my virgina. By the time they finally disclose, the infection could be worse (Nurse in Lira Referral Hospital 2011, Interview)

4.3.2 During Delivery

During delivery a skilled attendant is required to be present (Panos 2001:17). However in most of the HCs workers were few during delivery. Over 8 women in Soroti and 11 in Lira expressed that they always hope to give birth during week days because they know there will be a skilled attendant compared to weekends when they are missing. When interviewing some nursing assistants, three of them explained that they too are human beings that equally get tired attending to big numbers of deliveries thus the weekend would be a good time to rest.

The number of skilled attendants does not seem to give any a better alternative for deliveries for example, Ssengooba et al. (2003) use ministry of finance figures to note that Uganda in 2000, the population per midwife was 1:7000. They explained that one midwife would perform 146 deliveries per year which makes it about one delivery every three days or 1-2 deliveries a week. During observation, nurses/midwives in the referral hospitals attended to over 15 deliveries a day for both Soroti and Lira which would be quite tiring. Some of the respondents in Soroti explained that they try to make friends with some of the nurses who accept to be called on phone when the clients need help. In Lira however 4 of the women interviewed expressed that if the pregnancy has no complications then they just go to the TBA other than having prolonged labor with no skilled attendant available to help.

Never the less, the women and men need to understand that any woman can develop complications which the TBAs are not equipped or trained to manage thus it would still require that they utilize the HCs.  While discussing with the DHV Soroti, she expressed that the health office amidst transport constraints tries its best to monitor HCs make sure that health workers are present to attend to clients and when there are inadequacies then nurses are rotated.  In addition, an increasing promising intervention noted for national coverage is to shift tasks from one cadre of health care to a lower cadre or new cadre (UNHRO 2008: 3). In Uganda, comprehensive training schools have been established to train comprehensive nurses; a cadre that will both have general nursing and midwifery skills (Ssengooba et al. 2003: 14). Perhaps these will multi task to help the many clients delivering.

Apart from unavailability, some respondents claimed that nurses selectively attend to clients. In both Lira and Soroti many of the respondents mentioned that nurses help women in the private wing faster because they pay a fee compared to those in the general wing who do not. One client in the general ward expressed that; 

I brought my wife to hospital for examination but she got labor pains before her due date, she was recommended for C-section.  However, we did not have enough money for the operation.  She was asked to wait till we raise the money required and I almost lost my wife and son if it were not for friends who lent me money to pay the bill.  Why can’t the health providers save life first instead hurrying for money?  When a woman is operated upon, she may stay in hospital for about three to seven days. That should give the care taker time to raise money for operation (Man in Soroti referral Hospital 2011, Interview) 

4.3.3 After Delivery

After delivery, women and men are still required to seek care. For pregnancy to be made safer, it should not stop at a successful delivery but continued health of both the mother and the baby. Gill et al. (2007) note that more than 60 percent of maternal deaths occur in the postpartum period (after delivery) yet less is being done to address this. For both Soroti and Lira many clients went back to health facilities but mainly for immunization of the child or for family planning as already explained in the MH requirements
Chapter 5 Assessment and Reflection on Current Situation and Views of Improvement in Soroti and Lira.

Upon analyzing the research findings, this chapter presents an assessment and reflection of information given by various respondents in the areas of study.  It will concurrently present issues that were highlighted during observation.  In so doing, the assessment helps to identify specific areas that respondents seek attention or intervention to be made right from community to health service provision to district level implementation. The views on improvement will explained within each category of respondents will help point direction to the questions the research raises and inform policy on what steps to take. 
5.1 Observation and experience on the ground.

Observation from the research that barriers stem from both supply and demand of maternal health services which does not require intervention from only one side but an effort made from all parties involved.  The district officials in charge of health issues explained government has made effort to extend services closer to the people but often times it is not just the services that deter people from accessing maternal health care but their own perceptions and challenges within the home/community setting have a contribution as well.

In terms of response to health requirements, it is mandatory that husbands/spouses/partners go together for ANC. During ANC visits there were big numbers of women attending but very few men often seated under trees and not being part of the ANC process. When some of the women were asked where their partners were, they pointed out that they were seated under the tree; I took a break from the antenatal unit to go ask the men if any of them had their wives attending ANC, on contrary non had a partner present (most were just enjoying the shade). The men miss out on information that is vital to deal with wider range of requirements for maternal health.

There are still a considerable number of women who do not see the value of attending all the required ANC visits.  From the interviews some pointed out that they choose when to go for ANC, thus they go for the first visit so they get a card and get tested then only go back if they feel they may be having a complication or just before delivery. Each stage of pregnancy has its requirements and valuable information given that quite a number of the women and men miss. An interesting discovery in Lira maternity units was that some believed that women do not cry or complain in labor.  If any woman seemed to be complaining or crying they would ask her to keep quiet and bear the pain till the baby pushes.  However some the labor pains could be as a result of a complication or some women may not know how the ‘baby pushes’ so influencing other women to stay quiet could be risky because others may prolong labor and could develop even more serious complications. More information and guidance could be availed to clients so they make informed choices. 
From the view of women and men’s experiences, women who arrived late were sent away without being attended to. Also, in both Lira and Soroti ANC services are provided in open space.  In some of the health centers nurses gossiped about client’s health status openly while others listened.  The health providers need to realize that this kind of behavior c can affect utilization of health services. An example of interaction between some nurses and clients is elaborated below
Table 1.7
Illustration of interaction between a nurse and client

	Conversation between a nurse and client

	Nurse:   How can you be seven months pregnant and your stomach is not big?

Client:   I don’t know, that’s just its size

Nurse:  Your pregnancy needs close supervision; do you have a contact or
             phone number that we can use to monitor your situation? 

Client:  My husband had one but it got spoiled so there is no other contact.

Nurse:  Then you must be an ill-mannered person who cannot live in harmony
            with other people that you could borrow a phone from.

Client:  It is not the case, no body that I know in my homestead has a phone

Nurse:  That’s the problem you argue so much.  

Nurse looks at the clients ANC book, hands it over to the client and says; Next time don’t come back if you have not tested your blood for HIV

The rest of the women present laugh at the client as she walks away.


Source: Own construction from interaction between Nurse and client (Observation)
Further still, at the time of research, training of student nurses was taking place.  The observation that most of the work load is ‘thrown’ to them. The in charges forget student nurses are still in their learning process and require guidance.  In Lira some of the student nurses could not speak the local language, when they got overwhelmed with clients some simply just wrote down whatever they could make out from a clients explanation.  If they made any mistakes, then their superiors scolded them in before clients; during interview with one client she mentioned that 

Why should they come for health care if they have to be handed over to people who are not sure of what they are doing and practicing without proper guidance? 
Small issues like this could be ignored but they make a big difference over time if not attended to.
In regards to service delivery,  in Soroti all the health centers; III and IV had placenta pits unlike Lira where most of the health centers visited had no placenta pit thus unable to effectively carry out deliveries. Also, in the Health centers III and with the TBAs, clients interacted freely with the service providers unlike in Health center IV and Hospital where some of the Nurses and hospital in- charges kept screaming at clients.  At one incident while carry out observation, the in charge in one of the hospitals walked into the maternity room and women began running out, even I almost run out. I thought something was wrong until I realized she was carrying out her hospital rounds (inspection) to which she clearly pointed out 
What are all of you doing here? I hate people hanging around the ward, you know me I can slap someone.  
Later when I asked she explained, that some women love hanging around the hospital, making dirty instead of doing what is expected of them which is to seek care, get clearance, and take a bath and the babies for immunization.

More so, in some of the Health Centers, health providers worked only till noon or one o’clock and from then on they would leave and never return to complete the day’s work. So clients that came after that would return without being attended to. During an interview with one of the health providers, she elaborated that; 
Some of the staff live far away from the health centers so, we need to leave early to be able to reach home early enough. Also, ANC hours are on till noon to about one o’clock, so there is not much to do after that.  It is not that we don’t want to serve clients but at times we are constrained by lack of equipment, drugs, transport and electricity.  Perhaps if the health centers were fully equipped and staff houses constructed close by, then service would improve. (Registered nurse in HC III 2011, Interview)

Soroti demonstrated less coordination with lower sectors especially in terms of supervision, In Lira however, some HC III acknowledged that they call upon some TBAs to help with some deliveries but with close supervision from a skilled attendant, sometimes they call upon them just to compare notes because they are fully aware that quite a number of women use their services. Explanation from the recommendations will help give some suggestions. The table below gives a summary of suggestions.

Table 1.8
Summary of Suggestions/Recommendations (Supply and demand) given by respondents highlighting similarities and differences

	Item


	Area
	LIRA
	SOROTI

	
	
	Hospital/HCIII
	District
	TBA
	Men & Women
	Hospital/HCIII
	District
	TBA
	Men & Women

	Differences
	Supply
	Integrate ANC services in VHT work.
	Revisit TBA approach

Refer complications to HC/Hospital
	Ensure proper security in all places to attract health providers


	Put in place placenta pits


	Substituted training for mid wives to improve on knowledge
	Strengthen VHTs provide facilitation
	Supervise work of health providers
	Attitude of nurses towards clients could be improved

	
	Demand
	Adjust ANC hours to cater for those coming from long distance
	Continue with Training for TBAs
	
	Constructing housing for health workers so they live near by the centers
	Improve on coordination with other sectors (Radio calls)
	Posting more health workers to rural health centers
	Provide equipment for TBAs
	Seek proper medical attention

	Similarities
	Supply
	Increase the number of Ambulances, provide enough beds 

Provision of electricity at health centers or alternative solar panels

Expand existing health centers, recruit more health providers, constant supervision, Avail of drugs and testing kits in HCs. Monitor drug supply
	Demand


	Let women go for ANC, Improve on Transport
Husband support during ANC and delivery are vital

Continue with training for TBAs



5.2 Suggestions

One of the most important priorities to address the barriers is to add more skilled attendants and midwives.  In chapter one however, it is mentioned that some health care providers perform fewer delivers, in comparison to the growing population they are still not enough or less situated in the rural areas.  The observation made by the research is that deliveries by skilled attendants are still few and yet emphasis is made on increasing more but the DHV Soroti explained that it is not enough to say that personnel perform few deliveries, at times one pregnancy complication can have up to three nurses tied up to rescue the situation and this could go on for hours even up to twenty four hours so if the health centers are overwhelmed with clients, then some of them will not be appropriately helped. Masake (2011) builds on this by noting that; 

Within the context of inadequate financial resources, mounting health demands, escalating health costs, rising population and heightened public expectations, midwifery and nursing services present a platform from which we need to strengthen and make affordable midwifery and nursing education while efficiently managing maternal and neonatal health challenges.  Without adequate fully qualified midwives at their work stations, almost all the other strategies to reduce maternal mortality and morbidity are bound to fail.

The study observation is how equitable distribution of midwives amidst financial constraints can be attained is not yet clear perhaps the other alternative source would be to use TBAs.  It has been noted that TBAs do not help much to reduce mortality rates. However they are quite relevant because they are part of the community. Quite a number of women trust them and use their services. It would require that the government still explores working with them since it has expressed constraints in resources to pay more skilled health workers. From the findings in the field, most of the TBAs did not ask for a salary but rather requested that government continues to train them and provide basic kits required to carry out delivery.  From findings, TBAs mention that security should be enhanced to attract more health providers and for referrals implying that they are willing to work in partnership with trained attendants.  Koblinsky et al. (2000) explain that; partnering TBAs with more skilled providers has led to success in reducing maternal and neonatal mortality. They noted that, TBAs facilitate access to pregnant women for skilled attendant or village health worker because they are the gate keepers to the home of the mother and the new born, especially those living at the margin in the more remote areas, with less education or with very low incomes.  However, caution and close supervision needs to be taken to include them because most work with the beliefs they have which may endanger a client; for example some respondents explained that the TBAs fight the mother instead of helping her deliver, or others hold on to the client till the situation gets worse instead of referring.  

In Uganda, the strategy before to train TBAs to conduct safe birth, identify complications and proper referral behavior has not yielded many results because of delays in referrals (Ssengooba et al. 2003). However, for Lira where home births stand at 74 percent could require that a TBA approach still be explored.  Success from some countries confirms that they are helpful to recognize and refer cases; for example in Brazil, hospital staff verified that TBAs referred women more appropriate for hospital care than self referrals in 52 percent versus 18 percent cases (Koblinsky et al. 2000:15).
Never the less, funding for health; especially to cater for VHT and other skilled health workers should still be increased.   VHTs should be also be strengthened to help with referrals. It is mostly NGOs that come in to help but NGOs are project based so when they live there is always a gap), also direct funds to maintain equipment to help with provision of service and supervision. What is the use in having an ambulance or motorcycle that cannot run because of mechanical problems or have machines that don’t function? The constraint at the moment is inadequate funding for health which is limiting extending services to the poor. Laterveer et al. (2003:139) explored some options to address some constrains suggesting that policies could chose to target certain groups or programs rather than targeting the poor individuals or target the individuals directly by giving direct health subsidies and fee waivers/and or exemptions; and also incorporate health policies that enhance already named policies through; distributing public expenditure so as to increase the number of health personnel working for health services that predominantly benefit the poor, distributing public health expenditures so as to improve geographical distribution of health personnel and mobilize additional resources. From the men and women’s views they felt that housing for health providers should be constructed near health centers because simply increasing skilled attendants is not enough if they do not show up at health facilities or leave early because they have to travel long distances

Chapter 6 Conclusion

6.1 Overview
The study started by asking a broader question whether making pregnancy safe is a wishful dream or achievable in regards to achieving maternal health in Uganda.  With this question in mind I integrated using a comparative study of Lira and Soroti to highlight specific attributes that each of them brings out.  My position is this is that maternal health is indeed achievable but looking at the stuck statistics and drawing from the views of respondents on the ground, Uganda still has a long way to go.  The study sought to link realities on the ground to the; programmes, the health systems and policy setting in which it used various conceptual and theoretical links to guide analysis of findings and be able to make suggestions for interventions. My opinion is that using my approach had some strengths and weaknesses that I need to put across.

Strengths

The study comparatively brings out unique contributions from Lira and Soroti. Often blame is apportioned to either policy providers, health workers or the community in derailing achieving of MH but this study gets the views from all parties involved so that interventions are directed from an informed point of view. While carrying out the study I realized that there are weaknesses that I need to acknowledge.

Weaknesses

In chapter one I indicated that I required finding the views of the people on the ground especially those in rural settings but the research did not take the views from HC IIs which are situated at the parish level easily accessible to the rural people. Also VHTs are the point of contact for communities but I did not include them in my research.  I think that’s views from the two would have given more specific details about the rural setting.

Also I went with this perception that TBAs are still part of the policy plan but realized that they had been removed making it hard to trace those willing to participate in interviews. Never the less the views from those who participated were helpful to understand exploration of alternative approaches to making pregnancy safe.  In addition, I feel that the sample of respondents was not representative (30 women, 16men) it would have required getting views of more men because the study recognizes that their participation is low yet they have to be part of the process.  However, their suggestions were still vital for reflection

6.2 Reflection

Analysis from the suggestions indeed point out that Uganda is far from achieving MDG 5. However Looking at Soroti and Lira, each present something unique.  In chapter one, the concern was that many women only go for ANC once, the findings suggest otherwise. ANC has greatly improved to up to 2-3visits what is missing is completion of all the required 

ANC visits.  As for Lira mortality rates are still high but it indicates relative coordination with community although the DHO mentioned that there is still a missing link with community that needs to be built.  From the findings, some HCs consulted with TBAs to compare notes with them but also to help with deliveries especially when there is shortage of skilled attendants. 

The suggestion that the study makes is that systematic coordination within parties involved would be required; however with the stuck statistics, the entry point would be to work towards reducing maternal mortality (MM). To support this, I borrowed a quote used by Masake (2011) in which Sarah Brown; a Safe Motherhood advocate and wife of former prime Minister of UK Gordon Brown once said;
I don’t believe that we will make any progress on HIV/AIDS without addressing maternal mortality, [w]e will not make the progress we want on malaria without addressing maternal mortality, [w]e will  not make any progress we want on getting more children to school without addressing maternal mortality; When a mother survives, a lot survives with her. 
It is apparent here that the reduction of MM is a great entry point.  My observation is that MH is not only about reducing mortality rates but rather exploring new and better ways of addressing diverse MH issues that go beyond numbers but linked to supply and demand factors; because even with many interventions in place, Uganda is still lagging behind evidence.  Perhaps reflection needs to be made on why interventions are not working rather than rushing to meet a set goal; because if issues are not streamlined with commitment from all parties involved, not much will be achieved.
I note that MH is, vital for development to take place. So it is important that the district health office health care providers and the community commit to work towards achieving it. Irrespective of the constraints a lot can still be achieved even with fewer finances. 
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Appendices

Appendix 1.1 Summary of barriers to maternal health given by respondents both in Soroti and Lira
	Key Informants
	Health providers

	· Inadequate (obs)drugs

· Poor referral system(communication and transport)

· Inadequate staffing

· Funding inadequate from government have to rely on donor support which is project based

· Low level of male involvement

· Low motivation of staff(salary)

· Inadequate supply of equipment

· Non operation of the health centers in dealing with EMOCs

· Irregular support supervision-the motorcycles provided when they get spoiled are abandoned

· A lot of work load especially at referral hospitals

· A missing link between health centers and communities.


	· Some mothers reporting for ANC without adequate preparation(Cloth for check up, ANC books

· Fights between partners when tested positive during ANC check ups

· Clients arriving late(many complained clients arrive late-set time is from about 7:30 to mid day)

· Poor transport to reach clients and transport them in case of emergency

· Men refusing to accompany their women

· Clients absconding from ANC on expected dates or disappearing after the first visit

· At times the in charge scream at/reprimands nurses in front of clients, makes it hard for some clients to listen to you after that because they think you know northing or at times one transfers anger to the client and does not handle the client as expected

· Big number of clients and few staff especially at health center IV and referral hospital

· PMTCT testing kits not enough, drugs not enough.

· Inadequate knowledge about current issues and issues concerning PMTCT

· Limited space for admissions in case of emergency, few wards

· No accommodation for staff within centers

· No electricity vital for sterilizing and dressing patients, shortage of water supply.

· Lack of placenta pits

	TBA
	Men and Women

	· Inadequate materials for use(gloves, mats, protective gadgets-gumboots )

· No electricity

· Difficulty to deal with complications when they arise

· Lack of placenta pits

· Lack of transport to move clients in case of emergency

· Not allowed to carry out deliveries

· No drugs
	· Woman limited time for garden work

· High transport costs(have to pay for the ambulance or higher a car, for ANC transport both husband and wife is expensive

· Inadequate money for treatment –(asked to buy drugs)

· Many men complaining increased Domestic work  thus husbands cannot afford to go together with the wife for all ANC visits

· High medical bills especially if women delivered using C-section

· Financial constrains-woman is asked to eat healthy during pregnancy but we don’t even have choice of food because we have one meal a day, also after delivery increase in expense of items 

· Some of the men explained they lost their jobs because they were absent each time attending ANC

· Women being slapped and abused by midwives, delays to attend to patients especially in Hospital

· Hospital and health centers IV often crowded making it hard to access treatment or care. 


Appendix 1.2 Pictures showing ANC attendance and TBAs at place of work in Soroti and Lira

	Lira
	Soroti
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	ANC in Lira Hospital (Almost no men attending ANC)
	Clients attending ANC in HCIII eastern division Soroti (more males participating compared to HCIIIs in Lira)
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	Pictures(1-Lira Ober HCIII, 2-Soroti eastern division HCIII) showing clients being registered and given feed back in the open which affects their participation in ANC
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	TBA in Tubur-Soroti at her place of work showing piece of grass that she uses to cut the cord in case she is out of razors to use
	TBA in Kamuda-Soroti, showing Items given to her after receiving training and demonstrating that all they ask for is to be provided items like these to help clients that still come to them for services



Source: Pictures taken during field study in Soroti and Lira

Appendix 1.3 Interview Guides for Health workers, TBAs, Key informants, women and men.

Dear Respondent,

I am carrying out a study to assess whether making pregnancy safer is a wishful dream or achievable in regards to maternal health.

The purpose of this study is to gather valuable and accurate information concerning the realities on the ground and link them to programmes, the health system and policy setting.

The study is entirely academic thus your responses will be kept confidential.  Not to miss your valuable responses, the interview that will last an hour will be recorded to guide analysis.

Your cooperation will be highly appreciated.

Health Providers and TBA

1. Explain the services you provide your clients
2. Please share the barriers to maternal health that you know about

3. How have you managed to provide health care

4. How do you respond to emergencies?

5. How do you coordinate with other sectors

6. Please explain challenges you face in providing your services

7. How have you dealt with these challenges?

8. What would you recommend to make pregnancy safer?

9. Are there any questions you need to ask?

	Questions
	Guideline questions for probing 

	1. 
	· please explain specific services provided before, during and after delivery

· Do you take records of clients if yes explain what records

· Do you get any funding for your services, if yes please explain where and how

	2. 
	· Do you have any training, if yes please explain

	3. 
	· Do you allow spouse/partner to be present during delivery, explain what role he/she plays


Key informants

1. Please describe the services your office provides in regards to maternal health

2. Can you explain the barriers to maternal health (elaborate on how you have dealt with those barriers so far)

3. How do you respond to emergencies?

4. How do you coordinate with other sectors

5. Please explain challenges you face in providing your services

6. How have you dealt with these challenges?

7. What would you recommend to make pregnancy safer?

8. Are there any questions you need to ask?

	Questions
	Guideline questions for probing 

	1. 
	· Does maternal health have a sector of its own?

· Could you elaborate on what maternal issues the health department addresses (which of those issues would you value?)
· Do you get any funding for your services, if yes please explain where and how

	3.  
	· Please elaborate how the DHO deals with referrals during

· Could you describe how you coordinate with other sectors

	
	· Is there anything else you would like to share?


Women and Men
1. Are you in position to seek care whenever required

2. Please explain where you seek care before, during and after pregnancy

3. What are the reasons for seeking care in the places you have explained (please elaborate)

4. Please share your experience in the places you selected to access health care before, during and after pregnancy

5. Do you/Have you gone for any ANC visits, how many visits 

6. After delivery will you seek care/did you seek care (please explain why you will seek care)

7. What are the challenges you face in accessing care (before, during and after pregnancy)

8. What would you recommend to make pregnancy safer

9. Are there any other questions you would like to raise?

	Question
	Guideline questions for probing

	1. 
	· If no please give reasons 

	5
	· please give reason for why you went the number times you mentioned

· Explain what happens when you go for ANC Visits

	7
	· How have you overcome or dealt with those challenges
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	Source: Picture Taken During Field Research in Soroti Referral Hospital











The District Health Office (HSD)


Management


Oversee Health units and community level activities





Referral Hospital


Offers most of the services by HC IV


Adds laboratory and X-ray facilities; in-service training and consultation 


Coordinates outreach to community based health care programmes.





HC II (Based at Parish)


Preventive, promotive and curative services


ANC may be available





HC III (based at SB)


Preventative, curative, maternity and in patient services


Delivery Services may be available








HC IV (based at County or HSD)


Same functions as HC III


Adds outpatient services, emergency surgery and blood transfusion








VHT


Community based Health care services





TBA


Referral, mobilization and deliveries but not allowed to work any more








� Transporting women to HCs is what I refer to as mini ambulance


� Question 5: What are the alternatives for making pregnancy safe in regards to achieving maternal health?  was changed into chapter 5


� By policy TBAs not allowed to work anymore but many still use their services especially in rural areas


� For more summaries of the barriers see Appendix 1.1


� All together that would be about 3000 shillings an equivalent of 1euro but for many that is enough for two meals.
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