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Preface

In late 1997, Pathfinder International and the MEASURE Evaluation Project conducted two
studies to assess the reproductive health situation at selected health facilities in Uganda and
among men and women living near those facilities.  The community study was a sample survey
of 1,697 women 15 – 49 years old and 900 men 15 – 54 years old who resided in 9 of 10 districts
covered by the Delivery of Improved Services for Health (DISH) Project.  The facility study was
a survey of 173 selected health facilities located within the same 9 districts, and included inter-
views with the in-charges, record reviews and observations.

The sampling frame for the community survey is a subset of the sampling frame for the 1995
Uganda Demographic and Health Survey (DHS). Many of the questions are identical in both
surveys; thus, it is possible to make comparisons between 1995 and 1997 on some variables.

Findings from these studies form a baseline against which progress under the DISH Project can
be measured. Pathfinder International will conduct similar studies in 1999; and the Demographic
Health Survey will be repeated in 2001.  Findings from these studies will be compared with
those from the 1995 DHS and the 1997 DISH evaluation studies to evaluate the impact of the
DISH Project on the quality and utilization of reproductive health services and reproductive
health knowledge and behavior among men and women living within the project districts.

The 1997 community and facility studies were made possible through a collaborative effort of
the District Health Teams of Kampala, Kamuli, Luweero, Jinja, Masindi, Rakai, Masaka,
Mbarara and Ntungamo; Pathfinder International; the MEASURE Evaluation Project of the
University of North Carolina at Chapel Hill; and Macro International Inc.  Funding for these
organizations and for the studies was provided by the United States Agency for International
Development (USAID).  The Principal Investigators were Dr. Charles Katende, Research and
Evaluation Officer for the DISH Project, and Dr. Rodney Knight, Evaluation Specialist with the
MEASURE Evaluation Project.

Many individuals provided technical assistance to these studies. Dr. Amy Tsui, Director of the
MEASURE Evaluation Project, helped conceptualize the studies and provided technical advice
throughout the exercise.  Dr. Ann Blanc and Dr. Alfredo Aliaga of Macro International Inc.
provided technical advice on sampling and analysis.  Dr. Phil Bardsley of the MEASURE
Evaluation Project set up the data management system.  Dr. Ming Hung, independent consultant
with the Linkages Project, assisted with the design and analysis of nutrition questions for the
community survey.

Many thanks to the District Medical Officers and Local Council Chairmen who assisted with the
fieldwork; Mr. Bongs Lainjo, DISH Project Logistics and Information Systems Advisor, and Mr.
Moses Lubaale, research consultant, who supervised fieldwork; Ms. Edna Rugumayo and Ms.
Jarvis Bukirwa of the DISH Project who managed survey logistics; the interviewers who con-
ducted the fieldwork; the men and women and health personnel who agreed to be interviewed;
and all the organizations and individuals who made these studies possible.

Peter Savosnick
Chief of Party
Delivery of Improved Services for Health
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Executive Summary

This report presents findings from the 1997
Delivery of Improved Services for Health
(DISH) Evaluation Survey and where possi-
ble compares the status of reproductive
health services and individuals with those
measured in the 1995 Uganda Demographic
and Health Survey.  The DISH Evaluation
Survey gathered information from 1,967
women aged 15 to 49 years old, 900 men 15
to 54 years old, and 173 health facilities in
nine of the original ten districts of Uganda
served by the DISH project.  The survey
collected information required to assess the
reproductive health situation in these dis-
tricts and to increase the knowledge of the
effectiveness of DISH project activities.
These include the following:

♦ Training of service providers to provide
integrated reproductive health services

♦ Training and supervision of community
reproductive health workers (CRHW)

♦ Reproductive health information, educa-
tion, and communication (IEC) activities

♦ Training of health unit managers in
financial management and health man-
agement information systems to improve
management of health units

Following an introduction (Chapter 1), the
report covers the availability and quality of
services at the health facilities visited in
conjunction with the community survey
(Chapter 2), IEC effort and exposure
(Chapter 3), family planning (Chapter 4),
maternal and child health (Chapter 5), and
sexually transmitted diseases (STDs) and
HIV/AIDS (Chapter 6). The key findings of
this report follow.

Health Facilities

♦ Health centers and dispensaries are the
most common types of health facilities
in the sample.

♦ The government operates almost two-
thirds of health facilities in this
convenience sample, while non-
governmental organizations (NGOs)
operate almost 21% of the facilities.

♦ Family planning services, STD treat-
ment, antenatal care (ANC), and immu-
nizations are widely available in all of
these health facilities. Emergency obstet-
ric care is available in one-third of fa-
cilities, and HIV/AIDS testing is avail-
able in only about 15% of facilities.

♦ The proportion of these health facilities
offering family planning, STD treatment,
and HIV/AIDS counseling has more
than doubled since the inception of the
DISH project in 1994.  Other services
have not increased as substantially.

♦ Between 50% and 70% of health facili-
ties have DISH-trained staff providing
family planning, STD treatment, ANC,
and delivery services.

♦ Three kinds of contraceptives -- pills,
injectables, and condoms -- were con-
tinuously available in September 1997 in
approximately three-quarters of the fa-
cilities.  Other contraceptives were con-
tinuously available in smaller percent-
ages of facilities.

♦ Basic medical supplies, including iron
tablets, STD drugs, Oral Rehydration
Salts (ORS) packets, and malaria drugs,
were continuously available in over half
of the health facilities during September
of 1997.

♦ Three-quarters of facilities displayed the
Yellow Flower signboard, nearly two-
thirds had a DISH family planning
poster, and 40% displayed a DISH AIDS
poster.
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Information-Education-Communication
(IEC)

♦ Men are more likely to listen to the
radio, and to listen more frequently, than
are women, but the gap is narrowing as
listening frequency rises for both groups.

♦ In the Luganda-speaking regions outside
of Kampala, both men and women lis-
tened the most to Radio Uganda, fol-
lowed by CBS.

♦ Among urban dwellers, CBS was the
favorite radio station, while rural resi-
dents listened more to Radio Uganda.

♦ IEC messages reached far more men and
women via radio than other media.

♦ Roughly 40% of listeners were exposed
to the “Choices” radio program or to ra-
dio advertisements for the Protector
condom or Pilplan.

♦ Family planning and HIV messages
(DISH IEC activities concentrated on
these topics) reached somewhat more
men and women than did ANC messages
(a relatively new DISH activity).

Family Planning

♦ There was a marked increase in contra-
ception use for all men, all women, and
married men and women.

♦ DISH IEC efforts are strongly associated
with an increase in contraceptive use.

♦ The proportion of women not using
contraception that reported intending to
use modern contraception in the next 12
months substantially increased.

♦ There are significant associations be-
tween DISH IEC activities and inten-
tions to use modern contraception.

Maternal and Child Health

♦ First visits for antenatal care did not
usually take place until the fourth to
sixth month of pregnancy; no change
was apparent between 1995 and 1997.

♦ The percentage of women making five
or more visits for ANC declined between
the 1995 and 1997 surveys.

♦ Most women used nurse/midwives for
ANC, although the percentage of those
doing so fell during the period.

♦ Most women have knowledge of at least
one type of pregnancy complication, but
many obstetric complications are rela-
tively unknown.

♦ Most women received delivery care
from nurse/midwives.

♦ Births are about equally likely to occur
at health facilities and at home.  This
distribution did not change from 1995 to
1997.

♦ About one-third of women said that the
ideal length for exclusive breastfeeding
is four to five months; another quarter
reported six months.  Nearly 43% of
women with births in the past three years
exclusively breastfed their infant for at
least six months.

STD and HIV/AIDS

♦ Reporting of symptoms of STDs rose
during the period from 1995 to 1997.

♦ Knowledge of the health consequences
of untreated STDs was not widespread in
1997.

♦ During the period from 1995 to 1997,
knowledge of the use of abstinence and
condoms for HIV/AIDS prevention rose
substantially, but knowledge of other
measures remained constant or actually
fell.

♦ IEC activities seem to have led to wide-
spread knowledge of condom use as a
means of protecting against HIV/AIDS
infection.

♦ Condom use for avoidance of STDs or
HIV/AIDS rose significantly for both
men and women between 1995 and
1997.
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♦ About 13% of women and 16% of men
have been tested for HIV, and almost
two-thirds of those who have not been
tested expressed a desire to be tested.
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1. Introduction

Uganda is located in the Africa Great Lakes
region along the equator, in the heart of
sub-Saharan Africa.  It occupies 241,039
square kilometers and borders Congo Kin-
shasha in the west, Kenya in the east,
Rwanda in the southwest, Sudan in the
north, and Tanzania in the south.  This
country has great access to bodies of water
that include Lake Victoria and the River
Nile, among others.  The effects of high
altitude and vast bodies of water combine to
give this tropical country one of the best
climatic conditions in the world.

The population of Uganda, about 21 million,
consists of many tribes that belong to four
major ethnic groupings, namely the Bantu,
Nilotics, Nilo-Himitis, and people of
Sudanese origin.  Administratively, Uganda
is divided into 43 districts, which are further
subdivided into counties, subcounties,
parishes, and subparishes.  At each of these
administrative levels, there is a Local
Council (LC), an organization politically
and administratively in charge of an area.
The topmost council, at the district level, is
designated LC V while the lowest is LC I.

1.1 Demographic Profile

Uganda has a typical pre-fertility-transition
demographic regime, with a total fertility
rate of 6.9, an infant mortality rate of 100
deaths per 1000 live births, and life expec-
tancy of 40 years (largely because of the
AIDS epidemic). Although recent reports
suggest a declining trend, this country is still
among those sub-Saharan countries hardest
hit by the AIDS epidemic. HIV rates are as
high as 30% among women attending se-
lected antenatal clinics.  Despite this trou-
bling situation, Uganda has the highest
adolescent pregnancy rates in sub-Saharan
Africa. According to the 1995 Uganda
Demographic and Health Survey (UDHS)
only 7.8% of married women use a modern

contraception, even though 91.6% of women
report knowing about family planning.
With regard to maternal and child health,
many mothers seek antenatal care from a
trained person. Most women, however,
make their first antenatal care visit rather
late in the pregnancy, and many mothers do
not complete the recommended minimum of
three antenatal care visits. About a third of
all children in Uganda are stunted.

Financial and geographical accessibility
pose major constraints to health service use
in Uganda.  With an average per capita
income of Ushs 149,898 per annum (ap-
proximately 150 US dollars), many Ugan-
dans strain to afford their medical care bills.
Even when they can afford to pay, distance
and poor means of transport can hinder a
client’s access to health services, although
49% of the population live within a five-
kilometer radius of a health unit (Table 1.1).

Many health facilities, however, have no
doctor or medical assistant on staff, and are
operated by nurses and nurses’ aides.  In
many rural areas, the nurses are poorly
remunerated and the quality of services may
therefore be affected accordingly.

Until recently, availability of services
depended on the day of the week, as
different health services were offered on
each day. Furthermore, there were very
limited opportunities for clients attending
family planning clinics to get other services,
such as STD treatment.

Since 1989, the Uganda government has
made tremendous progress towards ad-
dressing national population and health,
including reproductive health issues.  In
1989, the government established a Popula-
tion Secretariat within the Ministry of Plan-
ning that coordinates all population policies
and programs in the country.  In 1994, with
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Table 1.1
Percentage Distribution of Survey Respondents by Age

          Women               Men

Age Group Percent Number Percent Number
15-19 22.4 379 21.2 191
20-24 24.5 416 18.3 165
25-29 17.9 303 19.6 176
30-34 13.3 225 13.1 117
35-39 11.4 193 10.0 90
40-44 6.0 101 8.0 72
45-49 4.6 78 4.6 41
50-54    NA NA 5.2 47

Total 100.0 1695 100.0 899

the guidance of this secretariat, Uganda
adopted its first population policy that em-
phasizes reproductive health.  Within this
institutional framework, the government has
commissioned numerous reproductive health
projects. These are implemented by various
organizations and most have adopted the
Cairo World Population Conference recom-
mendation to provide integrated reproduc-
tive health services.  Among these projects
is the Delivery of Improved Services for
Health (DISH) Project.

1.2 The DISH Project

The Ugandan Ministry of Health (MOH)
and the United States Agency for Interna-
tional Development (USAID) sponsor the
five-year DISH project.  The project began
in 1995, and is one of the biggest reproduc-
tive health projects in Uganda.  DISH oper-
ates in 12 out of the 43 districts in Uganda,
covering a total population of about four
million.

The DISH project aims to increase repro-
ductive service availability, improve the
quality of care of reproductive health serv-
ices, increase public knowledge, and change
attitudes and behavior so as to increase

service use.  The districts covered by the
project include Jinja, Kampala, Kamuli,
Kasese, Luwero, Masaka, Masindi, Mbarara,
Nakasongola, Ntungamo, Rakai, and Sem-
babule.  To achieve its objectives, the DISH
Project carries out the specific activities
listed below:

♦ Training of nurses and midwives to
equip them with skills needed for pro-
viding integrated reproductive health
services.  Integrated services, in this
case, refers to a scenario where one
service provider provides the whole
range of reproductive health services,
namely, family planning, maternal and
child health (MCH), and, STD and
HIV/AIDS, to a client who needs them
preferably during a single visit to a
health facility. Since 1995, DISH has
trained at least one service provider in
almost all the 600 health units with a
nurse or midwife in the DISH project
districts.  The project regularly super-
vises these service providers in collabo-
ration with the district authorities.
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♦ Supporting Community Reproductive
Health Workers (CRHWs), under con-
tractual arrangements with selected
community-based non-governmental or-
ganizations (NGOs). DISH trained and
continues to supervise 539 NGO Com-
munity Reproductive Health Workers in
selected areas.  These workers, through
family visits, provide integrated repro-
ductive health services at the community
level.

♦ Building capacity in Health Manage-
ment Information System (HMIS) and
Logistical Management Information
System (LMIS). The DISH project par-
ticipated in development of the HMIS
and the LMIS for the Ministry of Health,
helping all DISH project districts to
computerize, manage, and monitor these
systems. The DISH project compiles
data for project monitoring and evalua-
tion purposes from these systems. DISH
identified 80 facilities for collection of
project monitoring and evaluation data.
Staff at these facilities, referred to as
DISH Data Collection Points (DDCPs),
received special training from DISH in
recording and reporting data.

♦ Building capacity in financial manage-
ment, by training health unit managers.
This training focuses on fee-for-service
(FFS) schemes.  Four hospitals in the
Jinja, Masindi, Nakaseke, and Kiryan-
dongo districts have benefited from this
training.  In addition, 40 FFS trainers,
four per DISH district, have received
training.

♦ Information Education and Communi-
cation (IEC) activities. The project con-
ducts IEC campaigns to increase repro-
ductive health knowledge in target
groups and others that encourage posi-
tive reproductive health attitudes and
behaviors in the general public.  Two
campaigns, one to promote family plan-

ning and another for prevention of HIV
among youths, were completed between
1995 and 1997. MCH and STD cam-
paigns will occur between 1998 and
1999.

♦ Managing, monitoring, and evaluating
the project. The DISH project has a
monitoring and evaluating component as
well as a management unit.  The latter
manages the project while the former
collects the necessary information to as-
sess the progress and impact of project
activities.  The evaluation component of
DISH monitors a set of project indica-
tors.  A number of these are calculated
using data from the evaluation surveys.
So far, this component has conducted
one round of evaluation surveys, the
1997 DISH Evaluation surveys.

♦ Activities through other collaborating
agencies, through grants or work con-
tracts.  Under this arrangement, the
AIDS Information Center (AIC) and The
AIDS Support Organization (TASO)
carry out HIV testing and counseling;
the African Medical Research Founda-
tion (AMREF) trains medical assistants
in areas of STD syndromic management;
and the John Hopkins Program for Inter-
national Education in Reproductive
Health (JHPIEGO) trains pre-service
health service providers.  The Social
Marketing for a Change (SOMARC)
project carried out social marketing of
condoms and non-clinic based contra-
ceptive methods.

1.3 Evaluation Surveys

The objective of the DISH project evalua-
tion is to monitor the progress of DISH
activities and monitor changes in reproduc-
tive health behavior in DISH project dis-
tricts.  The design of the project evaluation
will enable analysts to assess the impact of
selected DISH interventions on reproductive
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health knowledge and behavior.  The focus
of this report is on the monitoring objective.

The design of the project evaluation in-
volves a series of surveys.  The 1995 UDHS
provides information on both DISH districts
and districts not covered by DISH.  The
timing and the sample of the 1995 UDHS
are such that the survey provides baseline
information on the population in DISH
districts as well as information on a com-
parison population outside of DISH districts.
A follow-on UDHS in 2001 will provide
updated information on the population in
DISH districts and the comparison popula-
tion.  In the interim, the DISH project is
conducting a survey of the population in
DISH districts.  The 1997 DISH Evaluation
Survey will be followed by a similar survey
in 1999.  Each DISH Evaluation Survey
consists of a DISH Community Survey
(DCS) of men and women of reproductive
age, and a DISH Facility Survey (DFS) of
selected health facilities.

The 1997 DISH Evaluation Survey gathered
information from 1,967 women aged 15 to
49 years, 900 men aged 15 to 54 years, and
173 health facilities in 9 of the original 10
districts of Uganda served by the DISH
project.  The survey collected information
on reproductive health status of individuals
and services in these districts.  Variation in
DISH activities across the 9 districts allows
for some data analysis on the effectiveness
of project activities. Further detail about the
design and sample of 1997 DISH Evaluation
Survey is provided in Appendix A.  Ques-
tionnaires are included in Appendix B.

1.4 Age Distribution of Respondents

Table 1.1 summarizes the surveyed popula-
tion by five-year age groups.  Women 15 to
49 were interviewed, while men aged 15 to
54 were interviewed.  Respondents tended to
be youthful, women more so than men.  The
addition of the 50 to 54 year-old age group
spreads out the age distribution for men.

Almost half of the women and 40% of men
were between 15 and 24 years old. Only
11% of women were age 40 to 49 and 10%
of men were age 45 to 54.

1.5 Background Characteristics of
Respondents

Table 1.2 presents characteristics of survey
respondents in terms of where they live,
marital and educational status and work.

This table groups the DISH districts into
five areas to ensure sufficient numbers of
cases to give reliable estimates for the re-
sults.  Kampala is kept separate, and each of
the other areas consists of two contiguous
districts.  Many of the respondents live in
one of the two southern DISH areas,
Mbarara/Ntungamo and Masaka/Rakai
(47%of the women and 44% of the men).
Respondents generally live in rural areas
(65% of women and men).  In other words,
35% of respondents reside in urban areas.

Education is grouped into three categories in
this report: no education, primary and sec-
ondary plus.  Respondents with no formal
education are in the no education category.
Those with one to seven years of schooling
are included in the primary education cate-
gory.  Anyone who has more than seven
years of schooling is included in the secon-
dary plus category.

Men fare better than women in terms of
education.  A higher percentage of men have
secondary education or better and a lower
percentage have no education at all.  While
30% of men have secondary or more educa-
tion, only 22% of women have this level of
education.  Even for primary education
women have a lower percentage (54%) than
men (56%).  Almost twice as many women
(25%) have no education compared to men
(14%). A higher percentage of men (33%)
than women (18%) in the DISH sample have
never been married.  The higher percentage
of men being unmarried suggests a higher



Introduction   5

age of marriage for men compared to
women.  A higher percentage of women
have higher levels of divorce and separation
(15% for women compared to 9% for men);
the higher percentage of women married
(67%) compared to men (59%) supports this
conclusion. The occupational or em-
ployment status of DISH respondents pres-

ents some interesting distinctions between
men and women.  Despite their relatively
educated backgrounds, 58% of women do
not work for pay.  On the other hand, 18%
of men do not work for pay.  In other words,
82% of men have paying jobs, compared to
42% of the women.

Table 1.2
Percentage Distribution of Respondents by Residence, DISH Area,

Education, Marital Status, and Work

Women MenBackground
Characteristic Percent Number Percent Number

Residence
Urban 34.7 589 35.4 319
Rural 65.3 1108 64.6 581

Total 100.0 1697 100.0 900

DISH Area
Mbarara/Ntungamo 21.1 358 22.0 198
Masaka/Rakai 25.4 431 21.7 195
Luwero/Masindi 13.7 233 14.5 130
Kamuli/Jinja 15.3 260 15.9 143
Kampala 24.5 416 25.9 233

Total 100.0 1697 100.0 900

Education
No Education 24.6 417 13.9 125
Primary 53.6 910 55.8 502
Secondary+ 21.8 370 30.3 272

Total 100.0 1697 100.0 900

Marital Status
Never Married 17.6 299 32.7 294
Currently in Union 67.4 1144 58.6 526
Formerly in Union 15.0 254 8.7 78

Total 100.0 1697 100.0 898

Occupation
Admin/Professional 3.5 58 8.3 75
Clerical/Sales 8.1 136 9.7 88
Agricultural 12.1 204 31.7 286
Other Skilled 5.4 92 10.1 91
Other Unskilled 13.0 220 22.1 199
Not Working for 58.0 978 18.0 162

Total 100.0 1687 100.0 900
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Despite having only a limited advantage in
secondary and higher education, twice as
many men hold jobs in administrative or
professional fields, as do women.  Eight
percent of men hold administrative or pro-
fessional jobs, while only 4% of women
have such occupations.

Agriculture and unskilled jobs are the high-
est categories for men and women, although
the ranking is reversed for the sexes.  Un-
skilled labor ranks highest for women
(13%), followed by agricultural work (12%).
The highest percentage of men work for pay
in agriculture (32%), with the second high-
est proportion in unskilled jobs (22%).
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2.  Health Facilities

2.1 Summary

To understand the health behavior of indi-
viduals, information is required on the avail-
ability of health services.  Such information
enables researchers to analyze and evaluate
health services, and allows program manag-
ers to make appropriate decisions about
future activities and related allocations of
resources.  Toward these goals of under-
standing and action, the 1997 DISH Facility
Survey gathered data from 173 health facili-
ties in all DISH districts except Kasese.
Appendix A details the selection of those
facilities.  The findings from this facility
survey show that

♦ Health centers and dispensaries are the
most common types of health facilities
included in the sample.

♦ The government of Uganda operates
almost two-thirds of the health facilities
in this convenience sample, while NGOs
operate almost 21% of the facilities.

♦ Family planning services, STD treat-
ment, antenatal care, and immunizations
are all widely available in these health
facilities. Emergency obstetric care is
available in one-third of the facilities,
and HIV/AIDS testing is offered in only
about 15% of the facilities.

♦ The proportion of health facilities that
offer family planning, STD treatment,
and HIV/AIDS counseling has more
than doubled since the inception of the
DISH project in 1994.  Other services
have not increased as substantially.

♦ Between 50 and 70% of the health fa-
cilities have DISH-trained staff who are
providing family planning, STD treat-
ment, antenatal care (ANC), and delivery
services.

♦ Three types of contraceptives -- pills,
injectables, and condoms -- were con-
tinuously available during September
1997 in around three-quarters of these
facilities.  Other contraceptives were
continuously available in only small per-
centages of the facilities.

♦ Basic medical supplies, including iron
tablets, STD drugs, Oral Rehydration
Salts (ORS) packets, and malaria drugs,
were continuously available in over half
of the health facilities during September
of 1997.

♦ Three-quarters of facilities displayed the
Yellow Flower family planning sign-
board; nearly two-thirds displayed a
DISH family planning poster, and 40%
showed a DISH AIDS poster.

2.2 DISH Activities Related to
Health Facilities

DISH activities are designed to increase
availability and improve quality of repro-
ductive health services, to increase public
knowledge, and to change attitudes and
behavior such that there is increased service
utilization.  Project activities include train-
ing programs for nurses and midwives,
support for CRHWs, building capacity in the
HMIS and LMIS, building capacity in fi-
nancial management, implementation of IEC
activities, and management, monitoring and
evaluation of the project. The DISH project
is not specifically trying to increase the
number of health facilities or to change their
basic characteristics; therefore, data on the
number and kind of health facilities do not
reflect DISH activities per se, but rather
provide information about the setting within
which DISH activities are taking place.
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2.3 General Characteristics of
Health

The health facilities in the DISH districts of
Uganda fall into one of five major catego-
ries. The DISH facility survey included a
high proportion of health centers (26% of
facilities) and dispensaries (23.7%) among
the 173 in the sample (Figure 2.1).  Least
represented were hospitals, with only 12.7%
of the total number of health facilities.
Dispensaries with maternity units (DMUs)
and clinics of various types were between 15
and 20% of the total number. The “other”
category includes a few specialized facili-
ties, such as vaccination centers. (It should
be noted that the sample design focused on
primary facilities providing health services.
Not included were small private clinics,
pharmacies, and drug shops.)
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Figure 2.1: Percentage Distribution of Health Facilities 
by Facility Type in DISH Districts Excluding Kasese

Three main authorities operate these health
facilities.  Almost two-thirds of the facilities
are operated by the government and NGOs
operate almost 21% (Figure 2.2).  The data
show that private clinics account for almost
15% of the sample.

2.4 Services Provided at Health
Facilities

The services that health facilities provide are
considered from two angles: currently avail-
able services and the year when each type of
service started.  The former gives a picture
of the current situation and highlights where
expansion may be needed or desirable.  The
latter gives a picture of the way that the
current system has evolved and the types of
services that have been expanding most
rapidly in the DISH era.
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Figure 2.2: Percentage Distribution of Health 
Facilities by Operating Authority

Not all of these health facilities provide a
full range of services.  Commonly provided
services include family planning, STD
treatment, ANC, and immunizations.  All of
these are available in more than four-fifths
of the facilities (Figures 2.3 and 2.4).
Slightly less common are delivery services,
post-natal care, and HIV/AIDS counseling.
Emergency obstetric care is available in only
one-third of facilities; women in need of
such care are referred to hospitals when
possible.  HIV/AIDS testing is available in
only about 15% of the facilities and HIV
clients are usually referred to hospitals for
testing.
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Figure 2.5. Percentage of Health Facilities Providing Services
by Year the Service Started (DISH Districts, excluding Kasese)
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Figure 2.3: Percentage of Health Facilities 
Providing Family Planning and STI Services
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Figure 2.4: Percentage of Health Facilities 
Providing Maternal and Child Health Services

The DISH Project began in 1994.  Since that
time, family planning, STD treatment and
HIV/AIDS counseling services have experi-
enced major increases in availability, as
shown in Figure 2.5, although absolute
numbers of facilities offering HIV/AIDS
counseling are still somewhat below those
for family planning and STD treatment.  The
increase in service provision for these areas
is likely due to DISH intervention.  Since
DISH began, the percentage of facilities
offering HIV testing has more than doubled,
but it is still available in only a small per-
centage of facilities.

Other services do not show the same effects
from DISH activities, and their availability
has not shown similarly pronounced in-
creases over recent years. In fact, the pro-
portions of facilities offering immunizations
and delivery services begun in 1993-1997
were lower than the proportions of these
services begun in 1990-1993. However,
these services were already well established
before DISH began.  Seventy percent of all
facilities offered immunizations and 59%
offered delivery services prior to 1994.
ANC was also well established before DISH
began, with more than 62% of facilities
offering it prior to 1994.  The spread of
emergency obstetric services has been
steady, but slow.

The picture of availability of services in
1997 differs greatly from the array of serv-
ices widely available before 1980.  Before
1980, most services provided at these facili-
ties were those related to maternity, i.e.,
delivery services, ANC, immunization, and
some emergency obstetric care.  Family
planning and STD treatment were less
widely available, and no HIV/AIDS services
were available.
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2.5 DISH Training of Health Facility
Staff

One way to assess the impact of DISH
activities on health facilities is to examine
how many facilities actually have DISH-
trained staff members providing various
services.  Overall, staff members trained by
DISH are found in 77% of the facilities in
the survey. Between 50 and 70% of these
health facilities have DISH-trained staff
providing family planning, STD treatment,
ANC, and delivery services (Figures 2.6 and
2.7). Unfortunately, there is a shortage of
qualified candidates for training at the mo-
ment and it is unlikely that these numbers
will rise substantially in the near future.
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Figure 2.6: Percentage of Health Facilities 
with at Least One DISH-Trained Staff Member

for Family Planning and STI Services

Somewhat fewer than half of the facilities
have DISH-trained staff who provide
HIV/AIDS counseling, and only small
percentages of facilities have DISH-trained
staff members in the areas of emergency
obstetric services or HIV/AIDS testing.
Although the DISH training component
includes HIV/AIDS counseling, DISH does
not train staff in testing or establishing HIV
testing units. (AIC, in collaboration with the
District Health Service Offices, or DMO,
performs these activities.) Progress in these
areas will continue to be monitored by DISH
training staff.
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Figure 2.7: Percentage of Health Facilities 
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2.6 Availability of Medical Supplies
at Health Facilities

An important aspect of health services
provision is the availability of family plan-
ning and medical supplies. DISH survey
data allow a look at the percentage of health
facilities that had certain items and proce-
dures continuously available during the
month of September 1997. Those facilities
that did not have a particular item available
either did not offer the relevant type of
service or experienced a stockout during at
least part of the month.

Of seven kinds of family planning services
offered by health facilities, three kinds of
contraceptives -- pills, injectables, and
condoms -- were continuously available
during September 1997 in around three-
quarters of the facilities (Figure 2.8).  Avail-
ability of other contraceptive methods was
much less widespread: IUDs, female and
male sterilization, and Norplant were avail-
able in less than 20% of the facilities.
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Figure 2.8: Percentage of Health Facilities
with Supplies Needed to Deliver FP Services 

Continously Available During September 1997 by 
Type of Contraception

The DISH survey also collected information
on availability of certain medical supplies.
ORS packets were available in almost 80%
of health facilities, iron tablets and malaria
drugs in around 70% of facilities, and STD
drugs were available in 57% of the health
facilities (Figure 2.9).
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Figure 2.9: Percentage of Health Facilities with 
Medical Supplies

for Specific Health Services 
Continously Available 

2.7 Availability of IEC Materials at
Health Facilities

DISH survey data also allow a look at the
percentage of facilities with IEC materials
readily available, specifically those materi-
als provided by the DISH project.  The
extent to which health facilities report the
presence of these materials is one measure
of institutional commitment to promotion of

the availability of family planning and other
reproductive services.  The DISH Facility
Survey assessed whether the following were
displayed in plain view: a facility signpost, a
Yellow Flower signboard, a reproductive
health signboard, a DISH family planning
poster, and a DISH Safe-Sex/AIDS poster.
It also recorded whether or not the Yellow
Flower and reproductive health signboards
were visible from the road and noted
whether or not service providers were
wearing Yellow Flower family planning
badges.  Figure 2.10 shows the relative
availability of these materials at the facili-
ties.

The Yellow Flower family planning sign-
board was visible in just over three-quarters
of the health facilities and the DISH family
planning posters were found in nearly two-
thirds of them.  DISH Safe-Sex/AIDS post-
ers were found in two fifths of the facilities.
For almost as many facilities, the Yellow
Flower signboard was visible from the road.
In only 13% of the facilities were providers
seen wearing Yellow Flower badges.
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3. Information, Education and Communication

3.1 Summary

It is important for those planning and evalu-
ating IEC activities to know which groups of
people are reached by which kinds of mes-
sages through which channels.  The DISH
survey asked about radio listening habits
(frequency and station) and about exposure
to various IEC messages via the different
media.

Key findings include the following:

♦ Men are more likely to listen to the radio
than are women, and they are more
likely to listen more frequently, but that
gap has been narrowing as listening fre-
quency is rising for both groups.

♦ In the Luganda-speaking regions outside
the city of Kampala, both men and
women listened mostly to Radio
Uganda, followed by CBS.

♦ Among urban dwellers, CBS was the
favorite radio station, while rural resi-
dents listened more to Radio Uganda.

♦ IEC messages reached far more men and
women via radio than via other media.

♦ Roughly 40% of listeners were exposed
to the “Choices” radio program or to ra-
dio advertisements for either the Pro-
tector condom or Pilplan.

♦ Messages on family planning and HIV,
areas where DISH IEC activities were
concentrated, reached men and women
somewhat more than IEC messages on
antenatal care, a relatively new area of
IEC effort for the DISH project.

3.2 DISH Activities for IEC

During the period from November 1995 to
August 1997, DISH IEC efforts consisted of
two major campaigns.  One campaign fo-
cussed on HIV/AIDS prevention among
young people aged 15 to 19 years old and
advocated condom use and delayed initia-
tion of sexual intercourse.   The other dis-
semination effort concentrated on family
planning and promoted the use of contra-
ceptive services for married couples.  In
addition, the DISH project undertook some
IEC activities on antenatal care. DISH plans
future IEC interventions on other reproduc-
tive health issues, including integrated
health services, MCH, HIV counseling and
testing, and STD treatments, but these ac-
tivities were not underway at the time of the
1997 survey.

DISH IEC activities for family planning
included the use of radio, print, and interper-
sonal communications to disseminate mes-
sages dealing with the safety and effective-
ness of family planning methods. All
activities directed couples to health facilities
displaying the Yellow Flower logo for
family planning services.  Jingles and radio
messages were broadcast in three languages
on all major radio stations between August
1996 and September 1997.  Newsletters and
leaflets were distributed through many
different channels.  A weekly half-hour
radio program, “Choices,” began in three
languages in November 1996 and was still
on the air at the time of the 1997 survey.
Flipcharts, posters, and penis models for
condom demonstrations were distributed to
health facilities.

The Safer Sex (or AIDS) campaign for
youth included two music contests
encouraging safer sex through condom use
and delayed sexual debut among 15- to 19-
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year-olds in the DISH districts.  Other IEC
initiatives in this area included two special
issues of the Straight Talk newsletter for
youth, radio spots and jingles, and a weekly
half-hour “Straight Talk” radio program
(also broadcast in three languages). Touring
quiz contests, local rallies, and posters also
spread the Safer Sex message. The DISH
project also released a music tape entitled
Hits for Hope, which included the campaign
theme song, “Ray of Hope.”

In addition to DISH, several organizations
disseminated IEC messages promoting HIV
and STD prevention during the same time
period including Straight Talk and the AIDS
Control Program sponsored by the MOH.
The AIDS Information Center, the AIDS
Support Organization, the Medical Research
Council in Masaka, and the Rakai Project in
Rakai all undertook HIV prevention IEC
activities. A social marketing group,
SOMARC, used print and radio ads for
Pilplan contraceptive pills and Protector
condoms, and Marie Stopes broadcast some
family planning radio messages. Only the
DISH Project and Straight Talk, however,
produced IEC materials targeted specifically
at youth in the DISH districts between 1995
and 1997.

3.3 Radio Listening Habits

It is important to know which groups of
people are more, or less, likely to be reached
by IEC interventions on radio.  Both UDHS
and DISH surveys asked about the fre-
quency of listening to the radio; DISH spe-
cifically asked about the stations respon-
dents played most often.

3.3.1 Frequency of Listening to the Radio

Data from the 1995 UDHS and the 1997
DISH surveys allow a comparison of the
frequency with which men and women listen
to the radio and provide a picture of changes
in listening habits over the period.

In 1997, more than 80% of men and almost
three-quarters of women said they listened
to the radio at least once a week, increasing
more for women than men from the 1995
survey results (Figures 3.1 and 3.2).  Men
were more frequent listeners than women in
both periods and all categories. More than
two-thirds of the men in 1997 said that they
listened to the radio every day. The percent-
age of women who virtually never listened
to the radio is almost double that of men for
both periods.
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Figure 3.2: Percentage Distribution of Frequency 
that Men Listen to the Radio

From 1995 to 1997, frequency of radio
listening went up substantially for both men
and women.  The percentage of women who
virtually never listened to the radio fell by
more than half, while it fell almost half for
men.  The percentages of men and women
who listened every day, once a week, and
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once a month or less, all rose. Increases in
every category were greater for women, so
that their levels of listening are drawing
closer to those of men.  For women, all of
the changes from 1995 to 1997 were statisti-
cally significant.  For men, only the increase
in everyday listening and the decrease in
virtually never listening were statistically
significant.

3.3.2 Radio Stations Listened to Most

It is important to know the radio stations that
men and women listen to most so that IEC
messages can be placed where they will
have the most impact.  Data are presented on
the results for five major radio stations in
Figure 3.3.  Radio Uganda is a short-wave
station operated by the government. CBS is
an FM station operated by the Kingdom of
Buganda and broadcasts mainly in the
Luganda language.  Capital Radio is a pri-
vate FM station that broadcasts mostly in
English.  The Voice of Toro is a private FM
station that broadcasts in Western Ugandan
languages.  Sanyu is an FM station that
broadcasts mainly in English, reaching
Central and Eastern Uganda.
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Figure 3.3: Percentage Distribution of Radio 
Stations  Listened to Most for Respondents Who

 Listen to the Radio 

Among those Ugandans who listened to the
radio, Radio Uganda was the most fre-
quently mentioned station in the sample.
More than 40% of both men and women
said they listened to Radio Uganda the most,
with slightly more women than men favor-
ing this station. In Kampala, however, a
higher percentage of men and women sur-
veyed listened the most to Capital Radio,
and in Ntungamo and Mbarara, Voice of
Toro was the preferred station of most sur-
vey respondents. These variations roughly
follow the radio broadcast languages in
correspondence with the geographic distri-
bution of languages and cultures across
DISH districts.  More than a third of men
and women overall, with slightly more men,
listened to CBS most.  No other radio station
was listened to most by more than 9% of
either men or women overall.
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Figure 3.4: Percentage of Women Who Listen Most to 
Radio Uganda and CBS by Residence and Education 

There were major differences in listenership
for the two most important radio stations.
Among urban men and women, CBS was
the favorite, with more than three times as
many women and more than twice as many
men listening to CBS as to Radio Uganda
(Figures 3.4 and 3.5).  Capital Radio is also
a popular station in Kampala.
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In rural areas, the pattern was reversed:
more than twice as many rural women and
half as many rural men listened to Radio
Uganda as to CBS.
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Figure 3.5: Percentage of Men Who Listen Most to Radio 
Uganda and CBS by Residence and Education 

Differences by level of education are even
more marked.  Among men and women with
no education, Radio Uganda was listened to
by 70% or more of the population, while
less than 20% of this group listened to CBS.
Among those with a primary school educa-
tion, percentages are more balanced, with
Radio Uganda having a slight edge.  Among
those respondents with at least a secondary
education, the differential was reversed.
Among women, almost three times as many
women listened to CBS as to Radio Uganda.
The difference for men in this comparison
was in the same direction as for women, but
much smaller.

It should be noted that these results do not
fully capture radio listenership because the
DISH survey only collected data regarding
the single radio station that a respondent
listened to most frequently.  Many individu-
als undoubtedly listen to more than one
station, but there are no data on this wider
range.

3.4 Exposure to IEC Messages

The most important media for IEC messages
in Uganda are radio, television, newspapers
and magazines, posters, and leaflets, and
interpersonal communication.  Prior to the
time of the 1997 survey, the DISH Project
produced IEC messages on family planning,
HIV/AIDS, and antenatal care for all of
these media. To determine the relative im-
portance of media outlets and messages,
respondents were asked whether or not they
had heard about family planning, antenatal
care, and sexually transmitted infections via
any media during the six months prior to the
interview.

3.4.1 Family Planning IEC

For family planning, DISH produced and
distributed posters, newsletters in the news-
papers, leaflets, and radio spots and pro-
grams. Posters and leaflets were distributed
primarily to health facilities. All materials
advised people to visit health facilities with
the Yellow Flower logo for family planning
(FP) information and services. Figures 3.6
and 3.7 show the percentages of women and
men who were exposed to family planning
IEC messages via the different media during
the six months before the survey.
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Figure 3.7: Percentage of Men Exposed to Family Planning 
IEC Messages  in the Last 6 Months via Various Media 

IEC family planning messages are delivered
on the radio via a variety of programs and
advertisements.  As might be expected from
data on listening to the radio, most men and
women received family planning messages
via radio, and a higher percentage of men
than women was reached by this media. The
same sex differential held true for all other
information channels as well.  However,
increases in exposure between 1995 and
1997 were greater for women, meaning that
the gender gap grew smaller.  All changes
for women, except for television, were
statistically significant.  The percentage of
men receiving family planning messages
actually declined for all media except radio
(although the changes were not statistically
significant).

Exposure to four different types of radio
programs and advertisements was relatively
uniform (Figure 3.8).  Around 40% of men
and women had been exposed to the DISH-
sponsored “Choices” radio program, and the
SOMARC Pilplan advertisements.  Slightly
fewer men and substantially fewer women
reported having heard SOMARC Protector
condom ads, while slightly more women and
substantially more men had heard messages
about family planning services. “Choices”
aired on Radio Uganda, which, based on the
results for radio listening, indicates that it

was more likely to reach the rural, least-
educated population.

A substantial proportion of survey respon-
dents recognized the Yellow Flower logo.
The DISH project advised individuals in
need of family planning information and
services to visit health facilities with this
symbol.  Almost 60% of men and 54.5% of
women had seen or heard about the logo.
Three-quarters of men or women in urban
areas or in Kampala recognized it.  About
55% of men in other districts recognized the
logo, while for women in the district, per-
centages ranged from 37% to 61%.  About
the same proportion of men and women
without education (26% - 29%) knew about
the logo, as compared to 84% - 85% of men
or women with a secondary level of educa-
tion.
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3.4.2 Antenatal Care IEC

As with the family planning messages, radio
was the major source of antenatal care mes-
sages. Somewhat smaller percentages of
both men and women were reached by ANC
messages, regardless of media, than by
family planning messages (Figure 3.9).  This
can be attributed at least partly to the fact
that implementation of DISH IEC activities
related to ANC began too late to affect the
results of the 1997 DISH survey, while
family planning messages had been broad-
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cast for over a year prior to the survey.
(Exposure to ANC messages was also lower
than exposure to HIV messages, as seen
below, for the same reason.)

ANC IEC usually reached more men than
women.  With regard to radio, this is again
probably related to the greater percentages
of men who listened to the radio.  The dif-
ferences for the different media are not
always great and there was a very small
difference in favor of women with regard to
television.

3.4.3 Sexually Transmitted Infections (STIs)
IEC

Materials produced for the HIV prevention
campaign include posters, newsletters dis-
tributed in newspapers, a weekly radio
program (“Straight Talk”), radio jingles, and
radio spots.  Patterns of exposure to IEC
messages on HIV and STIs are similar to
those for ANC.  The messages reached more
men than women, probably because of
differential use of the various media that
transmit this IEC (figure 3.10).  As is true
for the other kinds of IEC content, radios are
the source of IEC STI messages, far more so
than other media sources for both men and
women.
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4. Family Planning

4.1 Summary

The DISH Project has carried out numerous
activities related to family planning since the
inception of the project.  The increases in
recent years in contraceptive use and in
intention to use family planning reflect the
strong impact of those activities.  During the
period between the UDHS in 1995 and the
1997 DISH Evaluation Survey, changes
related to family planning in DISH areas
include the following:

♦ There was a marked increase in the use
of contraception for all men, all women,
married men, and married women.

♦ The increase in contraceptive use is
associated strongly with DISH IEC ac-
tivities.

♦ The proportion of women not using
contraception who reported intending to
use modern contraception in the next 12
months substantially increased.

♦ There are significant associations be-
tween DISH IEC activities and inten-
tions to use modern contraception.

4.2 DISH Family Planning Activities

The DISH Project aims to increase use of
modern family planning and demand for
services by increasing knowledge of family
planning and availability of services, and by
improving the quality of those services.
Demand for services is increased through
IEC campaigns and counseling by nurses
and midwives at health facilities.  Supplies
are made more available and the quality of
services is improved through training and
supervising nurses and midwives in inte-
grated reproductive health.

4.3 Use of Modern Contraception

One of the objectives of DISH Project ac-
tivities is to increase use of modern contra-
ception.  Survey data show that substantial
changes in the use of modern contraception
occurred during the period 1995 to 1997.
These changes happened for both women
and men across DISH districts and for the
three major short-term contraceptive meth-
ods that were provided: pill, injectables and
condoms.  Adoption of long-term methods
(IUD, Norplant and sterilization) appears to
have reached a plateau.

4.3.1 Trends in Use of Contraception

Current use of modern contraception in-
creased rapidly in the two years between the
DHS and the DISH Evaluation Survey.
Figure 4.1 summarizes the changes for all
women, all men, and married women and
men.  About the same percentage of all men
and married men used modern contraception
in 1995.  By 1997, more change in contra-
ceptive use had occurred for married men
than for all men as a group.  Women follow
a similar pattern, although at a lower overall
level of contraceptive use.  The increase in
contraceptive use is statistically significant
for all categories.
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Table 4.1: Percentage of Respondents
Currently Using Modern Contraception by DISH District

All Women Married Women All Men Married MenDISH District

1995 1997 1995 1997 1995 1997 1995 1997

Jinja 12.4 28.8 14.0 27.9 5.4 33.4 6.7 42.8
Kampala 26.8 40.2 34.9 48.5 32.3 37.0 37.2 43.4
Kamuli 6.3 9.8 5.6 11.0 7.7 17.5 9.5 25.1
Luwero 11.5 8.4 9.4 10.1 11.7 15.7 14.6 18.9
Masindi 7.9 17.5 9.2 21.1 9.5 6.9 7.1 7.3
Masaka 7.7 9.9 5.3 10.3 8.8 19.6 8.8 26.2
Mbarara 5.1 9.2 6.1 10.2 4.0 14.3 5.5 13.7
Ntungamo* n/a 5.3 n/a 7.9 n/a 13.5 n/a 19.2
Rakai 7.3 11.4 6.2 10.7 12.5 16.2 8.3 10.4

Total 12.6 18.6 13.3 19.7 14.2 22.5 14.5 26.2
*Ntungamo only appears for 1997 because it was part of Mbarara in 1995. Values for Mbarara in 1997 do not include Ntungamo.

The culture of those living in Kampala is
more urban and Western than the lifestyle of
those living in other parts of Uganda.  This
raises a question of whether or not general
societal changes and modernization occur-
ring in Kampala might have driven the
changes in overall contraceptive use.  If this
were true, the argument that DISH activities
had a major influence on increasing contra-
ceptive use would be weakened.  While
DISH did carry out activities in Kampala,
other political, social, and economic changes
in that city could be argued to have had a
strong influence on increased use of contra-
ception.
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The results shown in Figure 4.2, seem to
refute this notion, at least in part. Data
comparison certainly shows higher levels of
contraceptive use when Kampala is in-
cluded; however, substantial increases in
contraceptive use can also be seen in the
results when Kampala is excluded.  All of
these increases in contraceptive use for
DISH districts (excluding Kampala) are
statistically significant.

Table 4.1 shows a general rise in contracep-
tive use for all districts.  The most dramatic
increases are seen in Jinja, and these in-
creases are statistically significant.  Statisti-
cally significant increases also occurred for
all women, married women in Kampala, all
men, and married men in Masaka and
Mbarara.  (Although the increases for all
women and married women in Masindi
appear large, neither of those increases is
statistically significant due to the small
sample sizes.)  Declines in contraceptive use
occurred for all women in Luwero and all
men in Masindi.  Neither of these declines is
statistically significant.  Contraceptive use
for married women in Luwero and married
men in Masindi remained about the same
over time. Ntungamo only appears for 1997
because it was part of Mbarara in 1995.
Values for Mbarara in 1997 do not include
Ntungamo.
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4.3.2 Contraceptive Method Mix

One aspect of the observed increase in
modern contraceptive use worth noting is
the substantial increase reported in the use
of the three short-term methods: pill, in-
jectables and condoms.  Figures 4.3 and 4.4
present these results for women and men.
While substantial absolute increases in use
of short-term methods are seen, use of long-
term methods (IUD, Norplant and Steriliza-
tion) remained about the same, with only
small absolute increases or decreases in use.
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Across all three short-term methods, women
reported substantial increases in use from

1995 to 1997.  The increases are statistically
significant for injectables and condoms, but
not for the pill.  Men’s reported use of each
of the three short-term methods also rose,
with the percentage of men reporting their
partner’s use of birth control pills more than
doubling. This change is statistically signifi-
cant.  The reported rate in 1995 was quite
low, however, so the 1997 increase brings
the absolute rate just above the rate reported
by women.

Men reported more use of injectable contra-
ceptives from 1995 to 1997, although the
change was not statistically significant.  The
usage rate reported by men is much lower
than the rate reported by women, implying
that some men may not be aware when their
wives use this method.  Men also reported
lower levels of long-term methods than did
women as well as a decline from 1995 to
1997 in IUD/implant use.  These are also
possibly due to a lack of knowledge of their
wives’ use of these methods.  Men reported
the highest level of use for condoms in
1997, more than double the 1997 use rate
reported by women; the increase in male
reporting of condom use from 1995 is sta-
tistically significant.  Men may be reporting
use of condoms in external relationships of
which their wives may be unaware, or
women may underreport condom use in
general because it is considered a male
contraceptive method.

4.4 Factors Affecting Current Use of
Contraception

What factors or elements of DISH activities
are affecting which aspects of modern con-
traceptive use, and for whom, in the DISH
districts of Uganda?  While the increase in
provision of family planning at health facili-
ties, resulting from DISH training programs,
has led to increased use only in women, a
variety of DISH IEC activities have influ-
enced family planning behavior in both
women and men.



Family Planning 21

4.4.1 Training and Provision of Family
Planning Services at Health Facilities

Greater availability of services is expected
to increase the use of modern contraception.
Chapter 2 reported a relationship between
the inception of DISH project activities and
increased availability of family planning
services. In Figure 4.5, the availability of
family planning services, increasing from
1995 to 1997,  is associated with a higher
level of use of modern contraception for
women. Although the association between
access to family planning and contraceptive
use for women lacks statistical significance,
DISH training may have increased the use of
modern contraception among women
through its expansion of availability in
family planning services.

The increased availability of family
planning is associated with a lower level of
use of modern contraceptive methods in men
(Figure 4.5).  The absolute drop is small,
and the relative association is not
statistically significant. DISH training and
IEC activities have tended to focus on health
facilities, and health facilities tend to focus
on women and children, so the effects could
be expected to be less, or less discernible at
least, in men. Men tend to obtain family
planning from other sources, in particular
they buy condoms from pharmacies, drug
shops, or other outlets instead of health
facilities.  Because condoms are the main
method reported by men, it is not surprising
that the provision of family planning at
health facilities would have less effect on
reported contraceptive use for men.

4.4.2 IEC Activities

As described in Chapter 3, the DISH project
carried out a variety of IEC activities related
to family planning. Analysis of selected
DISH IEC materials reveals strong associa-
tions between these activities and higher
levels of contraceptive use.  In Figure 4.6
and 4.7, exposure to various IEC radio
programs or messages is related to higher
levels of contraceptive use among both
women and men.  Women and men who
listened to “Choices,” a weekly radio pro-
gram, reported higher levels of contraceptive
use than those who did not listen to this
program.  Those who reported hearing
advertisements for the Protector condom
showed higher levels of use than did those
who reported that they did not hear the
advertisements.  Likewise, a higher percent-
age of those who heard advertisements for
family planning services and those who
heard advertisements for the socially-
marketed oral contraceptive, Pilplan, re-
ported higher contraceptive use than those
who did not hear the advertisements.  Except
for women listening to “Choices,” each of
these associations between exposure to IEC
messages and contraceptive use is statisti-
cally significant.
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Review of these very encouraging results for
IEC requires a cautionary statement regard-
ing the association of hearing messages on
the radio to contraceptive use. Listening to
family planning messages on the radio, or
remembering and reporting having heard
these messages, is likely to increase after an
individual adopts the use of a modern con-
traception method. In other words, these
data cannot definitively show whether an
IEC message led to family planning use, or
family planning use led to listening to an
IEC message.

Other IEC activities are strongly associated
with contraceptive use.  Figure 4.8 shows
that women and men who know of the
Yellow Flower logo as a symbol for family
planning tend to use contraception at a much
higher rate than those who do not know of
this symbol.  This figure also shows that
those who report that they have seen a fam-
ily planning poster have higher levels of use
of family planning.  These results for the
Yellow Flower symbol and the family plan-
ning poster are statistically significant.

Figure 4.9 shows that women and men are
more likely to use contraception if they live
in areas where the most-used health facility
displays a family planning signboard.  The
signboard informs clients that family plan-
ning services are available at the clinic and
encourages people to come to this clinic for
these services.  The result for women is
statistically significant, but the result for
men is not.  The lack of significance for men
is consistent with the earlier statement that
men in general do not go to health facilities
for family planning services, notwithstand-
ing that some use reported by men is for
partners who may go to such clinics for their
family planning needs.
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As with the earlier results for IEC, it is not
clear whether the IEC exposure or contra-
ceptive use came first.  While it is possible
that awareness of the Yellow Flower symbol
contributed to the use of contraception, it is
also possible that individuals become aware
of the Yellow Flower symbol when they go
to a health facility for family planning.
Likewise, posters and signboards may en-
courage individuals to use contraception, but
it is also possible that individuals only see or
notice the family planning poster or sign-
board when they go to a health facility for
family planning services.

4.5 Intentions to Use Family
Planning in the Future

In addition to an increase in contraceptive
use by women from 1995 to 1997, an in-
crease in the intention to use family plan-
ning by women who are not current users
can also be seen.  Figure 4.10 displays a
substantial increase in the intention to use
modern contraception, and this increase is
statistically significant.  A more modest rise
occurred in the intention to use traditional
contraceptive methods, but that increase was
not statistically significant.

33.1
40.2

2.6
3.1

64.3
56.7

0

20

40

60

80

Percent 
Intending 

to Use

Modern Method Traditional None/Don't
Know

1995

1997

Figure 4.10: Intentions to Use Family Planning 
in the Next 12 Months for Women Not Currently Using 

4.6 Factors Affecting Intentions to
Use Contraception

While a number of program activities may
affect a person’s adoption or use of contra-
ception, a more limited subset is thought to
influence an individual’s intentions to use
contraception in the future. DISH activities
designed to change intentions are those IEC
activities aimed at general audiences.  Fig-
ure 4.11 shows that women’s exposure to
IEC messages on the radio is associated with
greater intentions to use contraception in the
next 12 months.  In particular, listening to
“Choices” and hearing advertisements about
family planning services produce statisti-
cally significant effects with regard to “in-
tention to use.”  Women exposed to adver-
tisements about Protector condoms and
Pilplan also show an increase in “intent to
use,” but these results are not statistically
significant.  Figure 4.12 shows that knowl-
edge of the Yellow Flower symbol for fam-
ily planning and having seen a family plan-
ning poster are associated with increased
levels of intentions to use family planning.
Both of these results are statistically signifi-
cant.
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The caveat related to the association of IEC
with family planning use also applies to the
effect of IEC on intentions, although in this
case, it is to a lesser degree.  Women who
intend to use family planning may be more
likely to listen to radio messages about
family planning or to notice written materi-
als about family planning.  Intention to use
contraception is not as strong a commitment
to family planning as actual use, and there-
fore the influence of intentions on receiving
family planning IEC messages should be
weaker than the effect of actual use on
receipt of such messages.
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5.  Maternal and Child Health

5.1 Summary

The survival and good health of mother and
infant depend upon the care the mother
receives during pregnancy and childbirth,
and the care that they both receive after the
delivery.  This chapter presents results
relating to maternal and child health from
the 1995 DHS and 1997 DISH surveys for
all DISH districts except Kasese.  These data
are useful for assessing women’s use of
antenatal and delivery services and the need
for improving or adding services.  They are
also helpful in assessing the level of knowl-
edge of Ugandan women prior to the full
implementation of DISH IEC programs on
maternal and child health topics.

The main findings include the following:

♦ First visits for antenatal care generally
do not occur until the fourth to sixth
month of pregnancy; no change is appar-
ent between 1995 and 1997.

♦ The percentage of women making five
or more visits for antenatal care declined
between the surveys in 1995 and 1997.

♦ Most women use nurse/midwives for
antenatal care, although the percentage
doing so fell during the period.

♦ Most women have knowledge of at least
one type of pregnancy complication, but
many obstetric complications are rela-
tively unknown.

♦ Most women receive delivery care from
nurse/midwives.

♦ Births are about equally likely to occur
at health facilities and at home.  This
distribution did not change from 1995 to
1997.

♦ About one-third of women say that the
ideal length for exclusive breastfeeding
is four to five months; another quarter
report six months.  About 43% of
women with births in the past three years
exclusively breastfed their infant for at
least six months.

5.2 DISH Activities for ANC and
Delivery Care

IEC and training can both affect antenatal
care, knowledge of pregnancy complica-
tions, delivery care, and breastfeeding. Up
until the time of the DISH Evaluation Sur-
vey, DISH activities in these areas were
focused on training. Implementations of IEC
interventions related to maternal and child
health were planned for after 1997 in order
to capitalize on the earlier DISH training
programs encouraging women to go to
health facilities when they become pregnant
and regularly thereafter.

5.3 Antenatal Care

Data from the 1995 DHS and the 1997
DISH surveys allow for examination of
trends in the timing of first antenatal care
visits, the number of visits, and the different
sources utilized for antenatal care.  Although
DISH IEC activities related to antenatal care
had not yet begun at the time of the 1997
survey, comparison of data from the two
surveys reveals basic population behavior
and trends preceding IEC efforts to change
maternal and child health behavior.

5.3.1 Timing of the First ANC Visit

The surveys obtained information from
women about the timing of their first visits
for antenatal care for their most recent births
(over the three years preceding the surveys).
Ideally, the first antenatal visit should be
made no later than during the third month of
pregnancy.  If that ideal is not met, women
should have their first visit within the first
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six months.  In the DISH districts not many
women meet the ideal; under 17% of the
women interviewed for the 1995 and 1997
surveys had had their first ANC visit during
the first three months.  In 1995 the majority
of women reported making their first visits
for antenatal care during the fourth to sixth
months of pregnancy, and just over 20% of
first visits occurred later in pregnancy (Fig-
ure 5.1).  The picture of women’s behavior
in 1997 was essentially unchanged.  The
slight differences observed, including the
increase in percent of women making no
visits, were not statistically significant.

16.3 16.7

55.1
53.1

20.2
19.9

8.4
10.2

0

25

50

75

Percent 
of 

Women

1-3 4-6 7-9 No Visits

1995
1997

Figure 5.1: Percentage Distribution of Timing of 
First ANC Visit for Last Births in the 

Three Years Preceding the Survey

Months Pregnant at First ANC Visit

5.3.2 Number of ANC Visits

The two surveys also asked women about
the number of visits they made for ANC
during their most recent pregnancy of the
past three years. The recommended mini-
mum number of ANC visits is three, and
more than three are preferred.  Data pre-
sented in Figure 5.2 show that the percent-
age of women who reported making either
one to two or three to four visits each rose
slightly, while those reporting five or more
visits actually fell from the 1995 to the 1997
survey.  The increases were not statistically
significant, but the fall in the percentage of
women making five or more visits was
significant, and indicates a need for effort on

the part of DISH staff and other trainers and
service providers to focus on this issue.
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5.3.3 Source of ANC

Three basic sources of antenatal care in
Uganda are covered in the survey: doctors,
nurse/midwives, and traditional birth atten-
dants.  Women may visit more than one kind
of antenatal care provider, so percentages
may sum to more than 100%. In many cases,
women who go to a health facility for ante-
natal care find that the facility has no doctor
or medical assistant.  In both 1995 and 1997,
less than one-fourth of interviewed women
had seen doctors for antenatal care during
the pregnancy preceding their most recent
birth in the last three years (16% in 1995
and 21% in 1997). The increase in this
percentage was not significant.

By far, the highest percentages of women
interviewed for both surveys had seen
nurse/midwives for antenatal care.  During
the 1995-1997 period, however, the percent-
age fell significantly, from over 85% to
74%.  The percentage receiving antenatal
care from traditional birth attendants was
low in both surveys, but the small increase
from 1995 to 1997 was statistically signifi-
cant.
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5.4 Knowledge of Pregnancy
Complications

In a country where half of all babies are
born at home and almost 40% of all births
are attended only by a relative or occur
without assistance, it is crucial that women
are able to recognize complications of preg-
nancy and that they know when to seek
professional help.  The 1997 DISH survey
asked whether women knew about specific
types of obstetric complications.  No ques-
tions about pregnancy complications were
present in the 1995 DHS survey, so trends
can not be calculated. The data from the
DISH survey in 1997 represent baseline
values for future analysis. DISH IEC efforts
relating to safer pregnancies and deliveries
had not yet begun at the time of the survey,
so their effects will need to be evaluated at a
later time.

In addition to incomplete use of ANC and
lack of trained providers for delivery care
(below), general knowledge of pregnancy
complications in Uganda is inadequate for
safe pregnancy and delivery.  Fever and
lower abdominal pain are the best known
symptoms of complications, but 1997 data
show that only slightly over half of the
women interviewed knew that lower ab-
dominal pain is a complication of pregnancy
(Figure 5.4).  Somewhat fewer (46%) knew
that fever is a complication, and fewer still
(30%) knew that bleeding is a complication.
Only around 10% of women surveyed knew
that swollen face and hands might indicate
obstetric complications.  Approximately
one-sixth of all women did not report
knowledge of any of the listed symptoms of
pregnancy complications.
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5.5 Delivery

Both the type of assistance a woman re-
ceives during childbirth and where she
receives it are important, for both her health
and the health of her child.  Data from the
two surveys allow examination of trends in
the source of assistance during last delivery
during the previous three years, and in the
place of delivery. These data also establish
baseline data, which will be compared with
later results to study the effects of DISH
activities in these areas.

5.5.1 Sources of Assistance during Delivery

Women may receive care during delivery
from more than one kind of provider, so
percentages shown may sum to more than
100%. The proportion of women using
doctors for delivery increased from 1995 to
1997, while the proportion using
nurse/midwives and birth attendants showed
only slight decreases.  The majority of
women continued to use nurse/ midwives.
More than a quarter of women reported
having the assistance of a relative or other
untrained help.  None of the changes de-
picted in Figure 5.5 is statistically signifi-
cant, meaning that the sources of delivery
assistance remained essentially unchanged
from 1995 to 1997.
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5.5.2 Place of Delivery

In 1995, approximately half of the women
who gave birth in the three years before the
DHS survey delivered at home, while the
other half delivered at a health facility (Fig-
ure 5.6).  The situation was essentially
unchanged in 1997, and the small differ-
ences are not significant.
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Place of Delivery

5.6 Breastfeeding

Early childhood feeding practices and pat-
terns have a significant effect on the nutri-
tional and health status of children.  The
DISH survey collected information on
breastfeeding of the most recent child born
in the last 3 years and on knowledge of the
ideal duration of breastfeeding.  DISH IEC
messages on maternal and child health
recommend that mothers exclusively breast-
feed a child for the first six months of life,
but dissemination efforts in this area were
not underway prior to the 1997 survey.
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5.6.1 Breastfeeding Status of Recently Born
Children

Among last births over the three years pre-
ceding the DISH survey, almost three-
quarters of the children were breastfed
exclusively during their first three months of
life (Figure 5.7).  However, rates of exclu-
sive breastfeeding for longer periods of time
decline steeply after 6 months; 42.8% of
mothers report exclusively breastfeeding
their infants at 6 months.

While some children were not breastfed
exclusively for their entire first three
months, almost all were breastfed (Figure
5.8).  The same holds true for the period of 4
to 6 months, and well over 90% of children
received some breastfeeding through the
first year.  The percent not breastfed grows
after that, but is still less than one-quarter by
the end of the second year.
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5.6.2 Ideal Duration of Exclusive Breast-
feeding

DISH training and IEC materials advocate
six months as the ideal length of exclusive
breastfeeding.  When asked about the ideal
length of time, 25.9% of women who had
given birth in the past three years reported
six months, with 31.7% saying 4 to 5
months and another 23.5% reporting 7 to 12
months (see Figure 5.9).  Under one-fifth
(18.5%) gave 1 to 3 months as the ideal
length of exclusive breastfeeding.  Almost
no women listed 13 or more months as the
ideal.
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6. Sexually Transmitted Diseases and HIV/AIDS

6.1 Summary

The 1995 DHS and 1997 DISH Evaluation
Survey collected information about
HIV/AIDS and other STDs.  Data in this
chapter refer to specific areas of knowledge
among survey respondents regarding symp-
toms of STDs, health consequences of
STDs, and ways to prevent HIV/AIDS.  In
addition, these data summarize the relation-
ship of DISH IEC activities to condom
knowledge and document patterns of con-
dom use and HIV testing.  The main obser-
vations include

♦ Reporting of symptoms of STDs rose
during the period from 1995 to 1997.

♦ Knowledge of the health consequences
of untreated STDs was not widespread in
1997.

♦ During the period from 1995 to 1997,
knowledge of the ways to prevent
HIV/AIDS rose substantially for absti-
nence and condom use, but remained
constant or actually fell for other meas-
ures.

♦ IEC activities seem to have resulted in
more widespread knowledge of condom
use as a way to protect against
HIV/AIDS.

♦ Condom use to avoid STDs or
HIV/AIDS rose significantly among
both men and women between 1995 and
1997.

♦ About 13% of women and 16% of men
have ever been tested for HIV, but al-
most two-thirds of those who had not
expressed a desire to be tested.

6.2 DISH Activities for STDs and
HIV/AIDS

The DISH Project seeks to improve the
delivery of services for STD and HIV/AIDS
treatment and counseling, improve STD and
HIV/AIDS knowledge, and change behav-
ior.  Improvements in service delivery are
sought through DISH training of nurses,
midwives, and CRHWs in the whole range
of reproductive health services. Increased
knowledge and changed behavior are sought
through IEC campaigns.  One such cam-
paign, from 1995 to 1997, promoted delayed
sexual debut and condom use among adoles-
cents aged 15 to 19 years old as a means for
HIV prevention.

6.3 Sexually Transmitted Infections
(STIs)

Through its activities, the DISH Project
aims to reduce the frequency of STIs.  Data
from the 1995 and 1997 surveys allow
comparison of some features of the STI
situation in the DISH regions of Uganda,
and 1997 data allow for further examination
of some STI-related issues.  Most reported
STI symptoms rose between 1995 and 1997,
while knowledge of the consequences of
untreated STDs varied considerably by type
of consequence and between women and
men.

6.3.1 Prevalence of STD Symptoms

Reports of STD symptoms reflect the level
of STDs in a population, but underestimate
that level because some respondents may be
asymptomatic or simply unaware of their
symptoms.  Also, there is likely to be delib-
erate underreporting of symptoms by some
respondents.  Data from the 1995 DHS and
the 1997 DISH surveys show that, with one
exception in 1997, no single symptom was
reported by more than 10% of respondents.
However, the data do clearly show a rise in
the percentage of respondents reporting STD
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Table 6.1: Percentage of Respondents
Reporting Symptoms of STDs by DISH District

Women Men

Abnormal
Vaginal

Discharge

Genital Sores Abnormal
Discharge
from Penis

Genital Sores

1995 1997 1995 1997 1995 1997 1995 1997

Jinja 10.3 15.0 7.6 2.3 0.5 3.1 0.5 2.0
Kampala 4.6 13.5 5.4 8.9 4.8 6.1 8.3 10.3
Kamuli 3.0 13.8 3.1 12.9 0.0 4.1 4.6 4.7
Luwero 2.4 18.3 1.3 13.3 0.0 0.0 12.8 0.0
Masindi 0.0 4.5 1.6 3.0 4.8 4.5 4.8 9.1
Masaka 10.4 19.4 7.6 9.2 1.4 5.8 11.8 10.0
Mbarara 3.6 17.7 5.7 11.2 1.1 11.0 3.2 8.8
Ntungamo* n/a 18.5 n/a 8.2 n/a 3.2 n/a 3.2
Rakai 6.0 22.9 5.3 15.9 12.1 3.4 9.1 3.4

Total 5.4 16.3 5.3 9.9 2.8 5.7 7.2 7.2

• Ntungamo only appears for 1997 because it was part of Mbarara in 1995.  Values for Mbarara in
1997 do not include Ntungamo.

symptoms in the period 1995 to 1997.  The
number of women reporting abnormal vagi-
nal discharge tripled, and percentages of
men reporting abnormal discharge from the
penis doubled (Figure 6.1).  The percentage
of women reporting genital sores also rose
substantially, while the number of men
reporting genital sores remained unchanged.
The differences in reported symptoms for
both women and men are statistically sig-
nificant.
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With few exceptions, the pattern of in-
creases from 1995 to 1997 was repeated for
the eight DISH districts for which data were
available for both points in time (Table 6.1).
Only some of the changes were statistically
significant.  In particular, changes in the
rates of reported abnormal vaginal discharge
were significant in all DISH districts except
Jinja. For vaginal sores, changes in the
reported rates for Kamuli, Luwero, Mbarara
and Rakai were statistically significant.  For
men, changes in reported percentages of
abnormal discharge from the penis were
significant only for Kamuli and Mbarara.
For sores on the penis, only the changes in
the reported rates for Luwero and Mbarara
were statistically significant.

The data are inconclusive regarding the
causes of observed increases. Changes in the
reported rates may be due to an increase in
awareness about STDs and their symptoms
rather than due to an actual increase in
prevalence, or it could be both.  Regardless,
the increased percentages of individuals
reporting STD symptoms indicate a growing
need for STD services.

6.3.2 Knowledge of the Health
Consequences of STIs

One of the goals of the DISH project is that
IEC dissemination efforts should inform
individuals about the health consequences of
STIs.  However, at the time of the 1997
DISH survey, the IEC program designed to
inform individuals about STIs and related
health problems had not yet begun.  Thus,
respondents’ knowledge of the conse-
quences of untreated STIs is somewhat
limited.  Fully 38% of the women surveyed
and 27% of the men indicated they had no
knowledge of any health consequences of
untreated STIs (Figure 6.2).

Among women, three of the consequences
of untreated STIs  (infertility, miscarriage or
stillbirth, and baby born sick) were about
equally well known, between 20% and 25%.
(The vernacular wording of the question for

obtaining this information implies that
HIV/AIDS is included among STIs.)  Infer-
tility was the consequence most widely
known among men, with almost 38% indi-
cating knowledge of this outcome. Men
knew about the other consequences of mis-
carriage or stillbirth, being prone to HIV,
and baby born sick at about equal rates (20%
- 24%).
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6.4 HIV/AIDS

Data from the two surveys allow for analysis
of trends in respondents’ knowledge of
methods for avoiding HIV/AIDS infection,
and the practice of using condoms to prevent
HIV; it also measures the percentage of
respondents reporting that they have been
tested for HIV.  Survey results indicate that
knowledge of some, but not all, preventive
measures has increased.  Knowledge of
condom use in particular has risen.  IEC
activities seem to have contributed to in-
creased knowledge of the preventive bene-
fits of condom use, and condom use to avoid
HIV/AIDS has risen among both women
and men.
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6.4.1 Knowledge of Means to Avoid
HIV/AIDS

Knowledge of HIV is almost universal in
Uganda. Well over 90% of both men and
women know at least one way to avoid
HIV/AIDS (Figures 6.3 and 6.4).  This
percentage rose only slightly between 1995
and 1997; the change was significant only
for women. Knowledge of condom use as
means to avoid HIV increased dramatically,
almost doubling among women and rising to
two-thirds of the total sample for men. The
condom is now the best-known way to avoid
HIV/AIDS, although it is still the case that
only slightly more than half of the women
surveyed know about condoms for
HIV/AIDS prevention.

Other ways to avoid HIV/AIDS were less
well known, but knowledge of abstinence
rose to over 50% in 1997 for both men and
women (almost as high as condom use for
the latter).  Interestingly, the percentage of
both men and women with the knowledge
that having only one or just a few sexual
partners is a way to avoid HIV/AIDS fell
over the 1995 to 1997 period.

All of the results for women (Figure 6.3)
were statistically significant.  For men only
the results for abstinence and condom use
were significant (Figure 6.4).
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It should be noted that because of the design
of the DISH Evaluation Survey question on
knowledge, responses about knowledge of
how to avoid HIV/AIDS may underestimate
the actual levels of knowledge.  The survey
question was “open-ended,” with individuals
being asked to name any ways they knew to
avoid HIV/AIDS.  No list of ways was
provided for respondents, and the only
prompt used was “Any other ways?”
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6.4.2 Factors Affecting Knowledge of Con-
dom Use as a Means to Avoid
HIV/AIDS

Knowledge of the ability to use condoms to
avoid HIV/AIDS can be provided and ob-
tained in several ways.  HIV/AIDS services
at health facilities and IEC activities are
both important.

6.4.2.1 Provision of HIV/AIDS Services at
Health Facilities

For sexually active individuals, using con-
doms is by far the most effective way to
reduce the likelihood of transmission of HIV
and other STDs.  The presence at health
facilities of HIV/AIDS services, including
counseling, should be related to an increase
in knowledge of the benefits of condom use.
HIV/AIDS services have increased since the
start of the DISH Project (shown in the
chapter on health facilities).
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Data in Figure 6.5 indicate that knowledge
of condom use as a means of avoiding
HIV/AIDS was higher for men than for
women in Uganda in 1997. Knowledge was
positively related to the provision of
HIV/AIDS services at the most-used health
facilities for both women and men.  The
relationship, however, was not statistically
significant for men.

6.4.2.2 IEC Activities

IEC messages on the radio and elsewhere,
and IEC materials provided at health facili-
ties are additional ways in which individuals
can gain knowledge about ways to avoid
HIV/AIDS.  To assess whether or not DISH
IEC messages were reaching their intended
audience, respondents were specifically
asked whether they had heard DISH radio
messages, in particular the “Choices” radio
program. In addition, respondents were
asked if they had heard about Protector
condoms, also funded by USAID.

Data in Figure 6.6 show that exposure to
IEC programs and messages on the radio are
strongly related to knowledge of condom
use as a means to avoid HIV/AIDS.  Knowl-
edge was greater among both men and
women who reported being exposed to IEC
radio messages about Protector condoms.
Over 80% of men who had heard Protector
messages knew that condoms are a means to

avoid HIV/AIDS.  All results are statisti-
cally significant.
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Exposure to IEC materials (a safer-sex
poster) at the most-used health facilities was
also significantly related to knowledge of
condoms as a means of avoiding HIV/AIDS
(Figure 6.7), but only for women.  Men
showed essentially no difference in knowl-
edge regardless of whether they had seen a
poster or not.

Although it is reasonable to assume that
hearing radio IEC messages or seeing post-
ers at a health facility resulted in greater
knowledge of condoms, there is no way of
being certain that this is the case. It may be
that persons with greater levels of knowl-
edge listened to the radio more, or were
more likely to visit health facilities and thus
heard or saw the IEC messages more, or
simply remembered the messages and post-
ers better when surveyed.

As HIV/AIDS services increase and as the
DISH IEC program on STIs/HIV/AIDS
expands, more people should be reached so
that knowledge of the usefulness of con-
doms will increase.
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6.4.3 Ever Using a Condom to Prevent STDs
or HIV/AIDS

Condoms are useful for both prevention of
pregnancy and disease.  Knowledge of
condoms’ preventive uses is important, but
that knowledge is not always translated into
action.  In 1995 and 1997, respondents were
asked whether they had ever used condoms
for the purpose of avoiding HIV/AIDS or
other STDs.  Figure 6.8 shows that during
1995-1997, condom use (ever) for the pre-
vention of disease went up somewhat for
women and even more for men.  At both
times, use was substantially higher for men
than for women. The changes were statisti-
cally significant for both groups.
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6.4.4 Ever Tested for HIV

The percentages of individuals who have
ever been tested for HIV rose slightly for
women and a bit more for men during the
1995 to 1997 period (Figure 6.9).  Testing
levels were low throughout the period –
around 16% – and the changes were not
significant.  Almost two-thirds of all men
and women who had not been tested for HIV
desired to be tested.  However, as shown in
the discussion of facilities, HIV testing is
not yet widely available in Uganda.
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Appendix A

Survey Methodology

A.1 Community Survey

The target group for this survey consisted of
men and women in reproductive age groups
15 to 54 and 15 to 49 respectively. The DCS
randomly sampled 2000 households in a
two-stage sampling procedure.  At the first
sampling stage 80 census enumeration
clusters were randomly sampled, in propor-
tion to district population sizes, from a list
of the district census enumeration areas
selected for the 1995 Uganda Demographic
and Health Survey (UDHS).  The nesting of
the DCS sample within the UDHS sample
was intended to ensure comparability be-
tween the two surveys.

At the second stage, 25 households were
randomly selected from a list of all the
households in each selected enumeration
area, also referred to as a cluster in this
report.  A further five households were
randomly selected for reserve in case of a
need for replacements.  Interviews of
women were conducted in all the selected
households while interviews of men were
conducted in one of every two selected
households.

During the period of interviewing, Kasese
district experienced security problems and
therefore was excluded from the survey.
This exclusion left the survey with 73 clus-
ters and a total of 1825 and 913 households
for women and men interviews respectively.
In all, 1765 women and 977 men were
eligible for interviewing.  The survey com-
pleted interviews with 1697 women and 900
men, resulting in a response rate of 96.2%
and 92.1% for women and men respectively.
The men’s response rate was greatly af-
fected by the poor response from men in
herding households who had temporarily
migrated in search of fresh pasture in the

grasslands of Mbarara, Ntungamo, and
Rakai.

A.2 Facility Survey

The facility survey (DFS) was conducted in
November of 1997, soon after the October
completion of the community survey (DCS).
The DCS survey of individuals was com-
pleted first because of the higher priority of
compiling information on individuals for
reporting.  The timing of the facility survey
after the community survey will, in most
cases, produce data similar to a situation
where the surveys occurred concurrently,
because little change in facilities is expected
in the time from when the community sur-
vey and the facility survey started.  Some
areas where slight changes may have oc-
curred are in staffing, training, and posting
of IEC materials.

The sample for the DFS was constructed in a
way to fulfill two purposes.  The first pur-
pose was to gather information on health
facilities that serve the survey clusters in-
cluded in the DCS sample.  Gathering this
information will enable researchers to ana-
lyze the impact of the health facilities on the
health behavior of individuals.  Two types of
facilities were selected for this purpose.
When the household listing was made for
the DCS, knowledgeable individuals were
asked to list the most-used health facility in
the community.  In addition to these most-
used facilities, the sample includes facilities
identified by women in the DCS.  Questions
in the DCS ask women either where they
received family planning services or where
they might go for such services.  Any such
facilities recorded by the DCS were included
in the sample of the facility survey.  Some-
times it was not possible to find the facilities
named by the individuals, either because the
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name was incorrect or because the facility
had closed.

The second purpose of the facility survey
sample was to collect information on the
DISH Data Collection Points (DDCP).
Many of the DDCP overlap with the facili-
ties linked to the clusters in the community
survey.  The 80 DDCP across the ten DISH
districts were established in response to the
difficulties of collecting complete and accu-
rate information from the Health Manage-
ment Information System (HMIS).  The idea
was to reduce the number of facilities where
information is collected to ensure the accu-
racy and completeness of the information.
DISH carried out intensive HMIS training
and supervision to improve the information
quality from these facilities.

The total sample for the DFS combined
facilities fulfilling either or both of the two
purposes mentioned.  To fulfill the first
purpose, the DFS sampled 80 facilities that
served the most residents in the clusters
selected for the community survey.  In
addition, the sample included facilities
mentioned as a source of family planning
services by community survey respondents.
The 74 DDCP included in the sample ful-
filled the second purpose.  Not all of the 80
DCCP were included because of the exclu-
sion of Kasese from the sample.  Even with
facilities fulfilling both purposes, the total
sample consisted of 190.  The survey inter-
viewed staff in 173 facilities for a response
rate of 91%.  Some of the missing facilities,
especially those mentioned by the commu-
nity survey respondents as a source of fam-
ily planning, had closed by the time of the
survey; others were located outside the
DISH project districts.

The DFS had components to maintain the
quality of the data.  Interviews were con-
ducted primarily with palmtop computers
rather than paper questionnaires. Interview-
ers simultaneously recorded the information
on a paper questionnaire as a backup, but the

computer directed the flow of the question-
naire.  The questionnaire on the palmtop
computers would automatically check
ranges of answers and follow the correct
skip patterns.  On the palmtops each ques-
tion had to be answered before moving to
the next question, thus eliminating missing
values for questions that should be an-
swered.  Answers of “don’t know” were
allowed for many of the questions, but
generally most questions were answered.

Another component of the DFS that ensured
quality data was the use of highly educated
interviewers.  All the interviewers had at
least a bachelor’s degree and many had a
master’s degree.  The high level of educa-
tion of the interviewers enabled them to
learn how to run the palmtops easily and use
the palmtops in the field.  Having highly
educated interviewers also made gaining
access to the person in charge of the health
facilities easier.  Interviews were generally
conducted with that person or the most
senior individual available.  Sometimes
additional individuals were involved to
provide information that the person in
charge did not know.

Rather than rely on the memory of the re-
spondents, answers to certain questions were
taken from records.  While this provides
better information than that from memory, it
does not eliminate errors in the records.
Record data were collected for the number
of clients for various services and the num-
ber of contraceptives distributed.

In addition to the interview and the record
checking, interviewers toured the facility to
make observations.  Some observations were
for verifying the existence of equipment.
Interviewers were instructed to include only
equipment in working order.  Interviewers
also checked the availability of waiting
areas, the posting of IEC materials, and the
general quality and cleanliness of the facility
during this observational tour.
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A.3 Survey Instruments

The community survey used three question-
naires:  a household questionnaire, a
woman’s questionnaire, and a man’s ques-
tionnaire.  The latter two were prepared in
four different languages: English, Luganda,
Runyoro/Rutoro, and Runyankore/Rukiga.
The questionnaires were first drafted in
English, then reviewed by a wide set of
interested parties.  After completion of the
English versions of the questionnaires, they
were forward and back translated into the
other languages.  Trained interviewers
administered these questionnaires.  The
household questionnaire, constructed in
English, was not translated into other lan-
guages because it was simple in structure.
The household questionnaire only lists the
household members, indicating their age and
relationship to the household head, to de-
termine eligibility for the survey interview.

The facility survey used one English ques-
tionnaire that was administered, using
palmtop computers, by computer literate,
trained enumerators.  However, to safeguard
against machine-related data losses, the
enumerators filled a paper questionnaire as
well.  As with the other questionnaires, this
questionnaire was thoroughly reviewed by
interested parties.

In addition to the survey questionnaires, the
survey produced other instruments including
the listing form used to list households in a
cluster, the enumerator’s manual, the ques-
tionnaire tallying and control sheets, and a
coding manual.

A.4 The Survey Process

A.4.1 Training of Personnel and Pre-testing
the Survey Process

Training of three categories of community
survey personnel was conducted in two
phases by the survey principal investigators.
Survey staff included 41 enumerators, 12
editors and 7 supervisors.  In the first part of
the training, the principal investigators

conducted a two-day training session for
supervisors at the DISH office.  Then, with
supervision from the principal investigators
and using the training manual, the supervi-
sors conducted a four-day training session
for two groups of enumerators.  One group
consisted of the personnel for Kampala,
Jinja, Kamuli, Masindi, and Luwero while
the other consisted of personnel for Masaka,
Mbarara, Kasese, Ntungamo, and Rakai.
The training occurred concurrently at two
different sites.

During training, the trainees pilot-tested the
instruments.  The pilot testing gave the
principal investigators opportunities to
evaluate the questionnaire, the survey per-
sonnel, and the entire fieldwork process.
Personnel who performed below the re-
quired standard were dropped from the
survey team.

The pilot survey data were entered into a
computer and analyzed, giving an opportu-
nity to the survey team to test the complete
survey process.  Using the pilot survey
experience, the DISH survey team finalized
the questionnaire and the logistical arrange-
ments.

A.4.2 Fieldwork

The survey interviews were conducted in
two phases.  Phase one covered Kampala,
Jinja, Kamuli, Luwero, and Masindi.  This
phase started on August 18 and ended Sep-
tember 1, 1997.  Phase two, covering Ma-
saka, Mbarara, Ntungamo, and Rakai,
started September 15 and ended September
30, 1997.

In each district, a survey team consisted of a
team leader assigned by the district medical
office, a supervisor, an editor, and at least
one male enumerator and two female enu-
merators.  The principal investigators con-
stantly supervised the work of the survey
teams. Two teams covered heavily popu-
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lated districts, such as Mbarara, Masaka, and
Kampala.

The team leader made appointments in
advance with the local leaders of a cluster,
specifying the days on which this cluster
would be covered.  On the interview days in
a cluster, the team leader introduced the
team to the local leaders and asked these
leaders to take the team to selected house-
holds.  Once in a household, the male inter-
viewer filled the household schedule and
handed the completed schedule to the super-
visor who then identified eligible persons
and assigned an enumerator for each inter-
view.  After each interview, the enumerators
would submit the questionnaires to the
editor, who would check the interview for
completeness, make comments, and pass the
questionnaire on to the supervisor.  The
supervisor would further check and make
final decisions on correctness and complete-
ness of an interview.  Whenever necessary
and possible, the supervisor immediately
arranged for a revisit before the team left the
area.  In cases of uncooperative respondents,
the survey team asked the local leaders or
the district leaders to intervene and persuade
the respondent to participate.

A.4.3 Data Management

While the enumerators conducted the in-
terviews in the field, the supervisors edited
and submitted questionnaires to the research
coordinator at the DISH home office.  The
four best performing enumerators were
recruited for coding the questionnaires.
Coding lasted for 12 days.  Meanwhile, a
firm was contracted to carry out data entry
under close supervision by the DISH survey
team.  Data entry took place between Octo-
ber 10 and November 15, 1997.  The re-
search coordinator checked these data for
consistency and cleaned inconsistent data.
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