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Introduction 

Respectful maternal and newborn care (RMNC) is an approach that is based on principles of ethics and respect for human rights. It promotes 
practices that recognize women's preferences and women's and newborns' needs1 . Although respectful care is a universal human right that is 
due to every childbearing woman in every health system2, access to care is affected by the way that the health system is set up and functioning. 
Many poor women fail to access maternal health care because the clinic hours are not flexible or suited to their busy urban lives. They are often 
required to work during the regular hours in which ANC is offered in public facilities.  

Formative studies done by the MaNe project revealed that experiencing disrespectful, abusive, or neglectful treatment during childbirth in health 
facilities in Kampala was one of the barriers to accessing quality maternal and newborn health (MNH) care that the urban poor face. Women 
reported physical and verbal abuse during antenatal care (ANC) and labor. They also experienced disrespect for example, being denied access to 
MNH services such as supplies, skilled birth attendants, and admission beds unless informal payments were made to health providers.  

To improve MNH outcomes for the urban poor in Kampala, Population Services International (PSI), with funding from USAID, partnered with the 
Kampala City Council Authority (KCCA) to implement the Kampala Slum Maternal and Newborn Health Project (MaNe). MaNe was a 3.5 -year 
implementation research effort testing innovative approaches to address the demand and supply side barriers affecting care seeking, effective 
referral, transport challenges, and provision of quality care for urban poor. This learning brief outlines how MaNe—in collaboration with key 

 
1 Veronica Reis B, Deller C, Carr JS. Respectful Maternity Care Country experiences Survey Report November 2012. Available at: 

https://toolkits.knowledgesuccess.org/sites/default/files/rmc_survey_report_0_0.pdf 
2 Global Respectful Maternity Care Council. Respectful Maternity Care Charter. White Ribbon Alliance. 2011. Accessed August 

2022. http://www.healthpolicyproject.com/index.cfm?ID=publications&get=pubID&pubID=44 
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stakeholders—designed and rolled out interventions to improve access to respectful care for the urban poor receiving MH services in public and 
private health facilities in Kampala.  

 

 

Process for identifying and designing interventions to improve RMNC 

Identification and design of possible interventions to address the problem of disrespect and abuse (D&A), was done using the human centered 
design (HCD) approach described in greater detail in the Empathy, Insights and Prototyping learning brief. Following analysis of the formative 
research findings, MaNe convened a co-designing workshop for key stakeholders (urban poor men, women and adolescents, community leaders 
and traditional birth attendants; community health workers, health care providers from public and private facilities, KCCA and MOH leadership, 
and  researchers) in which participants immersed themselves in the findings, identified the insights underlying the research findings, and designed 
possible interventions (prototypes) to address the root causes and associated factors contributing to D&A of the urban poor seeking MNH services. 
The aim of the HCD approach was to engage and empathize with users at a level that allows for emotional and functional insights. It puts the users 
at the center of all programming. The objective of this process was to ensure that interventions would resonate with users as feasible and desirable.  

Some of the underlying or associated factors that the co-design team identified as contributing to disrespectful care were poverty, lack of provider 
accountability for quality care / service provision, prejudice due to lack of training and lack of resources.  Five prototypes with a direct bearing on 
one or more of the seven categories of D&A3 (physical abuse, non-consented care, non-confidential care, non-dignified care, discrimination based 
on patient’s attributes, abandonment of care and detention in facilities) were designed and subsequently tested using design sprints.  

Following the co-design meeting, MaNe carried out design sprints to 1) establish the general feeling/opinion of the target groups and implementers 
about the proposed ideas/prototypes; 2) assess the acceptability/desirability of the proposed ideas and the key features of the proposed 
prototypes for the target audience; 3) understand the target audience’s opinions about feasibility and potential for scale-up of the proposed 
prototypes in the intervention areas; 4) establish the target audience perspective about the likelihood/possibility of effectiveness of the proposed 
prototypes in addressing the MNH challenges identified and to receive ideas and suggestions that would be used to either improve the prototypes 
or stop developing them.  

 
3 Global Respectful Maternity Care Council. Respectful Maternity Care Charter. White Ribbon Alliance. 2011. Accessed August 

2022,. http://www.healthpolicyproject.com/index.cfm?ID=publications&get=pubID&pubID=44 
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The design sprint was a two-tiered process to assess the target audience’s opinions about the proposed prototypes. The first round of testing 
involved seeking feedback about prototypes generated from the co-design or ‘low fidelity prototypes.’ Based on feedback from the first round of 
testing, prototypes were revised and tested a second time. Revised/refined prototypes based on target user feedback for at least two rounds of 
testing that had a high level of user confidence were referred to as ‘high fidelity prototypes.’ The objective of testing was to evolve the prototypes 
from low to high fidelity by eliminating less desired features and adding highly desirable features subject to the new features being implementable. 
During testing, only qualitative methods were employed. Individual in-depth interviews and group discussions were used to seek feedback using 
an interview guide. Respondents were community members (pregnant mothers, mothers who delivered in the prior two years, male spouses), 
health providers in public, private for-profit and private not-for-profit health facilities, health facility administrators, Ministry of Health and local 
government officials, and local leaders.  

Following the design sprint processes, MaNe selected and prioritized interventions to be implemented. Prioritization was guided by how well 
defined the idea was. The following interventions were selected for implementation in the MaNe study area to strengthen client-centered, 
respectful MNC.  

1. Providing training mentorship for providers in private and public facilities to maintain and improve RMNC. 
2. Conducting video recorded client-provider dialogues to air on local media to provide a platform for clients to share feedback on RMNC 

with providers and create commitments from providers to improve RMNC.  
3. Introducing a toll-free number for clients to call to report any concerns about quality of care.    
4. Obtaining client feedback through satisfaction interviews and follow-up at home to monitor quality of care and RMNC practices in facilities. 
5. Introducing reward and recognition mechanisms in public health facilities.   
6. Sensitizing mothers regarding their RMNC rights to empower them to demand RMNC. 

 
Providing ANC at additional times and days to address the needs of busy mothers which had been identified as a challenge in accessing quality 

care. This was implemented in four public facilities in Kampala.  The aim was to extend ANC services to clients from the prior hours of 9am-5 pm.  

The extended hours were 6:30am-9am and 5pm-10pm on weekdays as well as Saturdays and Sundays. The experience and learnings from rolling 

out this intervention are described in another technical brief (How to Effectively Roll-out Provision of ANC Interventions Beyond Routine Hours: MaNe’s 

Experience) 

The rest of this learning brief is a description of how MaNe went about rolling out the prioritized interventions for private and public facilities. 

 

https://www.psi.org/publication/how-to-effectively-roll-out-provision-of-anc-interventions-beyond-routine-hours-manes-experience/
https://www.psi.org/publication/how-to-effectively-roll-out-provision-of-anc-interventions-beyond-routine-hours-manes-experience/


Methods and process of implementation 

1. Mentorship for providers in private and public facilities  

RMNC Mentorship for private practitioners: The MaNe team worked to raise awareness about RMNC at private facilities. MaNe engaged obstetrics 
and gynecology residents at Makerere University to initiate conversations on RMNC issues as they worked alongside the providers. Twenty-five 
(25) postgraduate trainees in obstetrics and gynecology received a one-day training on RMNC as mentors. They were deployed in 12 private clinics 
in pairs to orient the proprietors and providers on RMNC during a five-day problem-based learning session. During this period, the postgraduate 
doctors worked alongside private providers in providing antenatal care and other MNH services. They scheduled designated learning sessions to 
introduce clinic staff to the concept of respectful maternity care, universal rights of women and newborns. They worked with the facility teams to 
assess their performance against the seven universal rights using the RMNC tools provided.4 Next, they identified actions to address the gaps in 
performance. In the self-assessment, facility providers rated the facilities as high regarding the right to freedom from harm and ill treatment, right 
to dignity and respect, and right to timely care (81.8% of clinics). 72% of the facilities rated themselves as promoting the rights to liberty, autonomy, 
self-determination, and freedom from coercion (no detention). Fewer facilities rated themselves as promoting the right to information, informed 
consent and refusal respect for choices and preferences including companionship during maternity care (27%), and the right to confidentiality and 
privacy (36.4%). In between clients, the mentors provided feedback to the proprietors and providers on several aspects of RMNC. Clinic proprietors 
who had not been able to participate in the meetings were also debriefed on the RMNC-related findings in their clinics and given a copy of the 
reports that the postgraduate trainees prepared regarding the mentorship exercise.  69 health care workers were oriented on RMNC and received 
mentorship on addressing gaps. 

Following the initial training, each facility selected an “RMNC champion.” The MaNe team linked them together through a WhatsApp group for 

the purpose of maintaining contact with the facility and channeling RMNC learning opportunities. This was done during the time of the partial 

COVID lock down when physical meetings could not happen. Links to the skills videos (Giving Good Care During Labor, Understanding Respectful Maternity Care, 

Respectful Maternity Care Charter: Universal Rights of Women and Newborns)5 and tools to be studied during the Zoom sessions were sent ahead of time and 

providers were encouraged to study the videos, reflect on their practice, and compare their practice to what was shared in the video. 
  
RMNC awareness among providers in public facilities and community-provider dialogues: To raise RMNC awareness in public facilities, MaNe held 
community-provider dialogue sessions. This highlighted the level of disrespectful MNC experienced by women while at public facilities and 

 
4 USAID MCHIP tools on Assessing adherence to RMCN in ANC, PNC and during childbirth; MCSP tools to assess facility readiness to provide RMNC 
5https://www.youtube.com/watch?v=i3Y0bRGp3Ls&feature=youtu.be,  https://www.youtube.com/watch?v=pn9LsxQqr94, 

https://www.youtube.com/watch?v=K105F9o3HtU,  

https://www.youtube.com/watch?v=i3Y0bRGp3Ls&feature=youtu.be
https://www.youtube.com/watch?v=pn9LsxQqr94
https://www.youtube.com/watch?v=K105F9o3HtU


provided a platform for clients to share views with providers and leadership. It was also aimed at building accountability and generating 
commitments from providers by recording and sharing the dialogues publicly.   

The community dialogues were facilitated by a local media company that helped to prepare for the meeting and recorded the events on video. 
The plan was to subsequently air them on local media. Dialogues between community representatives and providers were conducted in four KCCA 
public facilities. The leadership of KCCA (i.e., the Director of Public Health and Environment or DPHE), and division health officers participated in 
the dialogues. Findings like the results from the formative research were echoed in the dialogues, in which participants shared experiences of 
disrespect and abuse. Health care providers were also given opportunity to respond to the issues raised by the community. During the dialogues, 
the DPHE assured the community of KCCA’s commitments to address the issues raised. The DPHE apologized on behalf of the health care team 
for the disrespectful services rendered and promised the participants that he and his team were committed to effecting a change in the services. 
He challenged the healthcare provider teams to be held accountable for poor services, highlighting the importance of communication to mothers 
and their companions. As part of his commitment, he offered his personal phone number to the public to call in case of dissatisfaction with care 
at the facilities and any requests for informal payments at the facility. A KCCA toll free number where community members could call in with their 
complaints was subsequently introduced. 

Following the dialogue meetings, facility heads or their representatives held team meetings in which they discussed the outcome of the community 
dialogues and watched the video recordings. Facility actions taken to address the community concerns included staff rotation/transfer, wearing 
name tags, and publicizing the Director’s and the toll-free telephone numbers to report complaints of abusive or disrespectful care. In addition, 
providers agreed to have regular team meetings to track progress in improving care as well as stronger linkages with the community health workers 
(CHWs) who supported this effort by mobilizing the community for further dialogues.  However, community dialogue sessions were not aired on 
the appointed local media at the planned time because the feedback received from participants with regards to care in the public facilities was 
largely negative. It was felt that this would be potentially damaging to the institutions’ reputations and discouraging to the health workers but also 
misconstrued or misused by stakeholders in the presidential elections which were soon to be held. Airing of the community-provider dialogues 
was put on hold for six months while facility-level interventions were implemented to improve care. At that point, another round of recordings to 
balance negative and positive feedback and to show improvements was made. This footage was used to produce a “before and after” documentary 
to be aired. 

 

Training of health providers/proprietors on RMNC 

 
https://www.youtube.com/watch?v=R5gDnnPTK7Q 

https://www.youtube.com/watch?v=R5gDnnPTK7Q


A joint training for public and private providers was held; this was later followed by mentorship of public and private providers. Proprietors of 
private facilities nominated one provider for RMNC training. Each of the four public facilities sent two midwives for this joint training. The trained 
healthcare providers were to return to the facility and champion the work on RMNC. The training was a physical meeting held in a hotel where 
COVID-19 prevention SOPs were followed. The RMNC trainers were from the Association of Obstetricians and Gynecologists of Uganda (AOGU), 
and RMNC training materials were adapted from the facility-based training toolkit on RMNC developed by the Translating Research into Action 
(TRAction) project.6 A four-day training was given in lecture format with role plays and case scenario discussion. Some of the practical field classes 
that had been planned were transformed for classroom settings considering the then prevailing COVID-19 situation.  This was done to reduce the 
risk of exposure of the participants to infection.  

Using a learner-centered approach helped midwives better understand RMNC and acquire the skills needed for providing quality RMNC. This 
approach also provided participants with practical inputs for handling RMNC. In total, 20 midwives were trained. They took pre- and post-training 
tests. Eighty percent of participants had improved knowledge on RMNC and achieved or exceeded the 50% pass mark. However, the need for 
ongoing support to practice, operationalize, and integrate RMNC concepts was identified. Upon completing the training, the trainees (champions) 
were tasked with disseminating RMNC messages to fellow health workers and championing innovations/ interventions to promote RMNC in their 
respective facilities.  

Post-training Mentorships in RMNC: During the training it was clear that not all the learnings on the key concepts of RMNC could be done in the 
four days’ training and that follow up mentorship was needed. Two trainers were purposively selected to conduct the mentorship. Given that this 
was being done for the first time and there were no pre-existing MOH-approved materials to support the process, it was necessary to provide 
some guidelines to ensure standardization of the messages that were to be conveyed during mentorship. Using the general format of mentorships 
in other aspects of MNH, a simple handbook was put together outlining the important points for the mentors. The handbook included tools for 
assessing adherence to RMNC in ANC, PNC, and childbirth; an individual performance checklist; a facility readiness assessment tool; universal 
rights of childbearing women and newborns; links for videos; reporting guidance; potential RMC indicators; an action plan template; and a 
documentation journal. 

Some results from the mentorship included private facilities holding maternity open days (where pregnant women and their families visited the 
facility to interact with the providers and have an opportunity to demystify childbirth practices and fears), providers wearing of name tags, taking 
informed consent, offering mothers choice of birth positions, improved documentation, and record-keeping, and conducting client exit interviews. 

 
6 Charity Ndwiga, C.E.W., Timothy Abuya, Lucy Kanya, Alice Maranga, Christine Ochieng, Mary Wanjala, Beatrice Chelang'at, Anne Njeru, Annie Gituto, George Odhiambo, 
Faith Mbehero, Lucia Maina, and Jeremiah Maina, Promoting Respectful Maternity Care: A training guide for facilityPromoting Respectful Maternity Care: A training guide 
for facilitybased workshops—Participant's guide. 2014 



In addition, facilities implemented quality improvement projects. By the end of MaNe project, five private clinics had emerged as model clinics for 
RMNC or “centers of excellence” where peers could learn and that KCCA could use to spread RMNC learnings going forward. 

  

 

Assessing Client Satisfaction  

The first objective of the assessment study was to understand client level of satisfaction and perceptions on RMNC based on their experiences in 
receiving antenatal, intrapartum (maternity) and postnatal services from four public and eight private health facilities.  

Client surveys were carried out in partnership with the White Ribbon Alliance.  Thirty-two (32) participants were sampled from selected facility 
ANC, delivery, and PNC registers. In-depth interviews were conducted at the client’s residence or a location convenient to her. MaNe adapted 
Heshima project7 tools for client satisfaction including qualitative interviews with ANC clients, clients who had given birth, and postnatal clients. 
The data collection tools documented the clients’ experience of several aspects of RMNC in the continuum of care which included establishing 
rapport, confidentiality of information, preservation of dignity during care, privacy, right to information, consented care, and prevention of any 
form of abuse.  

The second objective of the client satisfaction survey was to determine the best performing facility, departments, and health providers among 
public facilities using client feedback on respectful maternity care.  The research team sampled women who had received either ANC, maternity, 
or postnatal care (PNC) in the four public facilities within one month prior to the survey. For this objective, MaNe adapted TRACtion (Heshima 
project) tools for scoring facilities and departmental units. To compute the scores for the respective departments (ANC, labor ward/maternity and 
postnatal clinic) of the facility, the attributes of RMC were added with equal weights to create a composite score with a maximum of 44 points for 
ANC, 58 points for childbirth, and 51 points for postnatal care. The average score for the department was generated and used to identify the best 
performing department within the facility. The mean score for the facility was computed, and this was used to compare the performance of the 
four public health facilities. Participants were offered opportunity to name one provider who in their opinion deserved to be rewarded for good 
service. The provider with the highest score received a reward in a ceremony officiated by the DPHE.  

In summary, the findings from the survey showed that satisfaction was higher in private facilities than in public ones. Poor treatment was reported 
most frequently among mothers who gave birth (labor ward) than those who sought ANC and PNC services. Privacy and confidentiality were 
generally respected at the facilities; however, informal payments happened at public facilities while none were reported in private facilities. Some 

 
7 Heshima project was a USAID project that focused on respectful care 



providers missed out on receiving the reward because of the relatively minor issue of forgetting to introduce themselves to the clients by name 
and failure to wear name tags. Many clients tried to describe the provider; however, the criteria was that the provider had to be identified by 
name.  

Following the client satisfaction survey, the DPHE recognized and rewarded health facilities, departments, and individuals that made efforts to 
provide RMNC. This was intended to raise awareness on the right to respectful care to encourage and inspire providers to improve. In addition, it 
aimed to communicate the importance that KCCA attaches to the client’s perspective on care and ultimately to raise the visibility, and profile of 
RMNC as an important issue that government was addressing. The reward and recognition ceremony was a public event where representatives 
from participating facilities were invited. The ceremony was presided over by the KCCA Director of Public Health and Environment and Manager 
of Medical Services. The best performing facility received a cash reward of US $ 405 and a certificate of recognition. The best performing 
departments in each of the four public facilities, each received a cash reward of US $ 270 and a certificate. The best performing individuals each 
received a cash reward of US $ 135 and a certificate. The event was covered by over ten media houses.  

Picture: A cross-section of jovial providers posing with KCCA officials and their awards.  
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Sensitizing mothers about their RMNC rights 
Community health workers were intended to sensitize mothers on their rights to RMNC as part of the project design. However, these activities 
were cancelled because of COVID-19 restrictions. 



 
Working towards institutionalization of RMNC  
As part of the efforts to transition these RMNC strengthening activities, MaNe worked with KCCA leadership to identify staff who will serve as the 
focal persons for RMNC following project closure. MaNe also held dialogues with other USAID partners to generate interest in supporting scale up 
of work on RMNC in the private sector. In addition, MaNe has trained the KCCA team to perform the client satisfaction assessments and do the 
necessary analyses to identify winning individual and teams. The KCCA team is now undertaking this in collaboration with White Ribbon Alliance 
(WRA).  KCCA DPHE expressed his continuing commitment to pursue the reward and recognition of good performers based on results from the 
client satisfaction assessments.  
 

Successes  

1. Client satisfaction in private health facilities: Accredited clinics whose proprietors were keen on measuring client satisfaction, seeking 

feedback, and applying RMNC interventions (e.g., maternity open days, follow up of patients by phone, and formation of WhatsApp groups 

of patients or users) reported increased client satisfaction. Interviews with clients revealed that they were not only satisfied with services 

and touched by the care given to them, but that they would also recommend these facilities to other people. 

2. Client satisfaction in public health facilities: Individual feedback to government facilities from communities through community health 

workers as well as the findings from the client satisfaction assessments showed improvements in MNH service due to improved provision 

of RMNC and absence/reduction of requests for informal payments. The introduction of the expanded hours of ANC also increased the 

satisfaction of clients at public facilities. Results from the DHIS2 and routine project data indicate that the contribution of expanded ANC 

has been positive in decongesting normal working days. Acceptance of expanded ANC is high, with more mothers using late evening hours 

and weekends to access ANC services in KCCA public facilities.  

Lessons learned from the interventions 

1. Visible and practical leadership by KCCA’s top management (e.g., the Director Public Health and Environment) was a very important factor for 
the success of these interventions and their sustainability. 

2. Community dialogues are highly desirable by community members. They are generally acceptable to providers; however, moving forward, 
healthcare providers requested more time to share their views, to respond to the accusations, and to clarify some misunderstandings.  

3. Community dialogue sessions were not aired on the appointed local media at the planned time because the feedback received from 
participants with regards to care in the public facilities was largely negative at that time. This was seen as potentially damaging to the 
institutions’ reputations and discouraging to the health workers but as well as being at risk of being misconstrued or misused by stakeholders 



in the presidential elections. Once the interventions had been running for a while, MaNe did receive permission to have the dialogues publicly 
broadcasted. 

4. Mentorship is an important adjunct to trainings on RMNC; it strengthens understanding and applicability of learnings. However, revision of 
mentorship plans to shorter sessions would make it more feasible and acceptable for private providers than the four days used in this project. 

5. High turnover of providers at the private facilities creates strain on the facility to train new staff. In the RMNC training, it is important to 
prioritize individuals who are less likely to leave and more likely to be able to train other staff. 

6. Reward and recognition of providers is highly acceptable to providers and a strong motivator for behavior change. However, local adaptation, 
simplification of assessment tools, and identification of acceptable and equally motivating non-monetary reward options is critical for 
sustainability of the practice and regular implementation.  

7. RMNC interventions in private clinics—especially maternity open days—have been greatly welcomed by clients. At least 60% of the clinics 
reported finding them cost effective and good for business. 

8. Facilities had gaps in the data collected. It was challenging to follow up on some indicators because the facilities did not have audits or records 
for those indicators. Strengthening data collection capacity will be very important to sustain efforts in quality improvement including those in 
RMNC.  

 
This learning brief is made possible by the generous support of the American people through the United States Agency for International Development (USAID) under cooperative 

agreement number 7200AA18CA0005. The contents of this presentation are the responsibility of Population Services International (PSI) and do not necessarily reflect the views of 

USAID or the United States Government 
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