Ssegujja and Andipatin BMC Health Services Research ~ (2024) 24:715 BMC Health Services Research
https://doi.org/10.1186/512913-024-11180-z

Check for
updates

Translating lessons to reinforce national
stillbirth response; multi-stakeholder
perspectives regarding priorities

and opportunities to deliver quality evidence-
based interventions within a limited-resource
context in Uganda
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Abstract

Background There is noted increase in attention towards implementation of evidence-based interventions in
response to the stillbirth burden in low- and middle-income countries including Uganda. Recent results reporting
some of the strategies adopted have tended to focus much attention towards their overall effect on the stillbirth
burden. More is needed regarding stakeholder reflections on priorities and opportunities for delivering quality
services within a limited resource setting like Uganda. This paper bridges this knowledge gap.

Methods Data collection occurred between March and June 2019 at the national level. Qualitative interviews were
analysed using a thematic analysis technique.

Results Identified priorities included; a focus on supportive functions such as the referral system, attention to the
demand side component of maternal health services, and improvements in the support supervision particularly
focusing on empowering subnational level actors. The need to strengthen the learning for better implementation of
strategies which are compatible with context was also reported. A comprehensive and favourable policy environment
with the potential to direct implementation of strategies, harnessing the private sector contribution as well as the

role of national level champions and patient advocates to amplify national stillbirth reduction efforts for continued
visibility and impact were recommended.

Conclusion Great potential exists within the current strategies to address the national stillbirth burden. However,
priorities such as improving the supportive functions of MCH service delivery and attention to the demand side need
to be pursued more for better service delivery with opportunities including a favourable policy environment primed
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to better serve the current strategies. This calls for dedicated efforts targeted at addressing gaps within the existing
priorities and opportunities for better delivery of national strategies to address the stillbirth burden in Uganda.

Keywords Stillbirth, National-level strategies, Implementation context, Policy adaptation, Implementation challenges

Introduction

Globally, over two million stillbirths occur every year.
Responding to the stillbirth burden is a key health system
priority, especially in low- and middle-income countries
which shoulder the highest burden including Uganda
[1-3]. A chronology of events from the renewed global
attention to the problem resulting in raising funds glob-
ally has contributed to the country’s prioritisation of
evidence-based interventions that have now become
embedded in national policies at least on paper and to
some extent reflected in implementation practices in
Uganda [2, 4, 5]. The attention became even more pro-
nounced when the country established mechanisms for
strengthening health systems, monitoring progress and
evaluating intervention effectiveness. However, whereas
strategies focusing on the mother and her unborn babies
have been proven effective with relative resource avail-
ability, their effect following introduction into resource-
limited health systems requires more amplification owing
to variations in these and other implementation contexts.

The introduction of evidence-based health systems
strengthening interventions has implications for the
performance of the health systems in terms of resources
and efficacy of such strategies in responding to the given
public health challenge [6—8]. By 2021, the country was
reported to experience a stillbirth burden of 17.8 still-
births per 1,000 deliveries. Uganda is currently imple-
menting several interventions to respond to the stillbirth
burden along the Sexual and Reproductive Maternal
Newborn and Child Health (SRMNCH) continuum of
care [9]. Like in other limited resource health systems set-
tings, there are variations in the health system’s responses
when different strategies are rolled out as a component of
the routine standard of care service provision hence pre-
senting major challenges to their ability and effectiveness
in responding to the given problem [10].

Evidence from elsewhere has demonstrated the impor-
tant role that national-level key stakeholders play in facil-
itating the acceptability, adaptability and sustainability of
innovations once introduced into the health systems [11—
13]. Their influence may likely be crucial in the success-
ful implementation of strategies to address the stillbirth
burden in Uganda. MCH policy and implementation
adjustments to accommodate the rolling out of evidence-
based interventions into the health systems especially
after 2011 prioritised both the supply side (health sys-
tems strengthening) and demand side (social determi-
nants of health) [2, 8]. Input from national-level health
systems managers and policymakers within the MCH

policy networks remains very vital in providing insights
and feedback for the successful implementation of health
systems strengthening strategies to address the national
stillbirth burden [14-16].

There is a growing need to assess the effectiveness of
these evidence-based interventions such as data quality
improvements and maternal and perinatal death reviews
among others in supporting response to the stillbirth bur-
den [17]. Perspectives from stakeholders have long been
valued as a crucial component of the feedback loop for
health systems including such platforms as joint review
missions [18, 19]. Moreover, health systems strengthen-
ing efforts responding to stillbirth burden would benefit
more from such feedback mechanism and though ideal,
may require timely assessment with the possibility of
ploughing such feedback into the re-design and adjust-
ment of these approaches for better quality service deliv-
ery [2, 6,7]. To respond to this need, we sought to explore
the health systems managers’ and policymakers’ perspec-
tives on priorities and opportunities to address the still-
birth burden in Uganda. This analysis, therefore, sought
to answer the question; what are the key priorities and
opportunities to deliver quality evidence-based inter-
ventions in Uganda according to multiple stakeholders?
Insights into their perspectives is key as they are likely
to shape the implementation of health systems strength-
ening approaches with feedback having the potential to
inform revisions to the current practices.

Methodology
Study design and setting
To deepen the knowledge and understanding of national-
level perspectives regarding strategies to address still-
birth in Uganda, in-depth, descriptive data was required.
The qualitative methodology was preferred for this objec-
tive [20, 21]. Due to variability in individual worldviews
and different subjective interpretations according to
respondents’ categories, an exploratory approach was
deemed the best-suited method of a qualitative inquiry
[22]. This approach was both deductive and inductive
which required the researcher to remain theoretically
guided by the research question while at the same time
being able to contextualise, make sense and interpret the
data. The ability to navigate the double terrain allowed
the researcher to explore the convergences and variations
within the data in a systematic way. Details of this meth-
odology have previously been described elsewhere [5].
The study was conducted in Uganda among national-
level key informants drawn from the existing maternal
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and child health policy networks. It was conducted
between March 1st and June 30th 2019 at the national
level. At the time, the country had adopted and translated
several recommended interventions to address the still-
birth burden into the health systems. Therefore, within
this context, the results remain relevant at the time of
publishing this paper. National stewardship was provided
by the Ministry of Health at the centre with delegated
responsibilities at the subnational level spearheaded by
the Department of Health at the district level. The health
system is organised along a tiered structure with the
lowest level being the community structure commonly
known as the Village Health Team (VHT) structure. This
provides health promotion and prevention activities with
members identified from within the community they
live to offer these services voluntarily. Above the VHT
is HCIL; the first level that provided clinical outpatient
services, immunisation, and family planning among oth-
ers followed by HCIII which provides maternity services,
inpatient care, basic laboratory services and minor sur-
gery on top of what is provided at the HCII. The HCIV
provides Comprehensive Emergency Obstetric Care
(CEmOC) services, a standby ambulance, and central-
ised data collection together with what was provided at
HCIII. The General Hospital offers plain X-ray examina-
tion, all general medical and surgical conditions as well
as specialist services on top of what is provided at HCIV
while the Regional Referral Hospital (RRH) offers all spe-
cialised services at the National Referral Hospital (NRH)
save for its location at the regional level and absence of
specialised institutes which are only located at the NRH
such as the Uganda Heart Institute, Uganda Cancer Insti-
tute among others. The private sector bears the same
replica in terms of service level organisation and it was
comprised of the Private-Not-For-Profit (PNFP) and
Private-For-Profit (PFP) with the former benefiting from
some form of public funding while the latter’s main sup-
port from the government was data systems support,
regulation and was mainly supervised through delegated
authority to professional and compliance bodies. Accord-
ing to statistics, data reporting on the national stillbirth
burden was predominantly from the public and PNFP
facilities despite the contribution of the private sector.

Study population and sample

The study population comprised respondents drawn
from the national-level MCH policy networks. A maxi-
mum variation purposive sampling technique was
employed. Potential respondents were pre-identified
as eligible with guidance from individuals familiar with
national-level MCH programming and policy processes.
These were drawn from the national level MCH policy
networks consisting of policymakers, academia, civil
society representatives, donor community, researchers,
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Non-Governmental Organisations (NGO) representa-
tives, Private sector players, and health systems manag-
ers among others. A list was generated with the contacts
from which they were approached. Additional respon-
dents were selected based on leads from the Ministry of
Health and information from reports detailing their con-
tribution to national-level policy processes. We employed
a process tracking methodology together with purposive
sampling to identify key documents for review.

Data collection procedures

Initial registration of the study was obtained on the
13th of November 2017 from the Biomedical Research
and Ethics Committee of the University of the Western
Cape. Data collection was conducted between March
1st and June 30th 2019. Respondents were approached
through telephone calls where the aims and objectives
of the study were explained. It consisted of key infor-
mant interviews. The exercise was conducted by the first
author with support from two graduate-level research
assistants experienced in qualitative methodologies. On
the day of the interviews, individual informed consent
was obtained from all respondents before interviewing at
the respondents’ places of work lasting from 45 min to
one hour depending on the point of saturation. A flexible
topic guide consisting of open-ended questions devel-
oped for this study was used (Supplementary material
1) [5, 23]. The topic guide explored respondent’s views
regarding the national stillbirth reduction strategies and
the implementation context with prompts used to aid
recall in cases where information gaps manifested among
others. Two callbacks were made in case the respondent
was not available during the first attempt after which a
replacement would be identified. On the day of the inter-
view, a safe and secure place was identified from where
the interview was conducted. Field notes were taken dur-
ing the interview and at the end of each field day during
the daily debrief meeting attended by the data collec-
tion team. Overall 20 out of the 23 respondents who
had earlier been contacted took part in this study. At the
sampling stage, maximum variance to include diverse
respondents was ensured while at the analysis stage, the
iterative data analysis across respondents’ categories was
aimed at attaining data saturation. The three who had
earlier expressed willingness to participate could not be
accessed after the second callback. 17/20 were female
and drawn from Professional Associations (6), Ministry
of Health (5), NGOs (4), Private not for Profit (2), Aca-
demia/Researchers (2) and Private for Profit (1).

Data management and analysis

All interviews were transcribed using Microsoft
Office (MS) Word by two research assistants who had
participated in the data collection. All transcripts were
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read by the author before exporting them to Atlas. ti a
qualitative data management software for coding [24].
Analytical diaries were generated to record early reflec-
tions and ideas. The transcripts were then annotated with
exploratory comments containing contextual and subjec-
tive information. Emergent themes were then reduced
into codes which were followed by searching for connec-
tions within those themes. A deductive coding approach
was adopted to assign text to their respective codes [25].
Text relating to a particular code was identified from
the transcripts, highlighted and assigned as meaningful
units to the respective codes. Thereafter query reports
were run for each of the codes using a query tool func-
tion within the Atlas. ti software [26]. A manual pile sort-
ing exercise was conducted for each of the queries by
reading through each of the texts to identify underlying
meanings. Texts with similar or related meanings were
then grouped into separate piles. Each pile was then read
through once more to identify underlying themes and
sub-themes. The themes were identified iteratively and
refined using a constant comparative, reflection, refine-
ment and analysis of emerging themes [27]. It involved
engaging with the theory, and data across respondents’
categories to achieve consensus in interpretation which
allowed for nuances to emerge through the analytical
process [26]. We then adopted the Consolidated Crite-
ria for Reporting Qualitative Results (COREQ) check-
list to guide the reporting of results. Triangulation was
done through a comparison of results from the different
respondents’ categories. Typical quotes have been repro-
duced within the results to bring out respondents’ voices.
Particular pseudonyms reflecting respondents’ category
at the time of data collection, the level of service provi-
sion and current role have been used to enhance ano-
nymity and confidentiality.

Table 1 Summary of key findings
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Results

Four major themes emerged as priorities by the respon-
dents and they include; (1) Supportive functions for
MCH service delivery, (2) Attention to the service user
concerns, (3) Supervision improvement and (4) Strength-
ening of the learning component. Regarding opportuni-
ties, the themes which emerged were; (1) the favourable
policy environment, (2) the harnessing of the private
sector, (3) the role of national-level champions, and (4)
a consolidation of global support. They are presented in
Table 1 below;

Priorities

Reflecting on progress towards implementation of
interventions to address stillbirths in Uganda, four pri-
orities were synthesised from stakeholder responses;
(1) supportive functions to the MCH service delivery,
(2) attention to patient-level (service user) concerns, (3)
improvements in supervision, and (4) strengthening the
learning component. A distillation of each follows next
with representative quotes;

Supportive/supervision functions for effective MCH service
delivery

Stakeholders viewed the supportive functions for effec-
tive MCH service delivery as of paramount importance.
Supportive functions such as the referral systems, avail-
ability of fuel and a reliable source of power to run the
operating theatres at Health Centre (HC) IVs were some
of the aspects mentioned. They noted that these would
affect the effectiveness of the available facility-based
MCH services. The referral system contributed to delays
and effecting community referrals was still a major chal-
lenge. The same was said of the difficulties experienced
when patients were recommended for referrals. Whereas
the policy on Comprehensive Emergency Obstetric

Priorities

Opportunities

1 Supportive/ Supervision functions for MCH services
- Referral systems strengthening
+ MCH diagnostics at HCIV
- Governance and leadership

- Strengthen regional structures to support supervision functions

+ Guideline/policy adherence,
2 Addressing patient-level concerns.

+ Quality concerns by service users and Provision of feedback to mothers

Favourable policy environment
« Uniform policy implementation
« Opportunities for scaling up
- Increased focus on newborn health.

Harness private sector contribution
« Focus on urban midwifery practitioners and

- Community ownership and Political mobilisation for service uptake and interest. entrepreneurs

3 Improvement
« Mechanisms to incorporate lessons learnt
- Standardise lessons across the board
« Promotion of data ownership,

« Pre-service training on the application of evidence-based tools.

- Involvement in quality improvement interventions
National level champions
- Maintain the stillbirth agenda as a national priority.
« Amplify patient advocates voices
Consolidation of global support
« The careful transition from donor to central support
+ Harmonisation of different donor support.
« Proper use of resources from donors.




Ssegujja and Andipatin BMC Health Services Research

Neonatal and Intensive Care (CEmONIC) was stipulated,
making it beyond project mode responsive was highly
dependent on the effectiveness of the referral system.
HCIVs with functional theatres would sometimes expe-
rience fuel shortages which occasioned further delays or
unnecessary referrals. Some HCIIIs are oftentimes faced
with the unavailability of ambulatory services to call
upon or lack of fuel to effect timely referrals. This was
further compounded by the poor status of the road net-
works in some areas, especially in rural localities.

So, there is a lot to be done in strengthening the
emergency obstetric care services so that we can
reduce the stillbirth rates in this country NLIO08

Respondents acknowledged that despite the operation-
alisation of CEmONIC at HCIVs, MCH service-related
diagnostics did not reflect the same. Within the staff-
ing norms and policy, there was a lack of provision for
a sonographer to conduct ultrasound scans for mothers
during Antenatal Care (ANC), a key service delivery gap.
Paying attention to critical cadres such as midwives and
anaesthetists was equally a priority worth considering by
respondents. Some respondents reported that this would
go a long way in supporting core MCH service activities
such as the identification of potential risks to the foetus
such as foetal growth restriction at that level which occa-
sions unnecessary delays in decision-making due to the
referrals out for this service.

if the moms ultimately end up in the hospitals and
the hospitals are not prepared for them because a
mother can end up there and there is one midwife
people gave her money, people encouraged her to
deliver in the facility but nobody looked at the facil-
ity where she is going to deliver NLI006

Similarly, respondents prioritised leadership and gov-
ernance and felt they were important in ensuring that
planned activities ran as planned. The limited decision
and fiscal space at lower level MCH service provision
were reported to impair the effective implementation
of evidence-based interventions such as perinatal death
surveillance and reviews. Where they are conducted, it
always emerged that recommendations would sometimes
not get implemented due to limited resources more so
when they had to do with known chronic health systems
challenges. This supportive working environment was
equally seen as important to the health workers deliver-
ing these services.

You have to improve all the aspects together. So, if
it is leadership and governance you should improve
that, you have to improve the financing, you have to
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improve service delivery, and human resources, you
have to improve medical supplies and technologies
and so all the aspects of health service delivery need
to be improved NLI001

Some respondents acknowledged the financial resource
constraints and noted that widening the resource enve-
lope, particularly that dispatched to health facilities as
Primary Health Care (PHC) grants would address some
of the challenges. The health worker numbers about the
population served were highlighted as an important pri-
ority area. Current staffing norms at different levels of
service provision were observed as not reflective of the
gaps within the current service delivery. Some aspects of
the policy did not empower midwives enough to address
some of the emergency obstetric Care (EmOC) related
cases and yet they form an important buffer which when
addressed could reduce unnecessary referrals.

Address the service user concerns

Quality concerns

Most respondents were open about their support for
prioritisation of the demand side component which
they felt needed to be attended to especially the qual-
ity of MCH care raised by the service users. They noted
the need to prepare the health facilities to receive the
mothers to address their expectations for quality ser-
vice delivery. The provision of feedback about health and
potential risks at every visit would maximise interaction
with health workers. This may involve the promotion of
service uptake and awareness creation regarding compli-
mentary services.

1 think I remember also reading something on mak-
ing sure you give feedback to the mother. That is one
thing that we experienced when we implemented
this project NLI003

Technical competencies

The focus on strengthening technical competencies was
highlighted in positive regard and noted to have the
potential to contribute immensely to current strategies.
Entrenching skills to fully adhere to and implement evi-
dence-based interventions would prove very beneficial.
Equally important is the need to respond to the soft skills
of health workers which would address attitude-related
challenges. Enforcing guideline adherence was men-
tioned as a priority requiring specific focus. This moves
in tandem with improving the skillsets of health work-
ers who are handling this data. It emerged against the
backdrop that the country had invested much in ensur-
ing that all recommended practices were entrenched in
the policy. However, the anticipated results are yet to be
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realised. This was reported to even be much better when
subnational health systems are empowered enough to
strengthen their data systems both at community and
health facility levels. Improving medical supplies and
commodities monitoring systems was identified as a pri-
ority for focus. It emerged that where systems were ade-
quately strengthened, deficiencies in medicines and other
supplies would render such investments ineffective.

I think it is a work in progress. We are working with
the Ministry of Health to see that some of the new-
born and maternal health commodities are moni-
tored efficiently across NLI0O8

Stakeholders alluded to the need for repackaging post-
natal care services to include content-sensitive and rel-
evant mothers who experience a stillbirth. The inclusion
of bereavement care was noted as equally important
since its absence or minimal focus made stillbirth moth-
ers leave the health facility without adequate preparation
and knowledge of what could have happened in the first
place and how to navigate health to avert risk and future
occurrence. Supporting families through verbal autopsies
to identify the cause was hoped to go a long way in turn-
ing communities into active participants in preventing
community-level stillbirth risk factors.

We shall go into another arm of notification which
is the verbal autopsy. The biggest deaths of mothers
are in communities and this system (DHIS2) can-
not capture that but now with NIRA, we shall have
a community arm through maybe the Village Health
Teams (VHTs) NLIOO7

Community ownership

Opinions regarding enhancing community ownership of
the current interventions were echoed by respondents.
They observed that it was a viable strategy for the sus-
tainability of interventions. They observed that common
to most donor-supported interventions, aspects of com-
munity ownership were suboptimal. Community owner-
ship for example of the referral efforts was particularly
highlighted. The involvement of male partners would also
supplement such efforts for better outcomes. Enhancing
collaboration with community structures such as VHTSs
and other Civil Society Organisations (CSOs) was seen
as an avenue for disseminating this information within
the communities. Although part of the government strat-
egy through community birth and death registration, the
aspect of community notification of stillbirth had not
gained root. This was partly because the birth and death
registrations were still confined to the health facilities
largely.
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A policymaker acknowledged the need for politi-
cal mobilisation and advocacy around stillbirth. It was
observed that current efforts were minimal within the
strategies, especially for those that impacted the commu-
nities directly. Unlike maternal mortality, stillbirth advo-
cacy was reported to be minimal, especially in the rural
areas where the problem is pronounced. It was reported
to have benefits when patient advocates amplify their
voices since they are the primary receivers of available
services. Responding to cultural barriers, especially the
negative ones around stillbirth was highlighted. Equally
important was the need to share success stories such as
the near miss, and recovery from adversity since current
interventions have been implemented for some time.

Continuum of care

Several policymakers recognised the need for adopting
a continuum of care approach for stillbirth reduction
which in many instances is already embedded in current
MCH programming. They particularly mentioned it as a
key strategy to respond to some of the risk factors which
may lie outside pregnancy and childbirth. This could be
possible through encouraging mothers and young girls to
take up available Reproductive Maternal New-born and
Child Health (RMNCH) services;

We have to encourage the mothers right from; actu-
ally, the girls from the reproductive age to have first
of all good nutrition to prepare them for birth, to
prepare them for pregnancy because usually when
the girls become pregnant before they mature they
tend to have those stillbirths NLIO12

Repackaging ANC information session contents to reflect
aspects of stillbirth risk factors and common causes of
stillbirth was seen as important in creating awareness
about stillbirth among mothers.

Improve supervision

Regional structures

The need to strengthen the regional support super-
vision structures was highlighted as a priority going
forward. Several stakeholders noted the need to
strengthen regional structures to support MCH and
avert stillbirth. Strengthening the management capaci-
ties of subnational-level MCH managers was identified
as key. Supervision was particularly one aspect respon-
dents mentioned as being key in improving strategies
aimed at addressing the stillbirth burden. It was par-
ticularly highlighted that most projects that scored
success were implemented with support from mentors
based at the Ministry of Health headquarters. Whereas
it was commendable due to the expertise they pos-
sessed, a suggestion was floated of strengthening the
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capacities of regional referral hospitals to be in a posi-
tion to provide the same capacities. It was seen as
a more sustainable solution given that such experts
would be closer to the health workers and hence they
can rely on them for technical backstopping. With
improved support supervision, this was reported to
yield better results which contributed to addressing
the stillbirth burden in Uganda.

Strengthen learning to inform practice

Popularise lesson sharing

Many informants thus emphasised the aspect of popu-
larising lesson sharing as a national priority for stillbirth
reduction strategies. Substantial learning had happened
through the implementation of strategies for which some
had produced good results. They observed the need to
share such lessons to hold beneficial effects. The ability
to learn from lessons so far was highlighted as an area
requiring strengthening and further exploration. For
example, much of the evidence that was used to inform
the policies and intervention designs originated from
piloted projects within and outside the country. The
accruing learning thereof remains crucial and stakehold-
ers observed that this needs to be standardised across
the board and beyond individual pilot projects. A need
for incentives to stimulate health workers to share their
learning was raised. At a much broader level, the sug-
gestion to establish learning hubs was shared. A need
to strengthen information dissemination was seen as
an avenue in ensuring that such information reached its
intended beneficiaries.

Calls were made to entrench some of the lessons learnt
from implementing these interventions into pre-service
health worker training. A case emerged of the need to
include aspects of perinatal death reviews into the train-
ing to empower health workers early on during the pre-
service training;

health worker training, pre-service, curricula, I think
I have now the curricula has now been changed to
put in a component of that so that you know there is
a component of perinatal death review, pre-service
training NLI001

Data ownership

Data ownership was also among the most commonly dis-
cussed aspects which required prioritisation. It was seen
by stakeholders as an entry point into quality improve-
ment efforts at the final point of service delivery. The
promotion of data ownership was the first step towards
securing commitment to improvement. The culture of
data ownership at the health facility level was echoed. In
particular, it was observed that despite generating some
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of the operational level data which could be crucial in
addressing some of the implementation level bottlenecks,
accepting such performance was a rare occurrence in
some of the health facilities. Some data was generated
purposely as routine to forward to subnational health
managers but not to learn and improve service delivery
from it. This disincentivised the practice thereby leading
to its poor performance.

What we have emphasized is that the health workers

first own the data in terms of their performance in
regards to saving babies because you can send these
things to the district so that you can help the district
but honestly as long as the end user who is this indi-
vidual midwife with the individual mother and the
baby is not empowered to critique their performance
NLIOO6

It felt realistic for program managers and implementers
at the subnational level to use review meetings to explore
avenues for obtaining lessons from current practice for
better improvement of service delivery. They noted that
these were already embedded in available policy provi-
sions. However, respondents were sceptical about the
motivation to hold such was context-specific, especially
where previous resolutions were not implemented. The
incentive to continue holding the same would dwindle.
A proposal to strengthen such platforms was fronted in
addition to strengthening the monitoring component
within the MNCH care delivery.

For infrastructure, we are monitoring the facilities
that are being upgraded to make sure that they pro-
vide adequate services. In some of the programs that
we have held, we have even worked to improve on the
needed services in some of these facilities NLIO18

The promotion of operational research at the different
health workers’ places of work was recommended as an
avenue for identifying and responding to some of the
operational-level challenges. Respondents noted that
there weren’t many opportunities for funds to support
such activities which made it an area for prioritisation to
address the stillbirth burden;

Although money for research is very little in terms
of the country budgeting for research they do provide
money for services NLIO17

Opportunities

Despite highlighting priority areas of focus, there was
consensus among stakeholders regarding the cur-
rent opportunities which needed to be harnessed. They
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painted a brighter picture of the future upon modifica-
tion of some of these aspects. They singled out various
opportunities for improvement within the current strate-
gies. A highlight of some follows below;

Favourable policy environment

The favourable policy environment was raised as a poten-
tial opportunity for national strategies to address the
stillbirth burden. Respondents noted that some of the
current challenges experienced were not a result of the
absence of policy provisions but rather inadequate appli-
cation of policy. It was clear that operationalising the
CEmONIC as stipulated in policy remained a challenge
owing to other health systems’ bottlenecks. Ensuring uni-
form translation of policy provisions, especially in the
hard-to-reach areas that bear the heaviest burden of still-
birth was observed as posing challenges. The presence of
policy provisions was seen as a priority that could guide
implementation in such areas and result in better perfor-
mance. Currently, multiple opportunities for scaling up
interventions exist within the health systems since most
of the high-impact interventions have been integrated
into policy and still could be adapted to the varying con-
text. The increased focus on newborn health away from
child health offers an opportunity to tailor efforts to the
specific implementation needs of a newborn.

There is a specific program because previously it
would all be taken as child health together but there
are now programs that are focused on newborn
health NLI0O19

Harnessing the private sector contribution

Further, the potential role of the private sector espe-
cially in peri-urban and urban localities is linked to the
possible areas for improvement in the national strate-
gies to address the stillbirth burden. This is especially
the case in peri-urban and urban areas where they con-
centrate. Bringing them on board in the national still-
birth response holds some benefits. Current statistics
reflect a heavy burden of stillbirth in urban areas mostly
arising from late referral and poor pregnancy and deliv-
ery management within private practitioners. However,
their involvement in some of these quality improve-
ment interventions was at the same time reported to be
minimal like hands-on experience with the application
of evidence-based tools. Harnessing their contribution
through meaningful involvement was highlighted as a key
priority for universal access to improved MCH services.

National level champions
There appeared to have emerged consensus among
the respondents regarding the role of national-level
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champions. They observed that these had the potential to
make a significant contribution by amplifying the current
efforts to address the stillbirth burden. They noted that
other aspects that may not have moved at the same pace
could be raised by such actors using different platforms.
A case in point was the training in emergency obstetric
care, improving diagnostics capacity at different levels of
MCH/EmOC service delivery among others. This they
observed could be augmented with support to the patient
advocates joining the efforts by amplifying the plight
of the service users to highlight their experiences while
interfacing with care.

Consolidation of global support

Stakeholders recognised the potential of more benefits
accruing from external financial and technical support.
They observed that the onus was upon national-level
actors to consolidate some of these efforts amidst increas-
ing donor transition to central support. Harmonisation of
guidelines from the different external sources and adapt-
ing them to the local context was one area. Currently,
different projects are supporting various aspects of neo-
natal health, and harmonising implementation of such
for better delivery was identified as a priority area requir-
ing focus. The provision of quality reference points from
global learning has helped support local efforts towards
quality improvements. Uniform implementation of these
efforts would go a long way in uplifting national stan-
dards. As many donor-supported projects are exiting,
alignment and transfer of intervention to public health
structures are gaining root. This is a priority contribut-
ing to health system strengthening. Varying aspects of
continuous medical education from the partners such as
clinical onsite mentoring could well be embedded within
the routine standard of care. Besides, such efforts con-
tribute to extra resources in terms of financing to sup-
port national-level implementation. This could further be
enhanced by exploring the role and contribution of pri-
vate philanthropists.

Discussion

This study explored the stakeholders’ views regarding
priorities and opportunities from the implementation of
national stillbirth reduction strategies in Uganda. it pres-
ents valuable thoughts and insights from national stake-
holders’ perspectives regarding how to better improve
current strategies to address stillbirths. Respondents
reflected on various issues which have been arranged
into main themes that informed their views. While most
stakeholders were aware of the national health systems
context, their views shine a light on what can be achieved
within this particular setting. An interpretation of each of
the main findings follows below;
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Focus on all health systems components

The key finding from this study was the need to focus on
all the health systems components particularly the sup-
portive functions to enhance the efficiency at the health
facility levels. A case in point was noted as the ongo-
ing challenges with the referral systems. Perhaps this is
reflective of the need to move away from project mode
which was the anchor point when global stillbirth reduc-
tion campaigns were introduced in the country. As seen
from the implementation elsewhere, intentional stream-
lining of the referral system saw a reduction in the first
delay which minimised risks and in turn increased facil-
ity deliveries under skilled attendance [28, 29]. When
not responded to, many mothers tend to report late
which is reflected in the high numbers of fresh stillbirths
which would have been avoided with available interven-
tions timely. Indeed, the suboptimal facility deliveries
under skilled attendance can partly be explained by this
delay [30]. Challenges in accessing health facilities have
been observed to contribute to the declining rates of
ANC4+despite a high turn-up for ANCI1 [31, 32]. Else-
where, it has also been found to contribute to the subop-
timal utilisation of facilities for deliveries under a skilled
attendant [33]. The inability to deliver under skilled
attendance exposes mothers to higher risks of stillbirth
[3, 8]. With the current implementation of strategies to
address stillbirth already underway, it is important to
dedicate efforts to the supportive functions of the health
systems such as the streamlined referral system.

Address the service user concerns

Findings further reveal the value stakeholders attached
to the demand side component. Particularly responding
to factors that would encourage and promote uptake of
the available MCH services which would respond to still-
birth risk factors. The quality of MCH service concerns
from the users affected their demand and utilisation of
the same which affected community ownership of these
interventions. This may have been so because as people
were encouraged to take up available services, stillbirth
started occurring within the health facilities which could
have created doubt among service users about the quality
of services. In addition, studies have demonstrated that
many of the factors that continue to contribute to the
invisibility of stillbirth originate from the negative com-
munity beliefs and practices around a stillborn [3, 33].
When community factors that draw away mothers from
utilising available MCH services are addressed, it has the
potential to increase visibility and has many mothers take
up these services [34]. This avails the potential for timely
identification of stillbirth risks and complications hence
the health system’s ability for a timely response. The
global campaigns highlighted community factors as one
of the key intervention areas requiring stakeholders to
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devise interventions responding to the negative commu-
nity beliefs and practices around stillbirth [2, 7]. When
not responded to appropriately, many of the stillbirths
happening in the community will continue going unno-
ticed [35]. Elsewhere, the main reason for underreport-
ing the stillbirth data was the number of cases which go
reported by the communities [36, 37] and the persistent
misclassifications happening for facility-based stillbirths
[38]. Attention to the demand side factors has the poten-
tial to improve the utilisation of available MCH services
as seen from experiences elsewhere [3, 39]. It remains
important for subnational level implementers therefore
to embed the stillbirth prevention component within
the ongoing demand side interventions of the MCH
programs.

Improve supervision

Results revealed that stakeholders placed a high priority
on improvements within the supervision routines. Fol-
lowing capacity-building efforts for human resources,
infrastructure and policy revisions in response to still-
birth reduction strategies, many stillbirth cases continue
to occur within the health facilities. This is partly due to
the inherent gaps in support supervision for the avail-
able MCH services. This may have been because some
of the quality improvement functions are still at the cen-
tre which makes it difficult to implement in the absence
of appropriate funding. Stringent support supervision
has the potential for timely identification and response
to identified gaps [40]. It can also facilitate collabora-
tive work with health workers and managers to address
the gaps and support the system to deliver quality MCH
services [41]. Elsewhere, policy failures have been partly
blamed on weak support supervision arrangements [42].
Strengthening supervision has been at the core of the
MoH quality improvement strategies [43, 44]. When
supervision is strengthened through mentorship, better
MCH outcomes are realised [45] and more so when it
is close to the implementation context. It remains para-
mount that supervision arrangements for available MCH
services are further improved.

Strengthen learning to inform practice

The study also revealed that the need to strengthen the
learning component within the stillbirth reduction strat-
egies was another priority area for focus among respon-
dents. This may have been the observation given that
policies have now been revised and rolled out, there may
emerge a relapse among health systems managers to
engage in the continuous process of learning to inform
further revisions. Intentional and reflective learning from
project implementation has the potential to unveil nega-
tive health systems responses to some of the introduced
high-impact evidence-based interventions and tools [25,
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46]. Early recognition of this can inform timely revision
to align with the implementation context [47]. Delays in
responding to negative health systems responses equally
have the potential to derail intervention leading to the
inability to achieve intended outcomes [48]. Elsewhere,
contextual incompatibility with the rolled-out interven-
tions has been partly blamed for the failure of pilots to
thrive when scaled up into real-life health systems con-
texts [49, 50]. Strengthening learning, particularly from
implementation level experiences by equipping health
workers and managers with the necessary skills for data
analysis and interpretation as well as implementation
research skills will go a long way in improving inter-
ventions to fit the context and thereby responding to
stillbirth risks [51, 52]. Most quality improvement frame-
works are anchored on such theories of change from
reflective learning.

Favourable policy environment

The results also revealed that among the opportunities
that stakeholders felt needed to be harnessed was the
favourable policy environment. Policies provide clarity
regarding implementation, and uniformity of the imple-
mented interventions as well as a key reference point
for guidance on implementation particularly in complex
situations [2, 7]. The absence of guiding policy guidelines
on the other hand creates ambiguity, subjecting practice
to different interpretations depending on context and can
lead to unintended consequences and adverse clinical
outcomes [53]. The initial stages of the global stillbirth
campaigns emphasized policy clarity highlighting it as a
key intervention aspect to guide programming [2, 7]. It
is therefore paramount that all efforts are made to ensure
current MCH policy provisions are implemented as pre-
scribed. By availing health workers with the required
resources, it will aid in enforcing the policies in addition
to the creation of a favourable implementation environ-
ment which supports the accurate execution of these
policies.

Harnessing the private sector contribution

Embracing the private sector’s contribution towards the
national-level efforts to address the stillbirth burden was
observed by the stakeholders as another opportunity
worth emphasising. Results revealed that although the
private sector contributed enormously towards MCH
and particularly stillbirth reduction, their involvement
in some national-level efforts remained minimal, espe-
cially the Private-for-profit (PFP) sector within the urban
settings. This could have been the observation because
current engagements tend to focus more on Private-
not-for-profit (PNFP). Involvement of the PFP has the
potential to respond to interlinkages particularly the
referral aspects between the private to the public hence
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minimising unnecessary delays [54, 55]. The inability to
meaningfully engage with the private sector may lead to
continued delays and the practice of withholding moth-
ers for far too long and yet facilities cannot manage the
condition. A factor most likely the leading cause of urban
MCH delays contributes to fresh stillbirths. Elsewhere,
one of the avenues highlighted to drive the move towards
Universal Health Coverage (UHC) was the meaningful
involvement of the private sector to widen health service
coverage [56, 57]. The same can be emulated in efforts
aimed at increasing universal access to national strategies
to address the stillbirth burden.

National level champions

Lastly, the results highlighted another priority regard-
ing the need for more engagement with national-level
champions. This may have been the case since the role
of the same actors towards the amplification of efforts
to address the high maternal mortality is still fresh in
respondents’ minds [1]. Engagement of such actors has
the potential to bring to the fore, the need to rejuvenate
efforts to address the national stillbirth burden [58]. The
potential for relapse is one factor most common for such
global health campaigns especially the duration follow-
ing funding cessation [59]. Champions contribute to
the maintenance of the country’s momentum towards a
public health cause as was reflected in national efforts to
address the high maternal mortality rates during the Mil-
lennium Development Goals (MDG) era [60]. Activation
of this function would therefore call for deliberate efforts
towards empowering patient advocates to add their
voices on top of national level champions by equipping
them with the necessary skills and offering them plat-
forms to air out their concerns regarding service delivery.

Limitation

This study is not without limitations; the findings were
based on key informants’ opinions and experiences rather
than empirical data on implementation effectiveness
in the initial implementation of these evidence-based
interventions into the health systems. Furthermore, key
stakeholders in addressing the challenge of stillbirths are
frontline health providers and birthing mothers, whose
perspectives were not explored in the current study.

Conclusion

In conclusion, therefore, great potential exists within
the current strategies to address the national stillbirth
burden. However, priorities such as improving the sup-
portive functions of MCH service delivery and attention
to the demand side need to be pursued for better service
delivery with opportunities like a favourable policy envi-
ronment to better serve the current strategies. This calls
for dedicated efforts targeted at addressing gaps within
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the existing priorities and opportunities for better deliv-
ery of national strategies to address the stillbirth burden
in Uganda.

Abbreviations
ANC Antenatal Care

CEmMONIC  Comprehensive Emergency Obstetric Neonatal Intensive Care
COREQ Consolidated Criteria for Reporting Qualitative Research

CSOs Civil Society Organisations

EmOC Emergency Obstetric Care

HC Health Centre

MCH Maternal and Child Health

MDG Millennium Development Goals

MoH Ministry of Health

NGOs Non-Governmental Organisation

PFP Private-for-Profit

PNFP Private-not-for-Profit

RMNCH Reproductive Maternal New-born and Child Health

SRMNCH Sexual and Reproductive Maternal New-born and Child Health

UHC Universal Health Coverage
VHTs Village Health Teams

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-024-11180-z.

[ Supplementary Material 1 ]

Acknowledgements

The authors wish to acknowledge the participants who took the time to
participate in the study and the research assistants who supported data
collection. The incredible contribution of the two anonymous reviewers is
hereby acknowledged.

Author contributions

Conceptualization: Eric Ssegujja, Michelle Andipatin. Data curation: Eric
Ssegujja. Formal analysis: Eric Ssegujja. Methodology: Michelle Andipatin.
Writing — original draft: Eric Ssegujja. Writing — review & editing: Michelle
Andipatin.

Funding

This work was supported by the Belgian Development Cooperation (DGD)
through the Institute of Tropical Medicine, Antwerp (Grant Ref: FA4 DGD-ITM
2017-2020). The funder did not have any roles in the design of the study and
collection, analysis, and interpretation of data.

Data availability
All data generated or analyzed during this study are included in this published
article.

Declarations

Ethics approval and consent to participate

The study was performed following the Declaration of Helsinki. Ethical
approval was granted by the Ugandan National Council for Sciences and
Technology (SS 4575) while the study received a scientific review from the
University of the Western Cape, Biomedical Research Ethics Committee
(BM/17/9/1) in South Africa and, from the Makerere University School of Social
Sciences Research and Ethics Committee (MAKSS REC 12.17.110) in Uganda.
Individual informed consent was obtained from all respondents before
conducting the interview. Confidentiality and anonymity were ensured by
removing all personal identifiers such as respondents’names.

Consent for publication
Not applicable.

(2024) 24:715

Page 11 of 12

Competing interests
The authors declare no competing interests.

Author details

'Department of Health Policy Planning and Management, School of
Public Health, College of Health Sciences, Makerere University, PO. Box
7076, Kampala, Uganda

2School of Public Health, Faculty of Community and Health Sciences,
University of the Western Cape, Cape Town, Republic of South Africa
*Department of Psychology, University of the Western Cape, Cape Town,
South Africa

Received: 2 November 2023 / Accepted: 5 June 2024
Published online: 10 June 2024

References

1. Freen JF, Friberg IK, Lawn JE, Bhutta ZA, Pattinson RC, Allanson ER, et al.
Stillbirths: progress and unfinished business. Lancet. 2016;387(10018):574-86.

2. Bhutta ZA, Yakoob MY, Lawn JE, Rizvi A, Friberg IK, Weissman E, et al.
Stillbirths: what difference can we make and at what cost? Lancet.
2011;377(9776):1523-38.

3. Bhutta ZA, Darmstadt GL, Haws RA, Yakoob MY, Lawn JE. Delivering interven-
tions to reduce the global burden of stillbirths: improving service supply and
community demand. BMC Pregnancy Childbirth. 2009;9(1):1-37.

4. Heazell AE. Stillbirth-a challenge for the 21st century. BioMed Central; 2016.
pp. 1-2.

5. Ssegujja E, Andipatin M. Building on momentum from the global campaigns:
an exploration of factors that influenced prioritization of stillbirth prevention
at the national level in Uganda. Globalization Health. 2021;17(1):1-17.

6. Ellis A, Chebsey C, Storey C, Bradley S, Jackson S, Flenady V, et al. Systematic
review to understand and improve care after stillbirth: a review of parents’
and healthcare professionals’ experiences. BMC Pregnancy Childbirth.
2016;16(1):1-19.

7. De Bernis L, Kinney MV, Stones W, ten Hoope-Bender P, Vivio D, Leisher
SH, et al. Stillbirths: ending preventable deaths by 2030. Lancet.
2016;387(10019):703-16.

8. Pattinson R, Kerber K, Buchmann E, Friberg IK, Belizan M, Lansky S, et al.
Stillbirths: how can health systems deliver for mothers and babies? Lancet.
2011,377(9777):1610-23.

9. Fine A, Kotelchuck M, Rethinking MCH. The life course model as an organiz-
ing framework. US Department of Health and Human Services, Health
Resources and Services Administration, Maternal and Child Health Bureau.
2010:1-20.

10.  Apolot RR, Tetui M, Nyachwo EB, Waldman L, Morgan R, Aanyu C, et al. Mater-
nal health challenges experienced by adolescents; could community score
cards address them? A case study of Kibuku District-Uganda. Int J Equity
Health. 2020;19(1):1-12.

11. Namazzi G, Peter W, John B, Olico O, Elizabeth EK. Stakeholder analysis for a
maternal and newborn health project in Eastern Uganda. BMC Pregnancy
Childbirth. 2013;13(1):1-12.

12. Waweru E, Sarkar ND, Ssengooba F, Gruénais M-E, Broerse J, Criel B. Stake-
holder perceptions on patient-centered care at primary health care level in
rural eastern Uganda: a qualitative inquiry. PLoS ONE. 2019;14(8):20221649.

13.  Gopal P, Fisher D, Seruwagi G, Taddese HB. Male involvement in reproductive,
maternal, newborn, and child health: evaluating gaps between policy and
practice in Uganda. Reproductive Health. 2020;17(1):1-9.

14.  Kapiriri L, Norheim OF. Criteria for priority-setting in health care in
Uganda: exploration of stakeholders'values. Bull World Health Organ.
2004,82(3):172-9.

15. Ayiko R, Basheka B, Kareija G, Pontious A, Nelson D, Onzima RA, et al. Perspec-
tives of local government stakeholders on utilization of maternal and child
health services; and their roles in North Western Uganda. Int J Public Health
Res. 2015;3(4):135-44.

16. Ssengooba F, Atuyambe L, Kiwanuka SN, Puvanachandra P, Glass N, Hyder AA.
Research translation to inform national health policies: learning from multiple
perspectives in Uganda. BMC Int Health Hum Rights. 2011;11(1):1-13.

17. Powis L, Ramirez GG, Krisowaty L, Kaufman B. Shifting power in practice: the
importance of Contextual and Experiential evidence in guiding MCH deci-
sion making. Matern Child Health J. 2022,26(Suppl 1):204-9.


https://doi.org/10.1186/s12913-024-11180-z
https://doi.org/10.1186/s12913-024-11180-z

Ssegujja and Andipatin BMC Health Services Research

20.

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Finnegan A, Biru B, Taylor A, Rajan S, Udayakumar K, Baumgartner JN.
Improving global maternal and newborn survival via innovation: stake-
holder perspectives on the saving lives at Birth Grand Challenge. PLoS ONE.
2021;16(7):0254589.

Okedo-Alex IN, Akamike IC, Nwafor JI, Abateneh DD, Uneke CJ. Multi-
stakeholder perspectives on the maternal, provider, institutional, community,
and policy drivers of disrespectful maternity care in South-East Nigeria. Int J
Women's Health. 2020;12:1145.

Smith LR, Kleine PF. Qualitative Research and evaluation: Triangulation and
multimethods reconsidered. New Dir Program Evaluation. 1986;30:55-71.
Creswell JW, Hanson WE, Clark Plano VL, Morales A. Qualitative research
designs: selection and implementation. Couns Psychol. 2007;35(2):236-64.
Braun 'V, Clarke V. Reflecting on reflexive thematic analysis. Qualitative Res
Sport Exerc Health. 2019;11(4):589-97.

Ssegujja E, Andipatin M. National-level key stakeholders’ perspectives regard-
ing intervention progression and emerging challenges within the national
stillbirth reduction response in Uganda. PLoS ONE. 2023;18(4):e0285172.
Hwang S. Utilizing qualitative data analysis software: a review of Atlas. Ti.
Social Sci Comput Rev. 2008;26(4):519-27.

Abuya T, Njuki R, Warren CE, Okal J, Obare F, Kanya L, et al. A policy analysis

of the implementation of a reproductive health vouchers program in Kenya.
BMC Public Health. 2012;12(1):1-14.

Soratto J, Pires DEPd, Friese S. Thematic content analysis using ATLAS. Ti soft-
ware: potentialities for researchs in health. Revista brasileira de enfermagem.
2020;73.

Creswell JW, Shope R, Plano Clark VL, Green DO. How interpretive qualitative
research extends mixed methods research. Res Schools. 2006;13(1):1-11.
Ngoma T, Asiimwe AR, Mukasa J, Binzen S, Serbanescu F, Henry EG, et al.
Addressing the second delay in saving mothers, giving life districts in Uganda
and Zambia: reaching appropriate maternal care in a timely manner. Global
Health: Sci Pract. 2019;7(Supplement 1):568-84.

Schmitz MM, Serbanescu F, Kamara V, Kraft JM, Cunningham M, Opio G, et

al. Did saving mothers, giving life expand timely access to lifesaving care in
Uganda? A spatial district-level analysis of travel time to emergency obstetric
and newborn care. Global Health: Sci Pract. 2019;7(Supplement 1):5151-67.
Mbonye AK, Asimwe JB. Factors associated with skilled attendance at delivery
in Uganda: results from a national health facility survey. Int J Adolesc Med
Health. 2010;22(2):249-56.

Omona K, Nabuuma B, Wamala A, Nagawa D, Bukadu K, Namaala AL. Factors
Associated with Postnatal Care Services Uptake by Young Mothers Aged
15-24 Years at Mukono General Hospital, Uganda. 2021.

Kawungezi PC, AkiiBua D, Aleni C, Chitayi M, Niwaha A, Kazibwe A, et al.
Attendance and utilization of antenatal care (ANC) services: multi-center
study in upcountry areas of Uganda. Open J Prev Med. 2015;5(3):132.
Sserwanja Q, Nabbuye R, Kawuki J. Dimensions of women empowerment on
access to antenatal care in Uganda: a further analysis of the Uganda demo-
graphic health survey 2016. Int J Health Plann Manag. 2022,37(3):1736-53.
Ha YP, Hurt LS, Tawiah-Agyemang C, Kirkwood BR, Edmond KM. Effect of
socioeconomic deprivation and health service utilisation on antepartum and
intrapartum stillbirth: population cohort study from rural Ghana. PLoS ONE.
2012,7(7):€39050.

George A, Young M, Bang A, Chan KY, Rudan |, Victora CG, et al. Setting
implementation research priorities to reduce preterm births and stillbirths at
the community level. PLoS Med. 2011;8(1):e1000380.

Zakar MZ, Zakar R, Mustafa M, Jalil A, Fischer F. Underreporting of stillbirths in
Pakistan: perspectives of the parents, community and healthcare providers.
BMC Pregnancy Childbirth. 2018;18:1-9.

Kerber KJ, Mathai M, Lewis G, Flenady V, Erwich JJH, Segun T, et al. Counting
every stillbirth and neonatal death through mortality audit to improve
quality of care for every pregnant woman and her baby. BMC Pregnancy
Childbirth. 2015;15:1-16.

Christou A, Alam A, Hofiani SMS, Rasooly MH, Mubasher A, Rashidi MK, et

al. How community and healthcare provider perceptions, practices and
experiences influence reporting, disclosure and data collection on stillbirth:
findings of a qualitative study in Afghanistan. Soc Sci Med. 2019;236:112413.
Ross AB, DeStigter KK, Rielly M, Souza S, Morey GE, Nelson M, et al. A low-cost
ultrasound program leads to increased antenatal clinic visits and attended
deliveries at a health care clinic in rural Uganda. PLoS ONE. 2013;8(10):e78450.
Bailey C, Blake C, Schriver M, Cubaka VK, Thomas T, Hilber AM. A systematic
review of supportive supervision as a strategy to improve primary healthcare
services in Sub-saharan Africa. Int J Gynecol Obstet. 2016;132(1):117-25.

(2024) 24:715

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

55.

56.

57.

58.

60.

Page 12 of 12

Grant M, Wilford A, Haskins L, Phakathi S, Mntambo N, Horwood CM. Trust

of community health workers influences the acceptance of community-
based maternal and child health services. Afr J Prim Health Care Family Med.
2017:9(1):1-8.

Dogba M, Fournier P. Human resources and the quality of emergency obstet-
ric care in developing countries: a systematic review of the literature. Hum
Resour Health. 2009;7(1):1-12.

Kim J-H, Bell GA, Bitton A, Desai EV, Hirschhorn LR, Makumbi F, et al. Health
facility management and primary health care performance in Uganda. BMC
Health Serv Res. 2022;22(1):275.

Lutwama GW, Roos JH, Dolamo BL. Assessing the implementation of perfor-
mance management of health care workers in Uganda. BMC Health Serv Res.
2013;13:1-12.

Sensalire S, Isabirye P, Karamagi E, Byabagambi J, Rahimzai M, Calnan J. Saving
mothers, giving life approach for strengthening health systems to reduce
maternal and newborn deaths in 7 scale-up districts in northern Uganda.
Global Health: Sci Pract. 2019;7(Supplement 1):5168-87.

Dalinjong PA, Wang AY, Homer CS. The implementation of the free maternal
health policy in rural Northern Ghana: synthesised results and lessons learnt.
BMC Res Notes. 2018:11:1-6.

Ssegujja E, Andipatin M. Examining the variations in the implementation of
interventions to address stillbirth from the national to subnational levels:
experiences from Uganda. Health Res Policy Syst. 2022;20(1):1-18.

Braddick L, Tuckey V, Abbas Z, Lissauer D, Ismail K, Manaseki-Holland S, et al.
A mixed-methods study of barriers and facilitators to the implementation

of postpartum hemorrhage guidelines in Uganda. Int J Gynecol Obstet.
2016;132(1):89-93.

Aizire J, Fowler G, Coovadia MM. Operational issues and barriers to imple-
mentation of prevention of mother-to-child transmission of HIV (PMTCT)
interventions in Sub-saharan Africa. Curr HIV Res. 2013;11(2):144-59.

Bergh A-M, Kerber K, Abwao S, de-Graft Johnson J, Aliganyira P, Davy K; et al.
Implementing facility-based kangaroo mother care services: lessons from a
multi-country study in Africa. BMC Health Serv Res. 2014;14(1):1-10.
Martineau T, Raven J, Aikins M, Alonso-Garbayo A, Baine S, Huss R, et al.
Strengthening health district management competencies in Ghana, Tanzania
and Uganda: lessons from using action research to improve health workforce
performance. BMJ Global Health. 2018;3(2):e000619.

Kayiga H, Ajeani J, Kiondo P, Kaye DK. Improving the quality of obstetric

care for women with obstructed labour in the national referral hospital in
Uganda: lessons learnt from criteria based audit. BMC Pregnancy Childbirth.
2016;16:1-11.

Mbonye AK, Sentongo M, Mukasa GK, Byaruhanga R, Sentumbwe-Mugisa O,
Waiswa P, et al. Newborn survival in Uganda: a decade of change and future
implications. Health Policy Plann. 2012,27(suppl3):iii104-17.

De Wolf AH, Toebes B. Assessing private sector involvement in health care
and universal health coverage in light of the right to health. Health Hum
Rights. 2016;18(2):79.

Olu O, Drameh-Avognon P, Asamoah-Odei E, Kasolo F, Valdez T, Kabaniha G,
et al. editors. Community participation and private sector engagement are
fundamental to achieving universal health coverage and health security in
Africa: reflections from the second Africa health forum. BMC proceedings;
2019: BioMed Central.

Morgan R, Ensor T, Waters H. Performance of private sector health care: impli-
cations for universal health coverage. Lancet. 2016,388(10044):606-12.
Clarke D, Doerr S, Hunter M, Schmets G, Soucat A, Paviza A. The private sector
and universal health coverage. Bull World Health Organ. 2019,97(6):434.
Sather M, Fajon A-V, Zaentz R, Rubens CE. Global report on preterm birth

and stillbirth (5 of 7): advocacy barriers and opportunities. BMC Pregnancy
Childbirth. 2010;10(1):1-10.

Rubens CE, Gravett MG, Victora CG, Nunes TM, Group GR. Global report

on preterm birth and stillbirth (7 of 7): mobilizing resources to accelerate
innovative solutions (Global Action Agenda). BMC Pregnancy Childbirth.
2010;10:1-17.

Pollock D, Ziaian T, Pearson E, Cooper M, Warland J. Understanding stillbirth
stigma: a scoping literature review. Women Birth. 2020;33(3):207-18.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Translating lessons to reinforce national stillbirth response; multi-stakeholder perspectives regarding priorities and opportunities to deliver quality evidence-based interventions within a limited-resource context in Uganda
	﻿Abstract
	﻿Introduction
	﻿Methodology
	﻿Study design and setting
	﻿Study population and sample
	﻿Data collection procedures
	﻿Data management and analysis

	﻿Results
	﻿Priorities
	﻿Supportive/supervision functions for effective MCH service delivery
	﻿Address the service user concerns
	﻿Quality concerns


	﻿Technical competencies
	﻿Community ownership
	﻿Continuum of care
	﻿Improve supervision
	﻿Regional structures

	﻿Strengthen learning to inform practice
	﻿Popularise lesson sharing

	﻿Data ownership
	﻿Opportunities
	﻿Favourable policy environment
	﻿Harnessing the private sector contribution
	﻿National level champions

	﻿Consolidation of global support
	﻿Discussion
	﻿Focus on all health systems components



