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Abstract
Background: Neonatal death accounts for one fifth of all under-five mortality in Uganda. Suboptimal newborn care
practices resulting from hypothermia, poor hygiene and delayed initiation of breastfeeding are leading
predisposing factors. Evidence suggests focused educational prenatal care messages to mitigate these problems.
However, there is a paucity of data on the interaction between the service provider and the prenatal service user.
This study aims to understand the scope of educational information and current practices on newborn care from
the perspectives of prenatal mothers and health workers.
Methods: A qualitative descriptive methodology was used. In-depth interviews were conducted with lactating
mothers (n = 31) of babies younger than five months old across Masindi in western Uganda. Additional interviews
with health workers (n = 17) and their employers or trainers (n = 5) were conducted to strengthen our findings.
Data were audio-taped and transcribed verbatim. A thematic content analysis was performed using NVivo 8.
Results: Vertical programmes received more attention than education for newborn care during prenatal sessions. In
addition, attitudinal and communication problems existed among health workers thereby largely ignoring the
fundamental principles of patient autonomy and patient-centred care. The current newborn care practices were
largely influenced by relatives’ cultural beliefs rather than by information provided during prenatal sessions. There is
a variation in the training curriculum for health workers deployed to offer recommended prenatal and immediate
newborn care in the different tiers of health care.
Conclusions: Findings revealed serious deficiencies in prenatal care organisations in Masindi. Pregnant mothers
remain inadequately prepared for childbirth and newborn care, despite their initiative to follow prenatal sessions.
These findings call for realignment of prenatal care by integrating education on newborn care practices into
routine antenatal care services and be based on principles of patient-centred care.

Background
Of all 4.2 million deaths in children under five years in
sub-Saharan Africa, 29% are neonates [1]. In Uganda,
22.5% of under-five mortality is attributable to neonatal
mortality [2]. The majority of neonatal deaths occur
within the first week of life, as a result of suboptimal care
during the prenatal and immediate postnatal period [3,4].
The predisposing conditions for neonatal morbidity
and mortality include poor thermal care, poor hygiene
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practices, especially regarding care for the cord, and delayed initiation of breastfeeding [5]. Most of these conditions are preventable by basic inexpensive promotional
interventions offered during the prenatal period [6,7].
Prenatal care provides an important entry point for
pregnant women into the health care system [8] and offers
a unique opportunity to organise the necessary services
for pregnant women in order to ensure a healthy pregnancy, safe delivery and a healthy mother-baby pair [5].
The World Health Organisation (WHO) recommends a
series of prenatal services, based on the four-visit model,
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to be offered to pregnant women depending on gestational
age and individual needs, i.e. focused antenatal care
(FANC) [8].
The concept of FANC targets the unique challenges of
each pregnant woman [9] and includes health promotion
and disease prevention; clinical examinations and history
taking for the early detection and treatment of complications and existing diseases; birth preparedness and complication readiness [5,10,11]. It has been argued that
FANC provided by skilled health staff can have a positive
impact on institutional delivery [12,13], improve newborn care practices and therefore contribute to overall
child mortality reduction [14,15].
Implementation of FANC in sub-Saharan Africa for
over a decade resulted in prominent levels of the number of women making at least one prenatal visit (80-90%
or more) [16-19]. In Uganda, FANC attendance rates of
up to 96% have been reported [20]. However high FANC
attendance has not improved newborn care practices, especially in developing countries like Uganda where neonatal mortality is estimated at 26 deaths per thousand
live births. This makes the attainment of the fourth Millennium Development Goal elusive [21].
In Uganda, available data on the prevalence and determinants of potentially harmful newborn care practices
[22,23] indicate that care practices are deeply rooted in
culture and beliefs. The “Uganda Newborn Survival Study”
in the Iganga-Mayuge Demographic Surveillance Sites
(DSS), [22], exploring newborn care practices in communities and the formal health care system, reported major
issues: low adherence to newborn care practices in the
homes especially among the poorer segments of communities; delay in seeking for care which has been associated
with late recognition of symptoms and homecare practices
that are potentially harmful for the newborn. In addition,
these studies recommended interventions early in pregnancy emphasising FANC in order to affect behaviour
change. However, they remain silent about how FANC
can be implemented to affect the desired newborn care
practices.
Studies conducted to evaluate FANC implementation
elsewhere in Africa usually assessed its outcomes in terms
of maternal and neonatal morbidity and mortality or acceptability of the reduced visits among users and providers
[24] ignoring the crucial interaction between the health
care provider and its users. There is scant data on the
scope of prenatal care offered to pregnant women.
Because a successful prenatal education programme
should be based on the current practices of those to
whom the intervention is targeted, we set out to gather
information on the current practices of newborn care
and the scope of information offered during prenatal
education. In addition, we aimed to explain the reasons
for suboptimal newborn care practices despite the high
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prenatal attendance in two rural districts of Uganda by exploring perceptions of both mothers and health workers,
including their tutors at the training school and employers
at the district.

Methods
Study setting

This study was conducted in the rural districts of Masindi
and Kiryandongo [later in the text referred to as Masindi
district: this study was designed before the Masindi district
in July 2011 was divided into Masindi and Kiryandongo;
we will therefore maintain the original name of Masindi]
in November - December 2011. Masindi is located about
214 km Northwest of Kampala and had a population of
603,000 in 2010, which was predominantly rural with only
5.4% being urban.
Health services in Uganda are decentralised to district
local governments. Recruitment of health workers is
conducted by the District Service Commission on behalf
of the district local government, while staff deployment
is done by the Chief Administrative Officer. Health facilities in the district health system are organized into a
four-tier system: health centre of levels 2, 3, 4 and hospital. All four levels of care are mandated to offer antenatal care and delivery services. In Masindi, there are
two hospitals, one health centre of level 4, 10 health
centres of level 3 and 21 health centres of level 2. Two
broad categories of nursing cadres are deployed in the
district health system- midwives and general nurses.
They can either be enrolled nurses/midwives with basic
skills or registered nurses/midwives with advanced skills.
During training midwives are given basic orientation in
general nursing care, likewise, general nurses are given
basic orientation in midwifery. This training is meant to
develop a polyvalent health worker capable of offering maternal, child and newborn health in addition to general
nursing care. Guidelines for health worker establishment,
formulated by the Ministry of Health (MOH) in collaboration with the Ministry of Public Service, require that
health centres of levels 2 and 3 should employ enrolled
nurse/midwife with basic nursing/midwifery training,
while the registered nurse/midwife with advanced skill is
employed at health centres of level 4 and hospital.
Sample and recruitment

We conducted 32 in-depth interviews with mothers to
identify their perspectives on the scope of information
received during prenatal sessions and their current newborn care practices. To include opinions and experiences
from different age categories, both adult and adolescent
women were selected from each of the 16 sampled parishes in Masindi. Eligible mothers needed to have a child
under five months old. Interviews were conducted in
their home environment by a social scientist that was
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familiar with the topic, had a good knowledge of the
local dialects commonly spoken in the region and was
proficient in qualitative data collection techniques.
Additional interviews with health workers (n = 17)
and their trainers or employers (n = 5) were conducted
to strengthen our findings and deepen our understanding of the issues identified in the initial interviews on
current newborn care practices and the organisation of
prenatal sessions in primary health care. Health workers
were included in the study if they were a manager of
the health care system or a health care provider in the
first line. Employers were located at the district level
and trainers of health workers were based in the Nurse/
Midwifery training school in Mulago where the majority
of the nurses and midwives received their training. Interviews for both participant groups were conducted by
the principal investigator in English.
Identifiers were provided for each respondent in order
to conceal their real identity. Lactating mothers were identified as ‘adolescent mother’ or ‘adult mother’, while health
workers were identified by their years of experience in service thus health worker with xx years of experience. Tutors
at the training school were identified as “tutor training
school” and employers as “employer at the district”.
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were explored along three specific thematic areas: i) cord
care including tying and cutting the cord and application
of substance on the umbilical stump; ii) thermal care such
as drying and wrapping of the baby and bathing; iii) initiation of breastfeeding such as how soon breastfeeding was
initiated and whether pre-lacteal feeds were offered.
The key-word guide used for the in-depth interviews
with the health workers focused on how prenatal care was
organised in order to explore implementation and their
perceptions on prenatal care. Open-ended questions were
followed by more specific probing questions to clarify and
extend responses. Interview questions directed to tutors focused on how the curriculum for midwives and nurses was
organised and implemented; questions were aimed at understanding how the two categories of nursing cadres were
trained to offer information about newborn care. Employers at the district were asked about the recruitment
and deployment requirements for the different levels of
health care. Both tutors and employers were further
solicited on what they considered as the reason for the limited prenatal information offered by nursing staff. Each
interview lasted about 60 to 90 minutes and all sessions
were audio-recorded and transcribed verbatim.
Data analysis

Ethical considerations

Permission to collect data was obtained from the Higher
Degrees Research and Ethics Committee of the School of
Public Health, Makerere University and the National
Council for Science and Technology in Uganda (number:
HS 1145). Objectives of the interview were explained to
the study participants and written consents secured; a
thumb-print was taken in case of illiteracy. Mothers below
the consenting age of 18 years were considered as emancipated minors and therefore allowed to provide consent
themselves. Confidentiality was assured and the right to
opt out at any moment of the interview without any consequences was guaranteed.
Data collection

Local council leaders were contacted to identify the
mothers’ homes. Prior to the interview with the mothers,
they provided the following information: age, education
level, number of children, a record of attended prenatal
visits and place of delivery. A key-word guide was used to
ask mothers open-ended questions on their experiences
during the prenatal – intra-natal – immediate postnatal
period (0–72 hours) for their last pregnancy. If they referred to their previous births this was specifically indicated in the text. The key-word guide was designed to
solicit information about their perception on the organisation of prenatal sessions and their current newborn care
practices. To better understand care provided during the
intra-natal and immediate postnatal period, care practices

The transcribed interviews of the mothers were translated
into English. The scripts were carefully read several times
and by using a qualitative thematic analysis [25] data were
coded into initially predetermined themes and other emerging themes. The codebook was reviewed by a second researcher and any disagreement was settled by consensus.
The interviews with mothers were grouped into two age
categories (adolescents and adults) to allow for subgroup
analyses using matrix coding queries in NVivo 8.

Results
Thirteen adolescent (14–19 years) and 18 adult (20–
45 years) mothers were interviewed. Twenty-six of the respondents were farming their own land, while five were
formally employed and earning a monthly salary. Twentytwo mothers attained primary level education, four secondary education and five had no formal education.
Mothers visited on average 3.2 times the health care
centre for prenatal care; 22 mothers (9 adolescents and 13
adults) delivered at home and 9 (4 adolescents and 5
adults) delivered in a health facility. One interview was excluded from the analysis because of incomplete data.
Four district level managers and 13 peripheral health
workers were included in the interviews with health
workers. Among the peripheral health workers, 3 were
trained as general nurses and 10 received basic midwifery
training. Their years of experience ranged from 5 to
30 years. Three of the 17 respondents were men. Three
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tutors at the training school and two employers at the district level were interviewed.
In this section we present findings along two broad
themes: i) the prenatal care organisation and the views
of mothers and health workers and ii) the current newborn care practices from the perspective of the mothers.
The existing differences between adolescent and adult
mothers are only presented where relevant.

Prenatal care organisation: views of mothers and health
workers
Delayed, ad hoc and selective implementation of prenatal
care

The health care centre attempted to organise prenatal care
on a daily basis. As mothers arrived at different times
(starting at 7 am onwards) at the health care centre, health
workers generally waited for a ‘quorum’ (a reasonable
number) before initiating the prenatal session. This made
it difficult to decide when to start the session, but usually
they did start around 10 to 11 am. In addition, it took long
to offer all the services during prenatal visits; the women
came early in the morning and could only leave later in the
afternoon. Women who arrived late for the session were
not offered another chance to receive the information as
sessions were only organised on a “collective” basis, and
were never a constitutive part of the individual interaction
between the patient and the health worker. Some of the
health care workers had to say this:
“But the problem is that the pregnant mothers also
come late, some end up coming as late as midday. We
try to wait for them up to like about 10–11 a.m., but
again we see that this again makes those who come
early to wait and really they are complaining. You
hear these mothers quarrelling and saying that they
have been there since this morning. Others when they
arrive late are not attended to anymore and are told
to come the next day” (health worker with 25 years
of experience);
The late arrival of pregnant mothers suggested by health
workers is further supported by a mother making the following comment:
“Nothing, I get there (in the prenatal clinic) when they
have finished the teaching, so I don’t get anything. I
don’t know what they teach. I don’t get any teaching
(adult mother)
In addition, some health workers thought that some
mothers deliberately arrived late for the antenatal session
in order to avoid the long waiting time and the initial talks
that were perceived to be boring and monotonous.
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“It is also possible that these people (pregnant
mothers) come late because they want to come when
the health education part is finished” (health worker
with 26 years of experience)
While prenatal care is organised on a daily basis, the
health education component is not routinely offered to
pregnant women, but only under the form of ad hoc talks
when time was available. The peripheral and low value of
health education in prenatal sessions was confirmed by
this health worker:
“We don’t give health education talks every day, it is
organised at least twice in a week so you can see that
just vital things are actually left out…the good part is
that when health education is not done properly it is
not dangerous in the end, it may not contribute to
somebody’s death (laughter) (health worker with
11 years of experience)
Almost all women indicated that the topics covered during the prenatal sessions included Malaria, HIV and
immunization for which national programmes already
exist. In addition, these sessions focused on the message
to deliver at the hospital or a health centre with particular
attention to what to bring with them at the time of delivery. The disease specific information that prenatal mothers
received from the health workers on malaria and HIV/
AIDS illustrated that these diseases received more attention compared to more important aspects of prenatal care
as was illustrated by this mother:
“No, they don’t teach us anything concerning feeding,
what to do during pregnancy or even how to look after
the baby. They only tell me that I am negative (that is
HIV). That is what they normally tell me”
(adult mother)
Mothers most frequently received postnatal information
from health workers on childhood immunization; they
were advised to do so before they were discharged after
delivery.
“At the hospital once you deliver, there is nothing else
that they tell you. No, they don’t tell us to go back.
They only tell us to take the baby for immunization
after delivery that’s it” (adult mother), “Once the baby
is out, the rest is your business. They do not tell
anything else. And I don’t think they have that time.
What are they supposed to tell us? They tell us to take
children for immunizations” (adult mother).
This assertion was supported by responses from the
health workers. In addition to this information and the
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distribution of a mosquito net, ‘mama kits’ (containing
disposable materials necessary for conducting a normal
delivery) were also distributed.
“When they come here we talk to them about HIV/
AIDS, to sleep under a mosquito net…they even get free
nets those who are coming for the first time, these days
we also have mama kits from NMS [National Medical
Stores which is the central national store responsible
for procurement, storage and distribution of essential
medicines] ” (health worker 29 years of experience)
During the prenatal sessions, health workers advised
mothers to acquire the necessary requirements for delivery.
Mothers were required to buy items such as surgical gloves,
polythene papers (commonly referred to as kaveera) and to
carry them along at the time of labour.
“The health workers tell us to come with razorblade,
basin, gloves, kaveera and thread. I even bought the
medicine that stops bleeding (meaning ergometrine),
needle and syringes” (adolescent mother)
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mothers, while none of them mentioned health workers as
an information source. During prenatal visits to the health
centre or hospital, no specific advice was offered on maternal nutrition.
“Nothing, I never heard anything like that (teaching
on caring for the newborn baby). Perhaps they teach
other mothers what to eat but me I never heard
anything. Nothing about how to nurse the baby or feed
the baby. Nothing!” (adult mother)
Hence, practices depended on individual decisions
and preferences largely influenced by advice obtained
from family members, relatives and peers. Unfortunately, this advice was not based on any scientific evidence, but rather on myths and traditional cultural
beliefs. Both adolescent and adult lactating women
expressed similar sentiments:
“When it was almost time to deliver, I was told by my
mother-in law to sit on the potato leaves so that I
could soften and dilate easily the birth canal”
(adolescent mother)

Mothers as passive recipients of prenatal services

Health workers did not consider mothers as active recipients of antenatal care. They rather approached them as
passive recipients, largely ignoring mothers’ views regarding pregnancy, delivery and neonatal care. Health education sessions were basically a one-way process in which
health workers assumed they know the mothers’ needs
and they should simply conform to what is being told. A
health worker reported:
“because health education is where all mothers are
supposed to listen and pick things, what they are told,
…so people don’t take things [the educational
information offered] seriously, but they get the
information”(health worker 26 years of experience)
Mothers were not informed on the results of laboratory
tests such as haemoglobin/anaemia analysis. At the time
of delivery mothers were never updated on the progress of
labour, for example on the descent of the presenting part.
Women were worried that nurses would treat patients
without explaining which procedures they were about to
perform. One mother, still indignant, had this to say:
“Ha, I was in the hospital, the nurse came and
injected a patient without even touching her. It was
like she was injecting a cow” (adult mother)

“When it comes to breastfeeding I would observe the
wives of my husband’s brothers and my brother’s wife
so I could see what to do, I just learnt by myself
(laughter)” (adult mother)
In particular, mothers were concerned about foods
that might make the baby in the womb grow too big
which may lead to a surgery and the chance of dying
during this procedure was believed to be very high. In
addition to the advice about certain foods, women received the recommendation from their close relatives to
abstain from sexual intercourse as it was believed to
cause a white cheesy coating (vernix caseosa) on the skin
of the newborn. As such some mothers had this to say:
“It depends on how you feel. Some people fear maize
porridge, it makes the baby too big, they (relatives) tell
us to eat green vegetables, not to eat things that make
the baby too big, that when the baby becomes big, it
will be hard to deliver the baby and then you can get
operated or die” (adolescent mother)
“I was told by my mother that I should stop (having
sexual intercourse) when I was seven months
pregnant, that when you sleep with a man in late
pregnancy you will deliver a baby which is dirty with
a bad skin” (adolescent mother)

Source of prenatal information

For education on pregnancy and newborn care, family networks were a prominent source of information among

Similarly, the care and advises regarding newborn care
offered in the health centre and at the hospital after
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delivery, were perceived to be poor. These were some of
the comments from adolescent women:
“Ooh oh, can the nurse at Kiryandongo touch your
baby. Their job is to get the baby out of your womb.
Once that is done, they are finished. They do not tell
you when to breastfeed, when to bathe, nothing Eeh!
Nothing! Do you think those nurses tell you anything?
Nothing, their job is to help you deliver and that’s it,
nurses should be like mothers who know what
childbirth means!”(adolescent mother)
These concerns about the baby having vernix caseosa
at birth, a big-size baby and fear of being operated were
reported among both adolescent and adult mothers.
However the prenatal intake of waragi (potent gin, locally brewed from ripe bananas), which was believed to
help in cleansing the baby’s cheesy skin while in the
womb, was only reported among adolescent mothers:
“Yes I was taking a little waragi; I took about a full glass
once a week. I started when I got pregnant. I was told
that a little waragi is good for the baby, it helps the skin
of the baby to remain clean” (adolescent mother)
Newborn care practices: mothers’ perceptions

Data on current newborn care practices is presented along
three specific thematic areas: cord care, thermal care and
initiation of breastfeeding.
Cord care: The majority of mothers used strings from
old household materials, such as sacks for tying the cord.
Razorblades and other sharp objects available at home,
were mostly used for cutting the cord. Only a few mothers
used newly bought strings and razorblades for tying and
cutting the cord. All interviewed mothers applied substances to the cord to facilitate the healing process. Some
applied ashes which were obtained from burning specific
shrubs whilst others applied baby powder, cooking oil,
local herbal substances and animal dung.
“We use thread from the sacks [sacks of sugar]”
(adolescent mother), “I used reeds. The dry reeds are
very sharp and they can cut. I have used these since
my first born. That is what we use” (adult mother)
Some mothers primarily applied substances like salty
water and baby powder, but reported that in case these
did not have the desired effect, they chose other options
as suggested by this mother:
“I used powder for about three days but it didn’t help,
then I asked people and they told me ekiyondo (locally
mixed herb) that’s what I used and the cord got dry”
(adult mother)
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Thermal care

Mothers generally used bed sheets or their own clothes
for the provision of warmth immediately after delivery,
while some mothers used bitenge (piece of cotton cloth
measuring about two-by-two and a half metre, usually
wrapped around their waists as part of their dress cord).
After delivery, mothers shared the same bed and blanket
with their baby while sleeping. Almost all bathed their
newborn babies immediately or within 24 hrs after giving
birth. Some mothers bathed their baby in the cold night.
“I bathe the baby immediately. Once I finished
cleaning myself, I put some water on fire and when it
was ready, I bathe the baby. Even if it is night, I
always bathe the babies immediately” (adult mother);
This practice of immediate bathing was the same for
those who delivered in a health facility or at home. Those
mothers who delivered unassisted at home, bathed their
babies earlier than those who delivered at the health facility, were assisted by Traditional Birth Attendants (TBA)
or by relatives.
A dirty skin at birth had a strong bearing on how soon
the baby will be bathed. If the baby was born with the
vernix caseosa, then he/she was bathed immediately, while
bathing of a ‘clean’ baby could be delayed by a few hours:
“When the baby is born dirty (with the white coating)
we bathe immediately. Some children are born when
they’re clean, but when they are dirty we have to bathe
immediately, because a visitor who comes to see the
baby cannot carry a dirty baby” (adult mother).
A delay in bathing the baby was found among adolescent mothers. This decision was driven by fear and inexperience rather than based on evidence as suggested by
an adolescent mother:
“The baby was bathed the next day when we got
home I did not know how to do it (bathing). I also
never wanted to look at the cord. It is scary”
(adolescent mother)
Initiation of breastfeeding and pre-lacteal feeds

Generally, early crying of the baby prompted women to
initiate breastfeeding early:
“You wait; bathe the baby and when the baby cries
then you breastfeed” (adult mother), “I normally
breastfeed once the baby cries. If it does not cry, I
breastfeed the next day” (adult mother)
However, initiation of breastfeeding was often delayed
for a few hours up to two days due to the fact that the
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baby was sleeping or there was no let-down of breast
milk yet.
“I delivered at about 6.00 p.m. and he was breastfed
the next day in the evening” (adolescent mother), “I
breastfeed after the breast milk has come this can be
one or two days after” (adult mother)
Before initiating breastfeeding, women gave prelacteal drinks to the baby such as plain boiled water,
boiled water with sugar or with glucose or some tea
without sugar. Nonetheless, very few mothers did not
provide pre-lacteal feeds but waited for the let-down of
breast milk.
“I didn’t give the baby anything until the breast milk
came. I just kept on putting him (the baby) on the
breast” (adult mother),
There was a difference in preference for the type of
pre-lacteal feeds offered by the two age-groups of
mothers when breastfeeding was not initiated. The
adolescent mothers appeared to have a preference for a
combination of water and glucose, whilst adult
mothers seemed to have a preference for water, sugar,
salt or tea:
“We give glucose. We put it in water and give it to the
baby with a spoon” (adolescent mother), “There was
no breast milk so we gave the baby glucose”
(adolescent mother)
“When there’s no breast milk, I boil water and add
sugar then I give it to her with a spoon” (adult
mother), “I boil water and add sugar and salt then
give it to the baby for about 2 days. In two days the
breast milk comes” (adult mother)
Insights from trainers and employers regarding
newborn care

According to the trainers at the nurse training school,
enrolled and registered nurses/midwives have similar
curriculums regarding prenatal and newborn care; but
important differences exist. Enrolled nurses/midwives
together with the registered nurses mainly received a
theoretically oriented training with minimal practical
sessions while registered midwives in addition to their
training regarding domiciliary care, devote two-thirds of
their training to practical interactions with the mothers
and babies. Domiciliary training is mandatory and prerequisite for sitting hospital final exams and receiving a
certificate of registration as a practising midwife. After
completion of domiciliary training a trainee midwife is
issued with a certificate of successful completion:
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“Domiciliary care is a compulsory training for all
registered midwives. During domiciliary care a trainee
midwife should be able to confirm established labour;
manage all the four stages of labour; after delivery, assess
the mother for discharge; and follow-up the mother in her
home for seven days after birth” (tutor training school).
“Most participants enrolled for the basic midwifery
training are young high school graduates with no prior
experience in newborn care, whereas students of the
advanced training in midwifery did, and yet they
(enrolled midwives) are expected to provide all the
required information and treatment to pregnant
mothers ” (tutor training school).
The employers at the district noted that the Ministry
of health together with the Ministry of public service
publish job specifications, structures and job requirements for various Ministries of Health (MOH) institutions including health centres at the district. These
documents spell out job titles, key outputs and activities
related to the job, and person’s specifications. This is
what one employer had to say:
“These guidelines are centrally formulated for strict and
rigid implementation at the district level. The ministry
of public service ensures its strict implementation by
scrutinizing staffs’ monthly payrolls and any irregular
deployment will lead to suspension of such a payment.
Rigid deployment rules do not allow individual health
managers of the district to exercise flexibility in the
deployment process. For example a District Health
Officer cannot deploy registered midwives to a health
centre of level 3 even if assessment of the local need
requires the presence of such a highly qualified midwife”
(employer at the district).
In regard to the inadequate information offered at the
prenatal clinics, employers at the district suggested that
the few health workers could not attend the high number of patients who are seeking care, hence increasing
the workload:
“Apart from antenatal care being labour-intensive, the
number of health workers are few compared to the
number of mothers who come for antenatal care.
Health workers cannot give all the necessary
information required during antenatal. They can skip
other activities in order to try and serve all the
mothers who have reported to the health centre”
(employer at the district)
Tutors at the training school referred to the lack of adequate training for enrolled nurses/midwives and registered
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nurses to offer the entire information package. Instead, the
scope of work designated for enrolled nurses/midwives
and registered/nurses are limited to conducting a normal
delivery (for example a cephalic presentation, delivering a
mother who is having her second or third baby) but not
attending to a complicated labour like a breach presentation or removal of a retained placenta. Moreover enrolled
nurses/midwives and registered nurses do not get training
in domiciliary care, as suggested by one tutor:
“That is not what they (enrolled nurses/midwives
and registered nurses) were trained to do (providing
information on newborn care). They were trained to
manage normal labour and recognise any
complication and be able to refer to the next level of
care or where there is a registered midwife or doctor.
That is the reason why enrolled midwives or nurses
do not waste time in giving detailed information to
prenatal or immediate postnatal mothers”
(tutor in training school)

Discussion
Our findings highlight important problems in the organisation of prenatal care in the health care system in
Masindi. Even though the interviewed mothers made on
average 3.2 prenatal care visits during their pregnancy,
they were inadequately prepared to provide recommended
newborn care, suggesting serious flaws in the current organisation and offer of prenatal services in the health care
centres. The focus of the prenatal care tended to be selectively oriented towards the management of health
problems for which vertical programmes already exist.
In addition, communication and attitudinal problems
between health workers and pregnant mothers were
present. More so, the current training curriculum and
guideline for allocation of midwives and nurses to
health centres impede the adequate offer of educational
information regarding newborn care to pregnant
mothers in the rural areas.
Current newborn care practices

Our results showed that women commonly used unhygienic materials for tying and cutting the cord; bathed
babies soon after delivery and; delayed initiation of
breastfeeding while offering pre-lacteal feeds; predisposing
their newborns to early infections and hypothermia. This
is an important finding, in light of the fact that pregnant
mothers made sufficient contact with the health care
system during the prenatal period; suggesting that vital
educational interventions about thermal care, initiation
of breastfeeding and clean cord care practices were not
discussed carefully with the mothers. Yet, this moment
could be optimally utilised by health workers to offer
relevant information and engage with pregnant mothers
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to discuss important matters related to pregnancy and
childbirth [26].
Our findings are similar to newborn care practices
reported in eastern Uganda where less than half of the
mothers were found to practice optimal newborn care
[27] and were unwilling to accept delayed bathing or leaving the cord to dry without application of substance [28].
Similar studies on newborn care practices from rural India
indicate that initiation of breastfeeding was delayed up to
three days after birth when it is believed that the let-down
of breast milk occurred [29]. In Ghana, contrary to our
findings, clean delivery practices (hand-washing, delivery
on a clean surface, use of sterile material for tying and cutting the cord) were widely practiced even among home
deliveries [30]. This was possible in Ghana because a community intervention to improve newborn care practices
invested in understanding community behaviours through
formative studies and adapted recommended interventions to suit local contexts [31]. These findings indicate
that the design and implementation of targeted community interventions can be promising to improve newborn
care practices in Uganda. Moreover, the Ghana study
found that health workers perpetrated wrong practices
hence additional training and monitoring for health care
providers was implemented as a strategy to improve newborn care practices [31].
Focus on vertical health programmes

Information offered to pregnant mothers was narrow in
scope and focused mainly on malaria, HIV/AIDS and
immunization in children. This is an important finding as
for these diseases vertical programmes are in place in
Uganda. WHO proposed the integration of vertical
programmes such as the prevention of malaria and HIV/
AIDS into prenatal care [32]. However, the challenge remains to arrive at an optimum between general health services and these vertical programmes, since most of the
offered information was not aligned to the real concerns
expressed by prenatal mothers. There are significant inflows of resources for specific disease control projects that
are often implemented in a vertical way. Previous research
has shown that these programmes often utilise prenatal
care services as a portal of entry into the health care system, bypassing existing administrative and operational
structures of the general health system [33]. This double
agenda may partly explain why mothers received information on HIV/AIDS, malaria and immunization and much
less on recommended newborn care practices. Our findings were similar to studies conducted in eastern Uganda
and southern Tanzania and suggest that health workers
did not allocate sufficient time to discuss important issues
regarding pregnancy and newborn care [34,35]. Vertical
programmes often offer in-service training for health
workers; they provide financial incentives and often
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superior infrastructure compared to the general health
system [36]. These could negatively incentivise health
workers to pay more attention to such programmes and
produce unintended consequences like diversion of attention hence undermining the broader horizontal prenatal health services.
Attitudinal and communication problems

Mothers who made antenatal care visits were treated as
passive recipients of antenatal care, which is contrary
to the widely acknowledged patient-centredness model
emphasising an active and autonomous patient [37].
Health workers viewed mothers as individuals without
considering their pregnancy and later on the newborn
baby. Information during prenatal sessions is provided
as instructions which must be adhered to and this might
have been intimidating for the pregnant women and
their families. This approach lends itself to two fundamental flaws - first that mothers do not know what to do
and therefore the health workers’ role is to direct her on
what is right, ignoring the fact that most mothers have a
preconceived mind about possible care practices [38]; secondly, it assumes that all mothers attending antenatal
sessions are a homogenous group demanding the same information [39]. As stated previously this could have been
counter-productive for behaviour change and improved
newborn care practices [38]. However, educational interventions during prenatal sessions require communication
skills and sufficient time dedicated for dialogue on the part
of the caregiver [5,40].
Unfortunately, information offered during subsequent
antenatal education sessions pointed to a gross lack in
continuity of (preventive) care. These findings are consistent with the findings by Conrad and others [35]
whereby the different health education sessions did not
take into consideration previous education topics, nor
the mothers’ knowledge, leading to possible duplication
and monotony of information [41]; further aggravated
by the lack of individualised health education [35], also
highlighted in our study.
To achieve full potentials of prenatal services, the WHO
recommends four visits offering essential evidence-based
interventions during pregnancy relying on the individual
mothers’ needs to make decisions bearing in mind the
uniqueness of each pregnancy [32,42]. These recommendations suggest the systematic offer of intervention packages relevant to a particular gestation age; meaning that
pregnant mothers progressively get better prepared to care
for their pregnancy and the newborn baby.
Sources of information

Since mothers were bombarded with general information
during prenatal health education sessions assuming they
will learn what suits them, immediate relatives became by
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default an important alternative source of information regarding pregnancy and newborn care. Moyer et.al described
relatives as critical social gatekeepers having extremely
powerful social positions [43]. The information that
mothers obtained, mainly from immediate relatives is
rooted in tradition without necessarily a firm scientific evidence base [44]. Relatives often play leading roles during
the prenatal, intra-natal, and immediate postnatal period;
are extremely powerful influencing the frequency of bathing and breastfeeding of the baby and application of substance on the cord. However, in principle, relatives should
complement sound and patient-centred care offered by
professionals and not to replace it. In Ghana, the problem
of relatives offering the wrong type of information was
bypassed initially by conducting formative studies and
later by actively engaging various stakeholders from the
inception throughout the intervention in order to affect
behaviour change for newborn care [31,45,46]. Similar engagement of district officials should be tried in Uganda.
Deficiency in the health system

Our data highlights one important overarching problem
underlying all four aforementioned problems, i.e. guidelines for training and deployment of nurses and midwives.
The Ugandan health system recommends deployment of
enrolled nurses and enrolled midwives to health care of
level 2 and 3, yet the curriculum of the enrolled midwives
and enrolled nurses does not prepare them to inform and
support the mothers. Although enrolled nurses/midwives
together with registered nurses/midwives are expected to
offer equal prenatal and immediate postnatal information
to mothers, their training is different. This suggests that
different prenatal and immediate postnatal information
should be offered at the several health centre levels. In this
study however, we did not examine the difference in scope
of provided prenatal and immediate postnatal information
between the tiers of care. Further investigation into the
knowledge and practice of all those who are in contact
with mothers similar to what was examined in Ghana [31]
is suggested.
Strengths and limitations

This study collected data from health service users health
service providers as well as employers and trainers of health
workers hence examining the situation of newborn care
from a broader perspective [26]. Since pregnant mothers
were visited in their homes information was obtained from
both mothers who utilised prenatal services as well as from
those who never made contact with the health care system
during pregnancy. The study involved two districts with a
diverse ethnicity unlike similar studies conducted among a
homogenous community in Eastern Uganda [27]. This
study employed a qualitative approach of data collection
therefore able to explore in-depth of newborn care
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practices and provide plausible explanations for such observed behaviours. This was further strengthened by application of several aspects of qualitative techniques [29].
Moreover a triangulation approach to data analysis was
used in order to increase the validity of our results. Interviews were conducted among women with children,
implying that those who lost their children before the
interview were never included and therefore their story
was not documented in this study. This study was limited
to the offer of prenatal information and newborn care practices. It is however desirable to explore social and cultural
influences of communities on newborn care practices. Finally, we did not specify in this study at which health centre
levels mothers made their different antenatal consultation.
Consequently we cannot draw conclusions on whether hospital or health centres workers offered different prenatal or
immediate postnatal services.

Conclusions
This study highlights important problems with organization and offer of prenatal care services in the health
centres which leaves pregnant women inadequately prepared for their pregnancy and newborn care. There is no
personalised information; health education is practised
from the perspective of information transfer in a topdown way and health workers are not sufficiently trained
to support and prepare the pregnant women to be capable
mothers. Prenatal care should be realigned to integrate the
educational component of newborn care, based on the
principles of patient-centred care and accept individual
mothers as active participants. Moreover there is a differential training curriculum and deployment criteria for
nurses and midwives yet they are meant to offer an equal
package of prenatal and immediate postnatal care education, which calls for further exploration of their training
curriculum.
The findings of this study regarding newborn care practices should be used to develop community interventions
that can encourage recommended newborn care practices.
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