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ABSTRA.CT 

!he purpose of the study was to assess the effects of poverty on maternal health servrce 

utilization among rural households. The study was guided by the objectives including the state 

of matemal health, effects of poverty on maternal health service utilization and the challenges 

to maternal service utilization in Kasaawo Sub County in Mukono district covering the period 

2014 to 2015. 

Data was both pnmary and secondary. Primary data was collected by the u ;e of 

questionnaires, key informant interview, focus group discussion and secondary data was got 

from reports, journals, text books and internet. Frequency tables and graphs were worked out 

basing on the data. In these frequency tables, analysis was done with a corresponding 

percentage. 

The study established that illiteracy was one of the reasons to poor maternal servrce 

utilization, this indicates that there is more need to supp011 the girl child regarding education 

so that females have equal opportunities and also enforce functional adult literacy to boost 

people's education level hence enhancing their level of understanding and giving them more 

knowledge concerning maternal health. 
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CHAP"J:EH. ONE 

1.0 Introduction 

This chapter will include the background of the study, statement of the problem, research 

objectives, research questions, purpose of the study, the significance of the study and the scope 

of the study that is to say geog1aphical, time, subject scope and conceptual frame work. 

1.1 Background to the Study 

Historical pe1·spective 

Poverty is the deprivation of material requirements for minimally acceptable fulfillment of 

hum'm needs including food. The concept of deprivation goes beyond lack of private income to 

include the need for basic health, education and essential services that leave to be provided by 

the community to prevent people from falling into poverty (UNDP, 1997). According to the 

study different authors major challenge in different countries which have been social, 

economical and political to the commrmity due to poverty. 

TheoretiCal perspective 

Poverty is a major challenge to sub Saharan Afi·ica which deserves serious attention and Uganda 

being one of the sub Saharan countries, it has indicators of poverty characterized by low house 

hold income, poor remuneration of workers, poor shelter, illiteracy, high school dropout, acute 

safe water shortage, high prevalence of diseases such as malaria and HIV I AIDS, pervasive 

unemployment rate and about 7.5 million people are in absolute poverty (Chronic Poverty 

Report.2013). 

Poverty leads to the inability to access basic needs including health. The director general of the 

World Health Organization (WHO) repo1ied that. over one billion of the world's people were cut 

off from the benefits of economic development and the advances in health that took place during 
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the twentieth century. The challenges \vere that about one thousand tl1ree hundred million 

people, 20% of the world's population. still lived in absolute poverty with income below US$! 

per day, and almost one-half the world's population survived on less than US$2 per day (Sachs, 

2005; Vv1-IO, 1999 in Prince Osei-Wusu, 201 1). 

The relation between poverty and maternal health is bidirectional and multi-faceted. Poverty is 

assumed to increase the vulnerability of people and the risk of ill-health. The causes not only 

include income poverty, but also low educational level, mal:mtrition, poor living and working 

conditions, and lack of access to good quality health care. In turn, studies have shown that health 

shocks are the most important factor of downward mobility for the most vulnerable group, due to 

decreased productivity, increased dependency ratios, and a loss of assets (Dercon, 2002), for 

example, if an adult falls ill, it means a sudden income stop and the dependency ratio increases 

Cosrs have to be covered, for which money has to be borrowed or assets sold. As a result, sudden 

events or shocks such as a maternal health problems might come up which could drive people 

below the poverty line where they are expected to develop towards a lower equilibrium that is to 

say the poverty trap. Safety nets are needed to prevent these households from such a devastating 

impact. 

Contextual perspective 

In many Western countries formal insurances are available, but these are lacking in most 

developing countries. There is thus a so-called 'double jeopardy', the poor are more likely to 

suffer from ill-health and less likely to be able to recover from it. 

Uganda is one of the poorest nations in the world, with 37.7% of the population living on less 

than $1.25 a day. Despite making enormous progress in reducing the countr:rwide poverty 
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incidence from 56% of the population in 1992 to 31% in 2005, poverty remains deep-rooted in 

the country's rural areas, which are home to more L'tan 85 per cent of Ugandans. Poor 

households tend to be larger, have older and less education household heads and are more likely 

to be headed by a woman, indicators generally associated with poverty have higher values of 

rural Uganda that is to say larger household size, higher dependency ratio and higher illiteracy. 

M iternal health in rural Uganda lags behi 1d national policy targets and the Millernium 

Dr:velopment Goals (MDGS), with geographi ;al inaccessibility, lack of transport and fin:mcial 

burdens identified as key demand-side constraints to accessing maternal health services. In rural 

areas, few pregnant mothers visit health centers during pregnancy. In addition, poverty and social 

exclusion, low levels of education and domestic violence are powerful underlying causes of 

maternal deaths and disability. Women who become pregnant when they are very young, who 

give birth to too many children, give birth too often suffer from infectious diseases such as 

malaria, tuberculosis or HIV/AIDS and those who are tmder nourished or anaemic are at greater 

risks (Tuyizere, 2007 pg. 208) therefore, interventions like intermediate transport mechanisms 

have been adopted as a means to improve women's access to maternal health care services in 

rural regions of the country. 

1.3 Problem Statement 

Poverty is a major challenge to sub Saharan Africa which deserves serious attention and Uganda 

being one of the sub Saharan countries, it has indicators of poverty characterized by low house 

hold income, poor remuneration of workers, poor shelter, illiteracy, high school dropout, acute 

safe water shortage, high prevalence of diseases such as malaria and HIV/AIDS, pervasive 

unemployment rate and about 7.5 million people are in absolute poverty (Chronic pove1ty 

report.2013). The level of poverty is stili alarming that serious attention should be drawn to help 
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m e-;D.Jic,:tiing pove1iy The i1nportant question t-~, ,vhy p(l\-erty is still worsen1ng despite all 

efforts and energy being put into projects like National Advisory Development Services. 

Because of poverty, maternal health still remains a major challenge to women's health especially 

in rural areas where access to maternal health by rural women is hindered by three delays that is 

to say delay to seek care, delay to reach facilities and intra-institutional delay to provide timely 

and appropriate care. The government of Uganda has setup a number of policy interventions 

specifically on improving acces,; and quality of maternal services for example the national health 

po!icv has set matemal and reproductive health care as one of the priority areas as a result of 

reducing on maternal morbidity and mortality. In spite of the of the adoption of the policies and 

availability of information on the causes of matemal mortality, the problem still persists in 

Uganda and particularly in rural pmis of the cotmtry (Ssengooba et al, 2003). 

1.4 Purpose of the Study 

The purpose of the study was to assess the effects of povCiiy on maternal health service 

utilization among rural households and how pove1iy limited people fi·om utilization of maternal 

health services. 

1.5 Objectives of the Study 

The specific objective of the study included the following; 

I. To exaJI1ine the state of matemal health in Kasaawo Sub County? 

2. To find out how pove1iy has affected maternal health service utilization aJI1ong rural 

households in Kasaawo Sub County. 

3 To explore challenges to maternal health service utilization by rural households in Kasaawo 

Sub County. 
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Research Questions 

The research questions were focused on the dimension of the problem that emerged to serve as 

the basis for the objectives: 

!. V/hat is the state of maternal health in Kasaawo Sub County? 

2. How has poverty affected maternal health service utilization among rural households m 

K.asaawo Sub COLmty? 

3. What are the challenges to maternal health service utilization by rural households in K.asaawo 

Sub County? 

1.7 Scope of the Study. 

The study was conducted between the pe1iod of November 2014 to August 2015 which was 

approximately seven months whicb focused on the gaps that were left O'-lt between poverty and 

maternal health service utilization among rural households in K.asaawo Sub County in Mukono 

district. 

1.7.1 Time Scope 

The study was based on the time period between 1990 to 2015 information from the different 

sources due to the fact that in this period of time, there was a lot of challenges in regm·ds to 

maternal health service utilization and high rate of poverty scourge in most parts of Uganda 

respectively. This time period included the time from the development of the research topic to 

the time of submission of the dissertation. 
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l. 7.2Geographical Scope 

The study was carried out in Kasawo Sub County, located approximately 46 kilometers North 

East ofMukono. 

l. 7.3 Subject Scope 

This study confined itself on assessmg the effects of poverty on maternal health serv1ce 

ut lization by rural households. It aimed at identifying the state of maternal health, how p< •verty 

af'ects maternal health service utilization and '.:hallenges to maternal health service utilizatinn by 

rural households. 

17 
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2.0 Introduction 

CHAPTER TWO 

LITERATURE REVIEW 

In this chapter, literature review related to the issue under investigation has been presented. It 

discusses the concept of poverty and health, the quality of matemal health, and the effects of 

pove1iy on matemal health service utilization and also challenges to maternal health. 

2.1 The Concc)pt of Poverty 

Poverty is a multi- dimensional concept which IS interpreted differently depending on the 

situation and different people. 

The United Nations Development Programme (1995) defines poverty as a level of income below 

that people cannot afford a minimum nutritionally adequate diet and essential non-food 

requirements 

Tolley and Thomas (1987) tend to measure pove1iy in terms of income and economic 

development, Harpham, Lusty a11d Vaughan (1988) are of the opinion that the measurement of 

poverty is difficult and may prove deceptive, especially if income is the sole criterion. Because 

income statistics tend to be unreliable and the majority of poor people may be unemployed and 

don't have access to an income, a better picture can be obtained by using non-monetary criteria. 

Ferge and Miller (1987) on the other hand, see poverty as a self-evident phenomenon of 

everyday reality which is difficult to grasp in a scientifically manageable way. According m 

them, poverty may be defined in absolute or relative terms. Defined iu absolute terms, poverty 

means the inability of individuals or families to maintain. tlu·ough lack of adequate resources, a 

socialiy minimal or acceptable level of living. In the relative sense, poverty is t>ne aspect of 
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St'CJai inequality. lt means that pm1 of the population lacks the resources which Jbsume ittll 

.. S(l~l<lL m~mbership in the given society, or at least which would assure living conditions 

custommy in a given society. 

From these definitions, it is clear that poverty in the absolute sense may be considerably reduced 

or even overcome if all sections of the poor could profit from economic growth, while the 

reduction of pove1ty in the relative sense is related not only to an mcrease in resources, bm also 

'o structural changes in the allocation of nsources. In the latter sense, pove1ty is not only a 

condition of economic insufficiency but also of social and political exclusion (Barometer, 1991 ). 

Based on the 2009/2010 data survey it was estimated that it was 24.5% of Ugandans who were 

poor, corresponding to nearly 7.5million persons (UBOS, 2011 pg. 27). The incidence ofpove1ty 

remained higher in rural areas (27.2%) compared to urban areas (9.1 %). 

2.2 State of Maternal Health in Sub Saharan Africa 

Maternal health refers to the health of women dming pregnancy, childbirth and the postpartum 

period. While motherhood is often a positive and fulfilling experience, for many women, it is 

associated with suffering, ill health and even death (WHO, 2002). Maternal mortality is the 

leading cause of death for women of reproductive age. 

According to International Classification of Diseases (ICD), maternal m01tality is any death in a 

woman dming pregnancy and up to 42 days postpmtum (after giving birth). 

The health of a mother impacts the family and even the entire community. Her ability and access 

to receive necessary healthcare largely determines health outcomes for herself and her baby. Like 
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man] developing countries, Uganda has high maternal mortality rates, which is often reflective 

of access to health care services. 

The fifth Millennium Development Goal (MDG) aims to reduce the maternal mortality ratio by 

75% between 1990 and 2015. In Uganda, maternal mortality remains high at440 maternal deaths 

per 100,000 live births. For every maternal death in Uganda, at least six survive with chronic and · 

debilitating ill health. Most maternal deaths are due to causes directly related to pregnancy and 

childbirth unsafe abortion and obstetric complications such as sevc.-:re bieeding, infection; 

hypertensive disorders, and obstructed labor. Others are due to causes such. as malaria, diabetes, 

hepatitis, and anemia, which are aggravated by pregnancy (MOH Report, 2008) . . 

In Uganda, 94.9% of women receive antenatal care from skilled health worker but 58% deliver 

under professional supervision (UNDHS, 2011). This could be as a result of low education, 

poverty, long distance to the health facilities, poor interpersonal communication skills of some 

health workers, social and cultural belief among others. The low proportion of women delivering 

under skilled care imply that complications such as post-partum hemorrhage among others 

cannot be easily identified or are referred late and these contribute to high numbers of maternal 

mortality. 

The World Health Organization has observed that improving maternal health is a complex task 

especially in low income regions like sub Saharan Africa (WHO, 2000). However, in addition to 

the income, other household factors also influence health outcomes such as age, social status, 

religion, residence, background and gender. 

Although the Government of Uganda fu.'l.ding to the health sector increases annually, there are 

still many under funded and unfunded priorities and yet many challenges need to be addressed if 



Ug<>nda is to achieve the objective set oul in the Millennium Developmen1 goals (MDG.~: tu 

target the reduction ofmatemal mortality by 75% by 2015. 

2.3 Effects of Poverty on Maternal Health Service Utilization 

The relationship between poverty and maternal health is complex, multi-faceted and 

bidirectional. Poverty has many dimensions which increase vulnerability of people and the risk 

of ill health, among which are, poor access to public ,;ervices and infi·astructure, unsanitary 

envirmm1enta: su!Tounding, illiteracy and ignorance, pou health, insecurity, voicelessness and 

social exclusion, as well as low levels of household income and food insecurity. All these aspects 

of poverty are life-shortening, .involve great suffering and pain (from disease and hunger) and 

they undermine an essential dignity and decency to life and have an impact on maternal health. 

There is a so-called 'double jeopardy': the poor are more likely to suffer from maternal ill-health 

and less likely to be able to reeover from it. This relationship between maternal ill-health and 

poverty results to Poor nutrition which weakens the inmmne systems. Living and environmental 

conditions are also responsible for maternal ill health as result of poverty thus increasing the 

risks of pregnant women in Uganda. 

In Western societies, although not alL there are well-developed public assistance programmes 

and health insurances. In most developing countries, especially Sub-Sal1aran Africa, these state 

social security progran1mes are lacking or at least insufficient to reach the majority of the 

population. Consequently, people need to rely on their own resources for instance, to sell assets, 

to borrow, or to reduce consumption. 

A poor health of mothers and children undermines human capital. Healthy children are of the 

essence for human capital, and the health of mothers is an important determinam of that of their 



children. According 10 the WHO (2005) motherless cluldren die more hequently, are less likely 

t<> attend school, are more often malnourished. and are at greater risk to develop chronic diseases 

in adulthood, reducing the productivity. Second, a death or illness of a woman means a loss of an 

active member of society, losing on social capitaL Third, the economic costs and losses of poor 

maternal and child health are high, both for society and households. Death or illness of a woman 

implies a loss of a productive member of the household. In addition, women and children are 

overrepresented among the poor. Ill-health among these women and children can lead to 

catastrophic expenditures, pushing households further into pove1ty. 

Poverty is very much a women's issue, because of women's double roles. Women are much 

more likely than men to be poor, and their burdens are usually greater as they must care for 

children and the household and also earn a living. Poor women have needs and make 

contributions that are different to those of poor men, thus their problems require different 

solutions (Pietila & Vickers, 1990). It remains true that most matemal deaths do occur in poor 

countries, and that J:OOr women have the least access to skilled "ttendants. Add to this the gender 

dimension, which has a pmticularly adverse effect in Uganda , and the question of poveJty

constrained access becomes as important as the health systems improvements that are required to 

have any impact on the continuing loss of matemallives 

According to Perales and Young (1988), poor women also have less access to land, capital and 

technology and this lack of access leads to greatly diminish(!d efficiency of production both 

outside and inside the house. Less education entails cost to society, not only because of the loss 

of women's potential for higher productivity in the labour market, but also because women as 

mothers make the first investment in the nutrition, health and education of children and these 

investments are critical to the country's future economic growth. 
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Po•x wornen are said to suffer f'i-o1n \Ahat IS tenried rnaten1al depletion~ as a result of early 

mating, continuous cycles of pregnancy and inadequate diets, often made worse by food 

prejudices, and uninterrupted overwork leading to anemia or general malnutrition with premature 

ageing and early death (Travis, 1976 ). Ntoane ( 1991) found that pove1iy lays a particulariy h~avy 

burden on black women in South Africa, because of their dual roles in the economy. 

The pattern of ill-health ext<:nds to poor women, not only in the fmm of high maternal mmtality, 

but also in the form of higL morbidity. According to WHO (1992), the maternal mortality rate 

reaches as high as 1,000 per 100,000 live births in developing countries, compared with 5 to 30 

per I 00,000 in industrialized countries. Likewise, UNICEF repmts that about 500,000 women 

die fi·om conditions related to pregnancy and childbirth (UNICEF, 1991). These statistics are too 

important to ignore. Poverty reflects many unfavorable associations with childbi1th which affect 

inf11nt survival. 

Poor women also tend to have more children which add considerably to their responsibilities. 

Many of these women are physically depleted ti·om these tasks and have very little time to c&re 

for these children. Consideration of the health status of poor women will be incomplete without 

mention of an ever-increasing rate of sexually transmitted diseases. These are often nottreat;;d 

timeously because of fear of being prejudiced and stigmatized, even though these are generally 

passed on fi·om husbands, pmticu!arly those who me migrant workers. With t.'le spread of the 

epidemic AIDS, the lives of these poor women and their newborns are in even more danger 

(Ntoane, 1991). 

According to Madise and Diamond (1995), poor women tend to gain less weight in pregnancy, 

haw lower micronutrient intakes, suffer genital infections and are more likely to smoke more 
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head];-, S1noking 111 pregnancy has been linkeci to poor 1naterual psychologl~::~1 health and 

increased levels of stress. Poor infants surviving beyond the first week of life continue to be at 

greater risk of death throughout infancy and childhood. This increased risk results from increased 

exposure to a rm1ge of risk factors for infa11t a11d childhood death. 

Abmiion-related risk is likely to be more marked among poorer populations, who cannot afford the 

private provision which is generally ti1e only option available. 

Findings on results of National Representative Demographic Surveys (N'RDS) for 12 developing 

countries conducted by Rani a11d Lule (2004) revealed interesting findings about socio-economic 

dimension of adolescent Reproductive Health. The study further revealed that in most countries, 

yow1g women from the poorest households were more likely tha11 those fi·om the richest 

households to be mmTied by age 18 a11d to have had at least one child by that age. It was fi1rther 

found out that such adolescents were less likely to report a mistimed birth, to be practicing 

contraception, to use matemal health services and to know how to prevent sexual tra11smission of 

HIV. Economic autonomy m1d regular exposure to mass media were less common among the 

poor thm1 mnong the rich adolescents. Ra11i and Lule (2004) concluded that, poor adolescents 

may be over-looked by cunent service delivery modes that rely solely on mass media, clinics or 

schools. Most developing countries are still caught and apparently heavily trapped in a web of 

pove1iy. Pove1iy is therefore perceived to be a frightening global problem. It is stated that 

poverty had a direct linkage with the risk of becoming sick a11d dying fi·om conditions that m·e 

often preventable. In essence, a woman's income and education, reproductive behavior, 

nutritional status a11d access to a11tenatal care a11d delivery service may all be related to the 

survival chances of a foetus or child and the presence of high-risk factors increases the chances 
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ulmJsWITiages, congenital malfi1rmmions, delivery complications. low birth w"igbt babies, and 

related conditions. 

2.4 Challenges to Maternal Health Service Utilization 

Reliance on ti·aditional birth attendants 

Despite the benefits of maternal health care services, many women in India do not receive 

prenatal care at all, and the care that is re( eived is often characterized by an insufficie 1t number 

of visits timed late into pregnancy (\l/HO, 2006). In addition, the delivery care utilized in India is 

dominated by home birth either in the natal or the marital household. Hence, high-risk 

pregnancies are often identified, obstetric histories are ignored, oppmtunities for trans-family 

planning messages are missed and impmiant information on child nutrition and health care is not 

disseminated to a large population. 

High costs to meet the services 

Sharma and others have pointed out that many costs are associated with accessing health 

services. That besides the formal fee for the service that often represents a small portion of 

money, t.l-)ere may be other expenditmes like on drugs and supplies and infonnal fees to gain 

attention from the service provider (Sharma et a! 2005). 

Poor transportation facilities 

In a study done in Tanzania, 84% of women who gave birth at home intended to deliver fi·orn. a 

health facility but did not because of distance and lack of h·ansport (Biego, l 995 in WHO, 

!998).Another study in Malawi found that 90% of women wanted to deliver fi·om a health 

facility but only 25% of them did, 53% gave the reason that by the time they realized they were 
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in bbor. they did uot have enough tilne to get to the h>::alt11 faci1i1y {LuJe and Sen1batya, l99tJ il! 

WHO, 1998). 

ignorance 

Rural women in pmiicular fear stigmatization and discrimination. They are afraid of unfamiliar 

environment, the lack of social and emotional support, the loss of dignity and control over 

decisions when at health u 1its. Social cultural factors play the most si; ~nificant role in delaying 

the care and delivery (Jafany SN and Korejo K, 1993). Sometimes the ··isks of repealing adverse 

outcome like perinatal mortality is attl'ibuted to super natmal powers and thus not seen as a 

reason to attend health services (Kowalewski et al2001). 

Poor state of health facilities. 

Some hospitals are in a poor state where by there is sh01tage of medical supplies such as drugs, 

usd Juring delivery, blood for trm1sfusion, sho1iagc of trained personnel and careless treatment. 

The1efore in order to provide good quality cme at child birth, a skilled attendant also nt,eds 

communication and care must be available at the facilities on 24 hour basis (Safe motherhood, 

2002). 
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3.0 Introduction 

CHAPTER THREE 

METHODOLOGY 

This chapter presents the methods by which the study was conducted. In particular, it explains 

the research design, study population, sample size and selection, samplin·; teclmique, data 

sources, da :a collection methods, data analysis m ;thods, data qnality control, ethical 

consideration" and limitations of the study and that were used to assess the effects of pove1iy on 

maternal health service utilization among rural households. 

This chapter also describes the methods and the procedures that were used to conduct the 

research. It also describes the research design that is qualitative and quantitative designs. This 

was because there was need to obtain a variety of information on the same issue, to use the 

strength of each method to overcome the deficiencies that could come from using one design and 

to achieve a higher degree of valiiity and reliability. Daia was collected especially from primary 

source and this comprised of interviews, focus group discussion and use of questionnaires. 

3.1 Research Design 

The research study was descriptive in that it described the effects of poverty on maternal health 

service utilization. Quantitative and Qualitative methods of data collection were used in the 

study. The study utilized a cross sectional design that employed both qualitative and quantitative 

approaches. Qualitative approach was used and it described the findings ·related to the 

respondent's perceptions and opinions about the subject. Quantitative approach was also used 

because it involved numeric data that is to say, the use of tables in frequency and percentage 

form to find out the responses of the respondents. 
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Area and Study Population 

The study was conducted in Kasaawo Sub County which is found in Mukono district. It is 

located approximately 46 kilometers North East of Mukono, I chose Kasaawo Sub County because 

there were a lot of challenges in regards to maternal health service utilization and high rate of 

poverty scourge. Women in the reproductive age at household level were selected from the four 

parishes including Lugala, Namuganga, Kitovu and Mubanda out of the six parishes because the 

four parishes were in the most smTow stLte. 

3.3 Sample Size and Selection 

The sample size for the study was sixty (60) women. The researcher used random sampling 

method, this method enabled the researcher to get the type of data that was needed. This enabled 

the researcher to pick critically the data that was helpful to solve the research problem under 

investigation and purposive sampling techniques were also employed because all the targeted 

categories of respondents were involved and were knowledgeable about the popuhition study and 

the purpose of study on poverty and maternal health utilization service issues in the health 

centers, and that they provided all reliable responses about the issues of the study. This therefore, 

included questionnaires, interviews with different respondents, focus group discussion and data 

recording while at the field. 

3.4 Sampling Technique 

Simple random sampling technique was used in that each element of the population of study or 

individual was assigned a number in the process wiihout skipping any individual. This technique 

was considered since the population of study was relatively of small numbers of which suited 

this method and hence making each element or individual or groups of the study be at a high 

chance to be selected for the study. 
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3.5 Sources 

Tlle researcher used both primary and secondary data which obtained from different sources. 

Primary data was gathered fi·om the sampled respondents using the structured questionnaires, 

key informant interview and focus group discussion and that enabled the study to have firsthand 

information fi·om the different respondents needed for this study. Secondmy data was also used 

anc was obtained from various text books, journals, newspapers, reports and internet sources to 

have a detailed set of information on the research topic and its ob ectives to supplement the 

primm·y data. 

3.6 Methods of Data collection. 

The researcher used structured questionnaires, key inf01mant interviews a11d focus group 

discussion in order to come up with qualitative and quantitative data with focus on primary a11d 

secondary collection approaches. 

3.6.1 Key informant interview: 

The researcher had one on one interview with the key informants most especially from the sub

county health center such as mid wives, head of the health facility, TBAs a11d women in the 

reproductive age in the study area such that they open up in order to give relevant information 

regmding poverty and maternal health service utilization a11d the challenges faced with maternal 

health utilization services as well. 

3.6.2 Structured Questionnaire 

A questi01maire is research tool consisting of a series of questions and other prompts for the 

purpose of gathering information from respondents. This method allowed room for further 

explanation from respondents and it captured a larger number of the respondents within the 
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lim !led time They consisted nf questions both open and closed in which if :Jnswl,red well would 

have exhausted the research questions and objectives. 

3.6.3 Focus Group Discussions 

fhe researcher brought respondents together purposively. The researcher selected a group of 

women to discuss the topic under the study .The question for discus~ion were developed 

beforehard by the research to provide a broad frmm for the discussion . This method provided 

low cost and efficient way to generate a great deal of in.f01mation and it also provided 

information directly fi·om individuals who were interested in the issue, who. had knowledge about 

the topic under study and it also provided a representation of diverse opinion and ideas. 

3.7 Data quality control 

3.7.1 Validity 

Validity in this case refers to the appropriateness, meamng fullness and usefi!lness of the 

inferences /deductions a researcher makes (Fraenkel & Wallen 1999:!53)Therefore, this was 

established by giving the draft copy of the questionnaire to the supervisor, to some people in 

Bugujju and to some academic colleagues. They were requested to comment on the questions 

and the depth of the questionnaire and find oul whether they are in line with the research 

(relevancy). The comments that were obtained helped to improve on the research instrument. 

3. 7.2 Reliability 

Reliability is defined as the measure of the degree to which a reason instrument yields consistent 

results or data after repeated intervals (Mugenda, 2003). To ensure consistence of the resem·ch 

instrument, the researcher used simple language and clear instructions which were quite 

appropriate to the respondents when answering the questionnaire and the i.nstnrctions were clear 

to the respondents for better understanding. Questions were phrased clearly to ensure consistence 
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in responses of the participants . The respondents who participated in the s11.1dy ·were expected to 

be lmowledgeable to provide reliable information. The selected sample was adequate and 

representative. After all that , the instruments were pretested in pilot study and the researcher 

pretested a minimum of five questionnaires .These tests were carried out to ensure consistence 

and to find out how easy the final study would be done. 

3.8 Data analysis and presentation 

The researcher used both qualitative and quantitative methods. The quantitati"'e data was 

analyzed using the Statistical Package for Social Scientists (SPSS). Triangulation helped 

qualitative and quantitative analysis to yield simultaneous interpretation of results. These 

augmented by relevant quotations from respondents, wherever possible and relevant. 

It should be noted that data collected in the field in a raw form is difficult to interpret. The data 

collected was subjected to quality data checks to ensure that recordings were correctly done with 

minimal errors .. This required editing, repeating interviews were necessary, coding, S'illJmarizing, 

categorizing and grouping similar inf01mation and analyzing according to the topic ofthe study. 

Results from data were then presented using words, tables and percentages and they were 

presented following the order of objectives and research questions. 

3.8.1 Editing 

This was helpful m eliminating errors especially in questionnaires snch that the researcher 

checked the interview schedule immediately so that the respondent could help assist fill in the 

missing information and therefore, any space left behind by the respondents would be filled 

using related information fi:om questionnaire consistency and adequacy for data quality control. 
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3,9 Ethical consideration 

In avoid ethical dilemma, an introduction letter was obtained from the faculty of social sciences 

The researcher ensured high level of confidentiality during and after data collection. Also the 

researcher sought consent ii·om respondents before she collected data from them. 

3.10 Limitation of the study 

The study faced the folhwing limitations; 

Some respondents ne\ er wanted to disclose information voluntarily. They suspected the 

researcher was a spy and others thought she was from the bank which hindered the objectivity of 

the study. However, the reseaTcher had to overcome this by moving with an introduction letter to 

the field to avoid doubt. 

Hostile weather conditions was another problem whereby it was too hot and dusty in the area of 

resem·ch. However, the researcher had to endure with the hostile weather conditions. 

High costs of the research. The study was very costly because it required a lot of money. 

Maintenance in tenns of stationary and transporting the reseaTcher to the field was· quite 

expensive which made data collection a bit hard. Despite all these limitations of financial 

difficulties, the reseaTcher endeavored to get the required resources from her parents to meet aU 

the expected expenses to complete the study with in the required time fi·ame. 

High expectations by the respondents. Some respondents especially the local people asked for 

some pay after or before giving out information for the research stndy and yet being a student, 

the researcher had no money to fund the research as expected by some respondents. However, 

the researcher overcame this limitation by informing the respondents that the purpose of the 

research was to be used for academic purposes and not any personal gain. 
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The higgeJ percentage of 56% agreed that they don't _pay for services since they go to the 

government facility but however, one respondent said that ''we uniy pay for some requirements 

like the maternal card/ book which we use for antenatal care and scanning services ''. And those 

who visited the private tacility pay for every service. rendered to them. 

4.2. 7 Response whether husbands accompany their wives to the health center 

This part intenced to fmd out whether men accompany thehwives to the health centers because 

it has an impact on the time that the pregnant women spend to be attended to by the health 

service providers and the data is presented below. 

Table 7: Response whether husbands accompany their wives to the health facility 

Response Frequency Percentage (%) 

Yes 10 20 

No 40 80 

-· 
Total 50 100 

-
Source: Primary data (2015) 

Figure 6: A graph showing the response whether husbands accompany their wives to the health 

facility. 
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i imc was also another limiting factor and it was a greatest challenge the researd1er faced during 

the study. There was limited time for the researcher to go to the field, make introductions, 

canyout research, collect data, interpret the findings and then write a repmt due to busy 

schedules of the researcher. 

All in all, the chapter shows the methodological frame work that guided the researcher in 

collection of data and analysis of data Ecquired from different study respondents. I: shows the 

various data collection teclmiques that were employed to enable to get all the required 

information that was needed for this research. It brought about particular categories of people 

that were involved in this study and why they were picked. 
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4.0 Introduction 

CHAPTER FOUR 

PRESENTATION ANU ANALYSIS OF FINDINGS 

In this chapter, the researcher presents the fit1dings and analysis of the study conducted to assess 

the effects of poverty on matemal health service utilization among ru!:al households in Kasaawo 

SulJ County in Mukono district. The Analysis 1<1ade use of descriptive statistics, factor analysis, 

and correlation analysis. The Descriptive statistics was used to sn .dy the underlying social

economic characteristics of the respondents while Correlation analysts were used to study the 

effects of the variables under the study so as to answer the objectives of th.e study. The study was 

characterized by two main categories of respondents. These were health service providers 

(people who provide health service for women) and health service recipients (women). 

Response Rate. 

A total of 60 responded g1vmg a response rate of 85. 7%.this was very good :!nd positive 

re:::ponse. 

4.1. Demographic characteristics of the Respondents. 

This section presents the general characteristics of the Respondents specifically highlighting age 

distribution, level of education, occupation and number of children ever had. Data have been 

presented and discussed across the service recipients and service providers respectively. Cross 

tabulations and frequency tables was used 1o show the variations in the respondents' 

characteristics. The fmdings are shown in the subsequent analysis. 
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Table l: Showing all the Demographic Characteristics 

I Variable Frequency I Percentage (%) --, 
I ' 

Age 
I 

-18 2 1 3.33 
i 8-25 11 18.3 
26-32 

15 25 
33-39 

20 33.3 
40+ 

12 I 20 

Total 60 100 

Level of Education 

115 No education 25 
Primary 30 50 
Secondary 

13 21.7 
University/ Tertiary 

2 3.33 

Total 60 100 

Marital Status 

Single 8 13.3 
Married 30 50 
Divorced 

6 10 
Widowed 

12 20 
Separated 

4 6.7 

Total 60 100 

Occupation 

Fanner 22 36.7 
Business woman 13 21.7 

Civil servant 5 8.3 

Student 10 16.7 

No job 10 16.7 

Total 160 100 
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Number of Children 

1-3 13 21.6 

4-6 
20 133.3 

7-9 I 
I 

17 128.3 
10+ 

10 16.7 

~ I Total 60 100 

Source: Primary data (2015) 

Majority of the respondents were in the age group of 33-39 years and constituted about 33.4%. 

This was followed by the age group of 26-32 constituting 25% and 40 and above which made to 

20%. The minority age group was 18-25 years representing 18.3% and 18 below with 3.33%. 

This gives an implication that the majority of the respondents who took part in the study were 

old enough and had a reasonable experience on maternal health and could give a critical analysis 

on the effects of poverty on maternal health service utilization. 

Majority with 50% had reached primary level, 25% no education, 21.7% secondary and 3.33% 

university level. This implied that a majority of the respondents included in this research were 

not that appropriate and qualified given the fact that their level of education· was low. since they 

had reached primary level and that indicated that they are more likely to face maternal. p'robl~ms 

due to the limited knowledge about the importance of maternal services. 

The marital status of respondents was 50% who were married, 20% were widowed, 13.3% were 

single, 10% were divorced and 6.7% were separated. From the findings, one can understand that 

majority of the respondents were married, an implication that they could provide relevant 
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inf.Jrmation to achieve the purpose of this study since married persons are tied to maternal and 

child health issues. 

Majority respondents were farmers with 36.7%, 21.7% engage in businesses such as selling 

agricultural produce, trading and vending, 16.7% were student still in school, 16.7% had no job,. 

some are just house wiv~s at home and others are hoping to create t~p jobs for themselves.8.3% 

w~...::e civil servants, these had a lot of informat,0n on the study since some were teachers, d; ;trict 

and sub-county health p ;lrsonnel. This implied that most responden1 s deal in farming such that 

they get food to sustain themselves and also leave some to sell and get income in order to be able 

to cater for the basic needs of their children like school fees, clothes as well as their 'basic needs 

and also prepare for the maternal. 

The majority had 4-to 6 with 33.3% followed by 7 to 9 with percentage of 28.7%, 1 to 3 

con~tituting 21.6% and 10 above as minority with 16.7%. It showed that the fertility rate of 

respondents in Kasaawo Sub County was high and it necessitated that the respondents were the 

right people who had the information needed and were knowledgeable since ·they had the 

experience from producing children and had gone through the all processes of pregnancy up to 

the time of delivery. 

4.2 The State of Maternal Health in Kasaawo Sub County 

In regard to the topic of study the researcher sought to find out the state of matemal health in 

Kasaawo Sub County. 

4.2.1 Women ever conceived 

The findings showed that all the respondents had ever conceived since the study targeted the 

women in the reproductive age with 100% of the respondents agreeing to have ever conceived 
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and therefore had knowledge on the effects of poverty on maternal health service utilization 

since they had all produced children. 

4.2.2 Attendance of ANC 

The researcher considered the attendance of ANC since the study targeted women in the 

reproductive age and had ever conceived and the following was found out and presented in the 

table below. 

Table 2: Response on women who attended ANC 

Response Frequency Percentage (o/o) 

Yes 50 83.3 

No 10 16.7 

Total 60 100 

Source: PriltUiry data (2015) 

Figure 2: A Pie chart showing responses on women who attended ANC 

• yes • no a total 
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such as scanning, counselling, PMTCT among mhers. J 6.7% didn't attend ANC that is to say, J 0 

respondents from the 60 who responded in the study did not visit health facility for ANC. 

This implied that most respondents attended ANC services and they were aware of the services 

thatwere provided to them such as counselling, sca:rming PMTC and the few who didn't attend 

ANC was due to reasons of lack of financial supp01i in tenns of transport and some urged that 

where they go, they get the supp01i (such as from TBAs) which they need just lik<: those who go 

to the hospitals. 

4.2.3Number of times attended for ANC 

The resea:r·cher considered the nw11ber of times attended for ANC to know the times each woman 

attended ANC when they were pregnant and the following was found out and presented in the 

table below. 

Table 3: Shows the number of times pregnant women attended ANC 

Number of times Frequency Percentage(%) 

One time 7 14 

Two times 9 18 

Three times 8 16 

Four times 23 46 

More than four times 3 6 

Total 50 100 

Source: Primary data (2015) 
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