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RACHEL’S STORY

CONTRACEPTIVE ACCESS
AND VIOLENCE AGAINST
WOMEN

M

y name is Rachael Nandawula (not her real name). I am 32 years old and married
with three children. I am married to a highly educated man and so am I. When we
delivered our first born in July 2012, we discussed and agreed to use Injectaplan as a
method of spacing our children. After about a year, my husband got fed up of the side
effects (I have blood spots and these had no particular day or month, I lost sexual libido
and became so dry). I insisted on its use until the child was two years of age. We opted
to have a second child and indeed delivered in 2014.
After delivery, my partner got me ‘counselors’ to speak to me about family planning and
its side effects. I listened and questioned his so-called counselors who advised women
against family planning. Later I got to know that these were people from the church who
were totally against family planning – in any case, he would never get pregnant but me.
Two months after delivery, I needed to protect myself from unintended pregnancy. I knew
he would not readily agree to such a proposal. I spoke to a colleague who encouraged
me to still use family planning if I was not ready for a third child.
I opted for Implanon and I had it inserted when my husband was away in the field.
However, it took days to heal and my husband returned before I totally healed. He noticed
that I could not use the arm to carry the baby. He was not impressed and of course, I
could not lie because there was a wound. I told him we need to space children. He said I
did not seek his permission and that I intended to start sleeping around with other men –
which of course was not true – but I think it is because I did not seek his consent.
He rudely asked for a razor blade, cut my hand and tried to remove the implant. This
has been the most traumatizing experience in my life. I helplessly looked at my self, with
my [college] degree and a masters, empowered woman, but I needed my marriage. I
had many questions running in my mind: How do women with less information deal with
this? How do they space children? Why are men too selfish in this world? What was
his biggest problem? I thought about taking him to the health facility for information but
I knew he could not go, given his bad experience with side effects in the first round. I
suppose this was his biggest challenge and the reason he objected to the implant.
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FOREWORD

F

amily planning services and contraceptives are critical in the prevention
of unintended pregnancies, miscarriages, unsafe abortions and maternal
deaths. Hence, they improve the health of women and the overall well-being of
families.
Over time, there has been commendable effort from Government of Uganda,
with support from development partners, as well as non-government actors to
ensure access to family planning goods and services. CEHURD commends
all actors that are making a contribution towards the health and well-being of
women and their families.
However, in spite of these efforts, contraceptive access and use in Uganda
remains a major challenge. The reasons for the slow progress have been
widely researched and documented. CEHURD, in partnership with Center for
Reproductive Rights undertook a fact-finding exercise to collect experiences
from women, men, service providers, program managers and policy makers
with provision, access and utilization of contraceptives. This report summarizes
the findings from this exercise.
Myths and misconceptions, fear of side effects and stigma remain major
challenges. In addition to these, the shrinking space for sexual reproductive
health and rights also affect access and use of contruceptions.The continued
impasse on comprehensive sexuality education; the stalling of the 2015
Standards and Guidelines for Reduction of Maternal Mortality and Morbidity
due to Unsafe Abortions; and the re-instatement of the Mexico City policy by the
Trump administration in the United States are examples of the shrinking space
for advancing sexual reproductive health and rights. These policy setbacks are
also a testament that we continue to live in denial.
Key policies that would otherwise ensure women access contraceptive
information and services including, among others have been recalled yet those
that necessitate development including the sexual reproductive health guidelines,
Adolescent Heath policy etc have been shelved.
These results from our fact-finding exercise provide insights into why access to
contraceptives matters for women and their families and communities should
be considered as a human rights issue. In the findings we highlight the specific
recommendations to various actors and make a call for action from the state and
non-state actors to improve access to contraception as a matter of human rights.
We are grateful to our partners the Center and the respondents. We will also
appreciate your feedback.

Moses Mulumba
Executive Director
CEHURD
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1. METHODOLOGY

T

his human rights fact-finding study used a qualitative approach and relied
on primary and secondary data sources. It was designed in the context of the
CEHURD - CRR’s collaborative advocacy for a human rights approach to family
planning and contraceptive provision and use in Uganda. Each organization
developed tools targeting different primary data sources.
A total of 598 individuals were interviewed from the districts of Kampala,
Buikwe, Manafwa, Soroti and Gulu. These include Ministry of Health officials,
local government officials, young people (including adolescent boys and girls in
and out of school), women, teachers, international human rights and development
organizations, development partners, community-based organizations (CBOs),
non-governmental organizations (NGOs)/civil society organizations (CSOs),
family planning commodity outlets, health service providers, women and men
living with HIV, sex workers, and people living with disabilities (PWDs),
among others. Data from primary sources were obtained through key informant
interviews and focus group discussions (FGDs). The interviews were conducted
between June 2017 and March 2018.
Secondary sources included relevant government policies, legislation, strategy
and action-plan documents, surveys, journal articles and publications, as well as
regional and international human rights instruments.

A focus group discussion with young women

598
A total of 598 individuals were
interviewed from the districts of
Kampala, Buikwe, Manafwa, Soroti
and Gulu.

2
Prior to conducting interviews, questionnaires were developed in consultations
with the key stakeholders. Discussions were held between CEHURD and The
Center on the preparation for the interviews as well as the data collection tools.
In-house discussions were also held to agree on stakeholders to be interviewed,
to inform the design of the questionnaires and FGD guides.
Ethical considerations
Interviewees were taken through an informed consent process before participating
in interviews and FGDs. Interviewees provided written informed consent for
those that were literate, and informed verbal consent for those that could not
read and write.
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2. SUMMARY OF FINDINGS
•

CONTRACEPTIVE USE
MATTERS A LOT WITHIN
COMMUNITIES
Respondents gave various
reasons, including the need for
girls to stay in school, preventing
unintended pregnancies, child
spacing and use as a matter of
choice.

•

THERE IS HIGHER CHILD
BEARING IN RURAL
AREAS COMPARED TO
URBAN AREAS.
This is tagged to limited
contraceptive knowledge and
use in rural areas.

•

MYTHS AND
MISCONCEPTIONS
WITHIN COMMUNITIES
THAT IMPACT ON
CONTRACEPTIVE USE
The young people interviewed
believed the use of
contraceptives would make
them infertile in the future,
while other married and
unmarried women believed it
causes fibroids and cancer and
damages the fallopian tubes.

•

SIDE EFFECTS ARE
A KEY BARRIER TO
CONTRACEPTIVE USE
Interviewees noted spot
bleeding, headache, loss of
libido, weight gain and method
malfunction.

•

THERE WERE FREQUENT
STOCK-OUTS OF SOME
CONTRACEPTIVE
METHODS
Stock-outs were reported at
many of the health facilities,
constraining choice.

•

RELIGIOUSFOUNDED HEALTH
FACILITIES WERE NOT
PROVIDING MODERN
CONTRACEPTIVE
METHODS
They were found to mostly
promote natural methods,
namely moon beads and breast
feeding.

•

COSTS RELATED
TO ACCESSING
CONTRACEPTIVES
FROM GOVERNMENT
AND PRIVATE
HEALTH FACILITIES
ARE A HINDRANCE
TO USE
The interviewees
report that in private
sector facilities, IUDs
and implants cost UGX
25,000 and UGX 20,000,
respectively. In the public
and NGO outlets, these
commodities were inserted
free of charge, but removal
costs UGX 5,000.
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3. UNMET NEED FOR CONTRACEPTIVE
INFORMATION AND SERVICES
3.1

ICPD

Reproductive health is defined as “a
state of complete physical, mental
and social well-being and not merely
the absence of disease or infirmity, in
all matters relating to the reproductive
system and its functions and
processes”

Introduction
eproductive health is a broad and comprehensive concept, which is defined
by the International Conference on Population and Development (ICPD) as
“a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity, in all matters relating to the reproductive system
and its functions and processes”. Sexual health, a related but distinct concept, is “a
state of physical, emotional, mental and social well-being in relation to sexuality;
it is not merely the absence of disease, dysfunction or infirmity”.1 Sexual health
encompasses elements of reproductive health, including access to contraception.

R

Implicit in the definition of reproductive health is the right of men and women
to plan their families without discrimination or coercion.2 As an integral part
of reproductive rights, family planning refers to the ability to decide freely and
responsibly whether and when to have children through spacing and timing of
births.3 Family planning refers to the ability of individual women and men to
decide freely and responsibly whether and when to have children through the use
of contraceptives, treatment of involuntary infertility and other family planning
interventions to space and time child births.4

FINDING
Access to contraceptives matters
because of the need to keep girls
in school, prevent unintended
pregnancies and space children

3.2 Why does contraceptive access matter?
An estimated 28% of currently married women in Uganda have an unmet need
for family planning information and services and about 67% have a demand for
family planning.5 The country is only able to meet 58% of the total demand for
modern methods of family planning (52% of total demand for both modern and
traditional methods).6
The unmet need for family planning has contributed to a higher number of
children than women in Uganda desire. On average, women have 6.2 children
even though they prefer to have only 4.5 children.7
This fact-finding has provided insight into factors why access to contraceptives
matters for women and their families and communities. They cited the need
to keep girls in schools, prevent unintended pregnancies and space children.
Respondents were of the view that adolescents should access contraceptives
because they are sexually active, but they differed on the best options for boys
and girls. Interviewees were of the view that boys should choose condoms.

1
2
3
4
5
6
7

See WHO, Sexual Health, Human Rights, and the Law, at 1 (2015), http://apps.who.int/iris/
bitstream/10665/175556/1/9789241564984_eng.pdf (last visited May 31, 2016)
ICPD Program of Action, supra note 25, sec. 7.3.
See Uganda MOH, The National Policy Guidelines and Service Standards for Reproductive Health Services, secs. 3.2, 3.7.3
(May 2001), http://www.youth-policy.com/Policies/Uganda%20National%20Policy%20Guidelines%20and%20Service%20
Standards%20for%20 Reproductive%20Health%20Services.pdf [hereinafter Uganda Nat’l Policy Guidelines].
See Uganda MOH, The National Policy Guidelines and Service Standards for Reproductive Health Services, secs. 3.2, 3.7.3
(May 2001), http://www.youth-policy.com/Policies/Uganda%20National%20Policy%20Guidelines%20and%20Service%20
Standards%20for%20 Reproductive%20Health%20Services.pdf [hereinafter Uganda Nat’l Policy Guidelines].
Uganda Demographic and Health Survey (UDHS) 2016
Uganda Bureau of Statistics- Uganda Demographic and Health Survey 2016,
Hussain R (2013) unintended pregnancy and abortion in Uganda. Available at https://www.guttmacher.org/report/
unintended-pregnancy-and-abortion-uganda accessed on the 3/5/18
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“Most of my clients are girls and women from between 20 and 40 years who mostly say
they want to space their children,” – service provider, personal interview, Manafwa

VOICES

WHY ACCESS MATTERS

“Girls here as young as 13 years get pregnant and I don’t think such pregnancies are
wanted. If government can confirm to us that contraceptives have no side effects to these
young ones when they grow up, they surely must use them,” – key informant, Gulu
“I think adolescent boys, if they engage in sexual activities, should use them. Condoms
have no problem, that’s what I think, it doesn’t have to be that they will keep in school or
what, but for reason of engaging in sex,” – participant, men FGD, Soroti
To other interviewees, access to contraceptives was an issue of choice. Service
providers, for example, were largely of the view that if a woman asks for a
contraceptive, it means she needs it and she should access it regardless of whether
she is below or above the country’s legal age of consent (18 years in Uganda).
However, they felt that the service provider should guide the user on the most
appropriate method.8 Hence, there are serious implications if a woman needs but
cannot access contraception.
3.3
Role of education and age
There has been progress in reducing the unmet need for contraceptives in Uganda.
A comparison from the Uganda Demographic and Health Survey (UDHS)9
indicates a 10% reduction in the unmet need for family planning among married
women between 2006 and 2016, from 38% to 28%. This progress has largely
been attributed to increased levels of literacy among women of reproductive age,
government initiatives to improve access to family planning services and reduced
stigma around contraceptive use for young people.

8
9

In a key informant interview with a health worker, he was quoted to note that “We do receive adolescents as young as 15
years seeking family planning services. We know that by the time she comes to seek such services she is really in need of it. We
advise them to use condoms, and sometimes IUDs”
Uganda Demographic Health Survey 2016
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VOICES

ROLE OF EDUCATION AND
AGE

I just found myself pregnant at 14 years. I did not know that I was pregnant until our neighbors told
me. I dropped out of school. My parents were advised to arrest the boy but he never lived in the
village and never returned. He later connived with his mother and kidnapped the baby. Up to now I
don’t know the whereabouts of my son,” – participant, women FGD, Buikwe.
“You cannot take care of the child well because you do not have money.”
“Gving birth when you are very young it can cause death.”
“The future ends there because it would mean you cannot do anything for yourself but find ways of
looking after the child yourself.”

The 2016 UDHS results indicate a higher percentage of unmet need for women
without an education compared to those with post-secondary education, estimated
at 31.1% and 20.7%, respectively. Accordingly, women without an education
will have an average of 6.7 children compared to 3.6 children for women with
an education. Further, there are higher odds of contraceptive use for those
with post-primary and post-secondary education. The UDHS indicates that the
proportion of teenagers who have started childbearing decreases with increasing
level of education. About 35% of teenagers between 15-19 years of age with no
education have begun childbearing, compared to 11% of those who have more
than secondary education.
Results from the 2016 UDHS further show that an estimated 25% of adolescents
aged 15-19 in Uganda have begun childbearing and 19% of women aged 1519 have given birth. Studies suggest that teenagers are more likely to appreciate
condoms as contraceptives rather than a method to prevent HIV transmission,
suggesting the sexual health messages given to Uganda’s young people have been
incomplete.10
These indicators are consistent with results from some of the interviews which
found that one of the reasons girls prefer using family planning is to stay longer
in school, and to avoid having unintended and unplanned pregnancies. In a focus
group discussion with women in Buikwe, one interviewee shared her experience:
“I just found myself pregnant at 14 years. I did not know that I was pregnant until
our neighbors told me. I dropped out of school. My parents were advised to arrest
the boy but he never lived in the village and never returned. He later connived
with his mother and kidnapped the baby. Up to now I don’t know the whereabouts
of my son,” – participant, women FGD, Buikwe.
In Gulu, other respondents stated that adolescent school girls would stay longer in
school if they had access to contraceptives; that they would not give birth so early
and neither would men attach prestige to the number of children born to them.
Recounting the effect of unplanned pregnancy on their peers who had to drop out
of school, adolescent school girls in Gulu shared some thoughts:

10 Id.
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“I was 15 years and I was still in school in our village but with peer influence, I ended up making
my girlfriend pregnant. Things where not the same again since I together with my girlfriend were
expelled from school,” – participant, out-of-school youth FGD
“Unwanted pregnancies is mostly attributed to the fact that this is a rural setting where all kinds
of misdeeds can happen. The other problem is some of our girls come from very far that they are
forced to rent houses near the school which makes them vulnerable to sexual acts thus unwanted
pregnancies,” – Senior Man Teacher, personal interview, Soroti

VOICES

ROLE OF RESIDENCE,
LOCATION AND INCOME

“I have daughters but I do not know if they use pills or not but they might be using them. They are
at university and doing medicine so they should know more about contraceptives than I do. This is
a village and they live in urban centers. If they had been left here, I do not know if they would not
be mothers by now. Here in villages, bearing children at an early age is very common compared to
towns,” – KI, Male teacher, Gulu
“Sometimes the cost of a given method is what limits its use because mothers are unable to afford.
Here, in Mulago hospital, IUDs cost shs25,000 and Implants shs20,000. All other methods are free,”
– service provider, personal interview, Kampala

3.4   Role of residence, geographic location and income
Research11 indicates that one of the barriers to utilization of contraceptives is
lack of access to family planning services which in most cases is attributable
to one’s place of residence. Results from the 2016 UDHS indicate that in the
capital Kampala, women are likely to have 3.5 children on average, compared
to 7.4 children those in Karamoja, which is largely a rural, remote region. Urban
areas tend to have more health facilities and thus better access to family planning
information and services than their rural counterparts.12 The 2016 UDHS results
confirm that adolescent childbearing is more prevalent in rural than in urban areas
(27% versus 19%, respectively).
From the interviews, there is less contraceptive use among in-school children and
more child bearing in rural than in urban settings.
In addition, a woman’s poor socioeconomic status may limit her ability to seek
contraceptives due to inability to afford them. Indeed, the statistics indicate that
while women in the highest wealth quintile have 3.8 children per woman on
average, those in the lowest wealth quintile have 7.1 children per woman. A recent
study13 found that women in the richer wealth quintile had increased chances of
contraceptive use as opposed to those in the poorest quintile. Women with higher
income levels are better able to access services contraceptives unlike their poor
counterparts.

11 Guttmacher fact sheet (2017) Contraception and unintended pregnancy in Uganda available at https://www.guttmacher.org/
sites/default/files/factsheet/fb-contraception-and-unintended-pregnancy-in-uganda.pdf accessed on 18/04/2018
12 ibid
13 Kabagenyi A, Habaasa G, Rutaremwa G. Low Contraceptive Use among Young Females in Uganda: Does Birth History
and Age at Birth have an Influence? Analysis of 2011 Demographic and Health Survey. Journal of contraceptive studies.
2016;1(1):4.
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3.5 Role of myths and misconceptions
Beyond affordability, some studies indicate individual perceptions and sociocultural
factors as contributors to the low use of contraceptives. One nationwide study14
revealed the obstacles to contraceptive use to include misconceptions and fear,
gender power relations, sociocultural expectations and contradictions, short term
planning and health service barriers.
In this fact-finding, most young people believed that the use of contraceptives
will make them infertile in future, while married and unmarried women believed
contraceptive use causes fibroids, cancer and destruction of the fallopian tubes,
among others. This misconception is based on misinformation from their peers
and the fear of real and potential side-effects.
VOICES

ROLE OF MYTHS AND
MISCONCEPTIONS

“Some young people feel that condoms give them discomfort. Those that use them tend to prefer
male to female condoms. Some young people don’t use as a contraceptive but as an HIV prevention
method. Some believe that contraceptives are not safe. One claimed she failed to conceive after
she stopped using contraceptives,” – local NGO representative, personal interview, Kampala
“According to one service provider, some users think oral contraceptives have to be taken at the
same time of the day or else they will not work... that some think that they have to be taken with a full
cup of water or else it won’t desolve and then it might a fibroid or amass in the womb,” – participant,
women FGD, Kampala
“I was told that when you take pills before giving birth, you never produce at all because the pills
make you infertile and its good for only mature married women to take them,” – participant, girls’
FGD, Manafwa
“My friend died of cancer, but before she died, I used to see her take pills. In fact, her mother told me
that family planning was the cause of the cancer. I can never use such methods of family planning
because I do not want to die,” – participant, girls’ FGD, Gulu
“I heard from people that the use of too much pills results in to development of fibroids so decided
to change to use condoms,” – participant, sex workers’ FGD, Kampala

14 Nalwadda G, Mirembe F, Byamugisha J, Faxelid E. (2010) Persistent high fertility in Uganda; Young people recount obstacles
and enabling factors to is contraceptives. BMC public health research 2010
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4. STATE OBLIGATIONS, CONTRACEPTIVES AND
WOMEN’S RIGHTS
4.1

The Constitution
he Constitution does not make an explicit provision on access to contraception.
However, there are a number of provisions that relate to contraception. Article
33(2) requires the State to ‘provide the facilities and opportunities necessary to
enhance the welfare of women to enable them to realize their full potential and
advancement.’15 Article 33(3) requires the State to ‘protect women and their
rights, taking into account their unique status and natural maternal functions
in society.’16 Article 27 protects the right to privacy.17 Article 22(1) provides
protection for the right to life.18 And Article 24 protects Ugandans from inhuman
or degrading treatment or punishment.19 Constitutional Objectives XIV(b) and
XX respectively provide that the State will “ensure that… all Ugandans enjoy
rights and opportunities to and access… health services” and that the State “shall
take all practical measures to ensure the provision of basic medical services to the
population.”20

T

Constitution
Article 33(3) requires the State to
‘protect women and their rights, taking
into account their unique status and
natural maternal functions in society.’

The Constitution makes it mandatory for the State to provide facilities and
opportunities necessary to enhance the welfare of women to enable them realise
their full potential and advancement.21 It mandates the State to protect women and
their rights, taking into account their unique status and natural maternal functions
in society.22 Unpacking these provisions in line with contraceptives gives a clear
direction on the necessity of the state to ensure access to contraceptives for women
as a right.
Uganda’s list of essential medicines contains contraceptives.23 Contraceptives
should therefore be included in Government efforts to ensure the provision of
basic medical services to the population.24
Treaty monitoring bodies have interpreted women’s rights to health, life, freedom
from degrading treatment and privacy to include access to contraceptives.25
Uganda’s courts of law have looked to international law to interpret the
Constitution, and have explicitly stated that Uganda’s law should be interpreted
so as not to be in conflict with its international law obligations.26
15
16
17
18
19
20
21
22
23
24
25
26

Constitution of the Republic of Uganda (Const.), art. 33(2) [hereinafter Const.]
Id. art. 33(3).
Id. art. 27.
Id. art. 22(1).
Id. art. 24.
The Center, A Technical Guide to Understanding the Legal and Policy Framework on Termination of Pregnancy in Uganda, 13 (2012)
(noting that according to several Ugandan legal scholars, the 2005 constitutional amendment gives greater legal authority to the
previously non-enforceable national objectives and may require the Parliament [hereinafter The Center Technical Guide].
Article 33(2) of the 1995 Constitution of the Republic of Uganda (as amended)
Article 33(3) of the 1995 Constitution of the Republic of Uganda (as amended)
Republic of Uganda essential medicines and health supplies list for Uganda (EMHSLU) 2016 available at http://health.go.ug/
sites/default/files/essential%20medicines%20and%20health%20supplies%20list_emhslu_2016_final_0.pdf
Const., supra note 122, National Objective XX.
See infra.,sec. IV (Access to Contraceptives in International Law).
See Attorney General. v. Susan Kigula & 417 Ors,, Constitutional Appeal No 03 (2006), ILDC 1260, cited in Interights, Selected
International Standards and Case-Law: Litigation Surgery on the Right to Education in Africa 64 (Mar. 12-15, 2012) (holding
that the death penalty was constitutional in Uganda but that the mandatory death penalty upon a conviction of murder
was unconstitutional); Tinyefuza v. Attorney General, Constitutional Petition (1996) (unreported), cited in Interights, Selected
International Standards and Case-Law: Litigation Surgery on the Right to Education in Africa 64 (Mar. 12-15, 2012).
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VOICES

RIGHT TO CONTRACEPTIVE INFORMATION AND SERVICES
Interviewees were able to point
to some of their obligations in
contraceptive use. They spoke about
provision of contraceptive information
and allowing a woman decide on what
method to use.

“As a health worker, I have an obligation of giving information about family planning and leave
the client to choose which method to use. We do this during immunization sessions, community
outreaches, as well as antenatal sessions,” – service provider, personal interview, Manafwa
“Yes, within the clinic, contraceptive information normally starts with antenatal health education,
post-partum IUD can be given immediately after delivery, we even have a private clinic. At
the postnatal clinic it is a must pass for family planning sensitization to all mothers, survival
cancer clinic also provides family planning information,” – service provider, personal interview,
Kampala
“We teach them about what family planning is, the disadvantages and advantages of the
various family planning methods, the side effects of each method we do this to allow them
time to decide which method they take on,” – service provider, personal interview, Buikwe

The districts have ensured that
they have enough staff to provide
contraceptive information.

Further, there has been efforts to
improve information through media
and the public awareness campaigns
done by the health workers and
Village Health Teams (VHTs) as well
as by parents especially to young
people within schools as a way of
keeping them in school. In an FGD,
men in Gulu indicated that apart from
the information they get from radio
and TV, there is no other information
they get on family planning. They
were of the view that women have
more opportunities to get information,
given that they visit health facilities
where they can find information on
posters pinned on health facilities or
even from service providers. Their
observations were consistent with
those from respondents in Kampala
and Buikwe.
Even then, respondents believe that
the state has not done enough to
sensitize women about the available
services. Hence there is limited
knowledge about contraceptives.

“Midwives have been recruited in health facilities, at least every health center has two midwives
to help during pre and post-natal sessions and sensitizing mothers to utilize family planning
methods,” – district official, personal interview, Manafwa
“People lack knowledge on what methods to use. For instance, one can just come and say
‘Musawo, mpaayo kapisoozi’ (Nurse, give me some capsules), but when you ask for details,
they do not know why it has to be capsules,” – government official, personal interview,
Ministry of Health
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4.2

National laws and policies

There are no national laws in Uganda that relate to the provision of contraception.
However, there are a number of government policies that deal with contraceptive
access directly.
27

The Ministry of Health National Policy Guidelines and Service Standards for
Sexual and Reproductive Health and Rights (2006) lay out the general rules and
regulations governing reproductive health services; the content of reproductive
health services; target and priority groups for services; as well as basic information,
education and communication (IEC) for priority groups.28 One of the stated goals
of the policy is to provide information and services that will enable individuals
and couples to decide freely and responsibly the number, timing and spacing of
their children.29 The policy guidelines specify modern contraceptive methods,
including emergency contraception, that are to be provided through the existing
public health structure, starting from the Village Health Teams (VHTs) to national
referral hospitals.30 These policy guidelines explicitly state that spousal consent is
not required for one to access family planning services.31

National Policy
Guidelines and Service
Standards for SRHR
Goal: To enable individuals and
couples to decide freely and
responsibly the number, timing and
spacing of their children.

The National HIV and AIDS Strategic Plan 2015/16-2019/20 seeks to reduce
HIV infections, HIV-related mortality, and HIV-related discrimination.32 Under
the prevention goal, specific strategies include procuring and distributing adequate
numbers of male and female condoms and expanding condom distribution
across settings and at community levels; scaling up condom education to
address complacency and fatigue associated with condom use; and scaling up
comprehensive sexual and reproductive health programs targeting adolescents
and young people.33
The Patients’ Charter 2009 provides that “every person in need of medical
care is entitled to impartial access to treatment in accordance with regulations,
conditions and arrangements obtaining at any given time in the government health
care system.”34 It also prohibits health facilities or providers from discriminating
between patients on several grounds, including disease, disability, sex, and
age.35 Read together with the National Policy Guidelines and Service Standards
for Sexual and Reproductive Health and Rights (2006), this document can be
interpreted as calling for access to sexual and reproductive health treatment,
including contraception, for every person, on an equal basis.36
Article 41(1) of the Constitution accords every citizen a right of access to
information in the possession of the State or any other organ or agency of the State
unless such information prejudices the security of the country.
27 For the purpose of this memorandum, the MOH’s 2009 Patient Charter is treated as a non-binding document although
arguably it has some legal force. See The Center Technical Guide, supra note 127, at 32 for a fuller discussion of the Charter.
28 GPRHCS 2014, supra note 87, at 11. (2014).
29 Id. at 10.
30 Id.
31 MOH, National Policy Guidelines and Service Standards for Sexual and Reproductive Health Rights (2006), at 20 [hereinafter 2006
National Policy Guidelines].
32 Uganda AIDS Commission, National HIV and AIDS Strategic Plan 2015/16 - 2019/20, vii (2015), http://library.health.go.ug/
publications/service-delivery-diseases-control-prevention-communicable-diseases/hivaids/national-h-1.
33 Id. at 22.
34 MOH, Department of Quality Assurance, Patients’ Charter, para. 1 (Oct. 2009), http://cphl.go.ug/sites/default/files/libraryresources/PATIENTS’%20CHARTER.pdf [hereinafter Patients’ Charter].
35 Id. para. 2.
36
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THE LAW

THE CONSTITUTION AND ABORTION1

Constitution

Article 22(2): “No person has the
right to terminate the life of an unborn
child except as may be authorized
by law.”

Access to contraceptives has a strong connection with access to safe and legal abortion.
Failure to access contraceptives leads to unplanned pregnancies and statistics show that an
increase in unplanned pregnancies results in an increase in unsafe abortions.
The laws and regulations relating to abortion in Uganda are not clearly understood by
providers and as a result, they treat all kinds of abortion as potentially illegal. Article 22(2) of
the Constitution states, “No person has the right to terminate the life of an unborn child except
as may be authorized by law.”2 There are also several Penal Code provisions that criminalize
the procurement of abortion and provide for exceptions.3
Section 224 of the Penal Code lays out circumstances in which it is permissible to terminate a
pregnancy: “A person is not criminally responsible for performing in good faith and reasonable
care a surgical operation… upon an unborn child for the preservation of the mother’s life…”4
Policy guidelines clarify that terminations are permitted to protect a mother’s mental and
physical health, as well as in cases of severe maternal illness (such as cardiac disease, renal
disease, severe pre-eclampsia and eclampsia); where a woman is living with HIV and AIDS;
in cases of severe fetal abnormalities; in cases of cervical cancer; and in cases of rape, incest
and defilement.5 However, in practice, most providers do not know about these guidelines.6
Those who do are hesitant to rely on them because they are not considered legally binding.7

1
2
3
4
5
6
7

For a more detailed discussion and analysis of Uganda’s abortion laws, please see The Center Technical Guide, supra note 127.
Const., supra note 122, art. 22(2).
The Penal Code Act, ch.. 120, secs. 141-43.
Id. sec. 224.
2006 National Policy Guidelines, supra note 138, at 45; see also MOH, Management of Sexual and Gender Based violence
Survivors 45 (2007).
The Center Technical Guide, supra note 127, at 38.
See e.g., The Stakes are High , supra note 20, at 30.
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The Access to Information Act, 200537 goes further to emphasize the wide
breadth of this right, placing limitation only where the release of the information
is likely to prejudice the security or sovereignty of the State or interfere with
the right to the privacy of any person. As such, information regarding sexual
and reproductive health services such as contraceptive access should be readily
provided and accessible.
In addition, Uganda has firmly expressed her commitment on improving access to
family planning through FP2020.38 Uganda has specifically committed to develop
and implement an integrated family planning campaign39; strengthen institutional
capacity of public health facilities and community based distributors to provide
family planning services and increase choice and quality of care at all levels40; and
to rollout youth friendly services in all Health Center IVs and general hospitals.41
Equally, the country’s family planning priorities are expressed in the CostedImplementation Plan42 and they include increasing access to family planning
services, especially for rural and underserved populations; increasing ageappropriate information, access and use of family planning among the young
people aged 10-24 years; and addressing myths and misconceptions and side
effects to improve acceptability and continued use of family planning.43
4.3
Contraception in international and regional law
The right to contraceptive information and services is grounded in numerous
international and regional human rights instruments. Uganda is a party to a number
of treaties and commitments that require it to promote and protect the rights that
underpin the right to contraceptive information and services, including the right
to health; the right to life; the right to equality and non-discrimination; the right to
privacy; the right to information and education; the right to be free from torture or
cruel, inhuman or degrading punishment.

37 Section 5(1) of the Access to information Act 2005
38 Family Planning Commitments made in 2017 at the London Family Planning Summit available at http://www.
familyplanning2020.org/entities/80 accessed on 13/04/2018
39 FP2020 commitment 1
40 FP 2020 Commitment 11
41 FP 2020 Commitment 8
42
Annex D-Uganda Family Planning Costed Implementation Plan 2015-2020, available at https://www.healthpolicyproject.
com/ns/docs/CIP_Uganda.pdf accessed on 3/05/18
43 ibid
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4.3.1 Right to sexual and reproductive health
The right to health is protected by a number of international and regional human
rights instruments.44 It includes the right to sexual and reproductive health.45 Access
to a wide range of contraceptive methods, including emergency contraception, is
an essential element of the right to sexual and reproductive health.46 Contraceptive
goods and services must be accessible both physically and financially.47 They must
be of good quality.48 In adolescents especially, a lack of access to contraception can
lead to early pregnancy, which puts the adolescents’ physical and mental health at
risk.49 Treaty monitoring bodies have consistently urged state parties to protect the
health of women and adolescents by ensuring access to sexual and reproductive
health services, including contraception.50

44

45

46

47

48
49
50

International Covenant of Civil and Political Rights, adopted Dec. 16, 1966, G.A. Res. 2200A (XXI), U.N. GAOR 21st Sess.,
Supp. No. 16, U.N. Doc. A/6316 (1966) (entered into force 23 March 1976) (acceded to by Uganda June 21, 1995) [hereinafter
ICCPR]; CEDAW, adopted Dec. 18, 1979, arts. 10(h), 12(1), 14(2)(b), 16(1)(e), G.A. Res. 34/189, U.N. GAOR (34th Sess.), Supp.
No. 46, at 193, U.N. Doc. A/34/46, U.N.T.S. 13 (entered into force Sept. 3, 1981) (ratified by Uganda July 22, 1985) [hereinafter
CEDAW]; Convention on the Rights of the Child (CRC), adopted 20 Nov. 1989, G.A. Res. 44/25, annex, U.N. GAOR 44th Sess.,
Supp. No. 49, U.N. Doc. A/44/49 (1989) (entered into force Sept. 2, 1990) (ratified by Uganda Aug. 17, 1990), art. 24(1) [hereinafter
CRC, Sept. 1990); U.N. International Convention on the Rights of Persons with Disabilities, art. 25 (Dec. 13, 2006), http://
www.un.org/disabilities/convention/conventionfull.shtml [hereinafter ICRPD, Dec. 2006]; African Charter on Human and
Peoples’ Rights, (adopted June 27, 1981) (entered into force Oct. 21, 1986) (ratified by Uganda on May 10, 1986), art. 16, http://www.
achpr.org/instruments/achpr/ [hereinafter Africa Charter, June 1981]; Protocol to the African Charter on Human and Peoples’
Rights on the Rights of Women in Africa, 2nd Ordinary Sess., Assembly of the Union, adopted July 11, 2003 (ratified by Uganda
July 22, 2010 with reservations on art. 14:1(a) and 14:2(c)), art. 14, http://www.achpr.org/files/instruments/women-protocol/
achpr_instr_proto_women_eng.pdf [hereinafter African Charter, July 2003].
CESCR, General Comment No. 22, supra note 26, para.1, (The right to sexual and reproductive health is an integral part of the right to
health enshrined in article 12 of the International Covenant on Economic, Social and cultural Rights.”). See also, CESCR, Substantive Issues
Arising in the Implementation of the ICESCR, General Comment No. 14: The Right to the highest attainable standard of health, art. 12, (22nd
Sess., 2000) [hereinafter ICESCR, General Comment No. 14]; CRC, General Comment No. 15 on the Right of the Child to the Enjoyment
of the Highest Attainable Standard of Health (article 24), CRC/GC, (Apr. 17, 2013) [hereinafter CRC, General Comment No.15];
CEDAW, General Recommendation No. 24, art.12 of the Convention (Women and Health) ( 1999), http://www.refworld.org/
docid/453882a73.html [hereinafter CEDAW, General Recommendation No. 24].
CESCR, General Comment No. 22, supra note 26, art. 12, para. 13. See also General Comment No.15, supra note 173; General
Recommendation No. 24, supra note 173; Human Rights Council (HRC), Technical guidance on the application of a human rights based
approach to the implementation of policies and programs to reduce preventable maternal morbidity and mortality: Report of the Office of the United
Nations High Commissioner for Human Rights, paras. 34-35, U.N. Doc. A/HRC/21/22 (2012).
Id. paras.16-17, health facilities, goods, information and services related to sexual and reproductive health care must be available within safe
physical and geographical reach for all, so that persons in need can receive timely services and information. Physical accessibility should be ensure for
all, especially persons belonging to disadvantaged and marginalized groups . . . Essential goods and services, including those related to the underlying
determinants of sexual and reproductive health, must be provided at no cost or based on the principle of equality to ensure that individuals and
families are not disproportionately burdened with health expenses.
Id. para.21.
CRC, Concluding Observations: Uganda, CRC/UGA (Nov. 23, 2005); CRC, Concluding Observations: Timor Leste, para. 51(a), U.N.
Doc. CRC/C/TLS/CO/2-3 (2015) [hereinafter Concluding Observations: Timor Leste].
See e.g., HRC, Concluding Observations: Hungary, para. 11, U.N. Doc. CCPR/CO/74/HUN (2002); HRC, Concluding Observations:
Costa Rica, paras. 17-18, U.N. Doc. CCPR/CRI/CO/6 (2016); HRC, Concluding Observations: Spain, para. 13, U.N. Doc.
CCPR/C/ESP/CO/6 (2016); CRC, Concluding Observations: Poland, para. 39, U.N. Doc. CRC/C/POL/CO/3-4 (2015); CRC,
Concluding Observations: United Arab Emirates, para. 58, U.N. Doc. CRC/ARE/CO/2 (2015); CRC, Concluding Observations: Jamaica,
para. 49 U.N. Doc. CRC/JAM/CO/3-4 (2015); CESCR, Concluding Observations: Armenia, para. 15, U.N. Doc. E/C. 12/1/
Add.39 (1999); CESCR, Concluding Observations: Poland, para. 28, U.N. Doc. E/C. 12/1/Add.82 (2002); CESCR, Concluding
Observations: Poland, para. 27, U.N. Doc. E/C. 12/POL/CO/5 (2009); CESCR, Concluding Observations on the Initial Report of
Uganda (July 8, 2015); CESCR, Concluding Observations: Paraguay, para. 29, U.N. Doc. E/C. 12/PRY/CO/4 (2015); CESCR,
Concluding Observations: Romania, para. 22, U.N. Doc. E/C. 12/ROU/CO/3-5 (2014); Concluding Observations of CEDAW, Uganda,
CEDAW/UGA, October 22, 2010; CEDAW Committee, Concluding Observations: Chile, para. 20, U.N. Doc. CEDAW/C/CHI/
CO/4 (2006); Committee on the Rights of Persons with Disabilities (CRPD), Concluding Observations: Uganda, 47, 48(d) U.N.
Doc. CRPD/C/UGA/CO/1 (2016); CRPD, Concluding Observations: Ukraine, U.N. Doc. 46-47, CRPD/C/UKR/CO/1 (2015).
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The Protocol to the African Charter on Human and Peoples’ Rights on the
Rights of Women in Africa (Maputo Protocol) explicitly requires states to ensure
that the sexual and reproductive rights of women, including the right to control
their fertility, the right to decide whether and when to have children, and the right
to choose any method of contraception are respected.51 In order to effectuate these
rights, states are expected to not only ensure that women have access to a full
range of contraceptives but also that they have all the necessary information to
make informed choices.
The Committee on Economic Social and Cultural rights has stated that the right
to sexual and reproductive health entails a set of freedoms such as the right to
make free and responsible decisions and choices, free of violence, coercion and
discrimination on matters concerning one’s body and entitlements including
unhindered access to a whole range of health facilities, goods, services and
information, which ensure all people full enjoyment of the right to sexual and
reproductive health.52
These rights are further elucidated under General Comment No.14 of the
International Covenant on Economic, Social and Cultural Rights (ICESCR).
Paragraph 34 states that States should refrain from limiting access to contraceptives
and other means of maintaining sexual and reproductive health, from censoring,
withholding or intentionally misrepresenting health-related information, including
sexuality education and information, as well as from preventing people’s
participation in health-related matters.
4.3.2

Right to life

The right to life is protected in international law and is central to the exercise of
all other rights.53 The fulfillment of this right requires governments to reduce
maternal mortality.54 Several human rights monitoring bodies have recognized
that access to contraceptives is crucial to reducing maternal mortality and the
death of women due to unplanned pregnancies resulting in unsafe, clandestine
abortions and have urged state parties to ensure access to contraceptives.55

51 Maputo Protocol, supra note 2, arts. 14(1)(a), (b) & (c).
52 General Comment No. 22 (2016) on the Right to sexual and reproductive health
53 ICCPR, supra note 172, art. 6(1); CRC, Sept. 1990, supra note 172, art. 6(1); ICRPD, supra note 172, art. 10; African Charter,
June 1981, supra note 172, art. 4; African Charter, July 2003, supra note 172, art. 4(1).
54 HRC, Practices in adopting a human rights-based approach to eliminate preventable maternal mortality and human rights: Report of the Office of
the United Nations High Commissioner for Human Rights, para.17, U.N. Doc. A/HRC/18/27; see also HRC, General Comment 6: Right
to Life, art. 6, (16th Sess., 1982), http://www.refworld.org/docid/45388400a.html; CESCR, General Comment 22, supra note 26,
para.10.
55 See e.g., HRC, Concluding Observations: Hungary, para. 11, U.N. Doc. CCPR/CO/74/HUN (2002); HRC, Concluding Observations:
Vietnam, para. 15, U.N. Doc. No. CCPR/CO/75.VNM (2002); HRC, Concluding Observations: Costa Rica, paras. 17-18, U.N. Doc.
CCPR/CRI/CO/6 (2016); HRC, Concluding Observations: Rwanda, paras. 17-18, U.N. Doc. CCPR/C/RWA/CO/4 (2016); HRC,
Concluding Observations: Spain, para. 13, U.N. Doc. CCPR/C/ESP/CO/6(2016); CESCR, Concluding Observations: Sri Lanka, para.
34, U.N. Doc. E/C. 12/LKA/CO/2-4 (2010); CESCR, Concluding Observations: Burundi, para. 53-54, U.N. Doc. E/C. 12/BDI/
CO/1 (2015); CESCR, Concluding Observations: Paraguay, para. 29, U.N. Doc. E/C. 12/PRY/CO/4 (2015); CEDAW Committee,
Concluding Observations: Chile, para. 20, U.N. Doc. CEDAW/C/CHI/CO/4 (2006).
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4.3.3

Right to equality and non-discrimination

International law also protects the right to equality and non-discrimination.56 The right
to equality is essential for the realization of the right to health.57 The right to equality
and non-discrimination includes a right to access sexual and reproductive health
services (including contraception).58 For young women, access to contraception is
essential for the prevention of early pregnancy, which in turn is necessary for the
realization of their right to life, physical and mental health and education.59
The right to non-discrimination prohibits states from passing laws that limit women’s
access to contraception.60 It further requires that states take affirmative steps to ensure
that women’s access to reproductive health care is fulfilled.61 Consequently, treaty
monitoring bodies have urged states to ensure women’s access to contraception and
other sexual and reproductive health services to ensure that women can realize their
right to equality and non-discrimination.62 States are also required to pay particular
attention to ensure that vulnerable women,63 such as women with disabilities,64
women living with HIV,65 or women living in rural areas,66 have equal access to
contraceptives.
Similarly, it has been affirmed that to fulfill women’s human rights, states must
promote substantive equality, including by adopting temporary special measures.67
To this end, the Committee on the Elimination of Discrimination against Women
(CEDAW Committee) has noted that “women be given an equal start and that they
be empowered by an enabling environment to achieve equality of results” and that
“[t]he position of women will not be improved as long as the underlying causes of
discrimination against women, and of their inequality, are not effectively addressed.”68
56 See CEDAW, supra note 172, arts. 1, 3; ICCPR, art. 2(1); ICESCR, adopted Dec. 16, 1966, G.A. Res. 2200A (XXI) U.N.T.S. 993
(entered into force 3 Jan. 1976) (acceded to by Uganda 21 Jan. 1987), art. 2(2) [hereinafter “ICESCR”]; ICRPD, art. 6(1); African
Charter 1981, art. 2, 18(3).
57 See e.g., CRC, General Comment No. 15, supra note 173, art. 24; HRC, General Comment No. 28: Equality of rights between men and
women (68th Sess.), para. 20, U.N. Doc. CCPR/C/21/Rev.1.Add.10 (2000) [hereinafter HRC, General Comment No. 28].
58 CESCR, General Comment No. 22, supra note 26, para. 28; General Recommendation No. 24, supra note 173, art. 12.
59 CEDAW, General Recommendation No. 21: Equality in Marriage and Family Relations, para. 21, (13th session,
1994), http://www.refworld.org/docid/48abd52c0.html [hereinafter CEDAW, General Recommendation No. 21]; see also
Concluding Observations of the Committee on the Rights of the Child: Uganda, CRC/UGA (Nov. 23, 2005); Concluding
Observations: Timor Leste, supra note 177, para. 26(a).
60 CEDAW, General Recommendation No. 24, supra note 173, at 14, 21.
61 Id. at 17. See also CEDAW Committee, Statement on the relationship of the Committee on the Elimination of Discrimination against Women
with parliamentarians, para. 7, U.N. Doc. E/CN.6/2010/CRP.2; Concluding Observations: Tanzania, supra note 39, para. 5.
62 See e.g., Concluding Observations: Timor Leste, supra note 177, para. 26(a), 31; CEDAW Committee, Concluding Observations: Slovakia
para 31, 33 U.N. Doc. CEDAW/C/SVK/CO/5-6 (2015); Concluding Observations: Tanzania, supra note 39, paras. 36, 37(c),(d).
63 CESCR, General Comment 22, supra note 26, para.16.
64 Id.; CEDAW Committee, Concluding Observations: Mongolia para. 29(c), U.N. Doc. CEDAW/C/MNG/CO/8-9 (2016);
CEDAW, Concluding Observations: Vanuatu, para. 31, U.N. Doc. CEDAW/C/VUT/CO/4-5 (2016); CRPD, Concluding
Observations: Ukraine, U.N. Doc. 46-47, CRPD/C/UKR/CO/1 (2015); CRPD, Concluding Observations: Brazil, paras 46-47, U.N.
Doc. CRPD/C/BRA/CO/1 (2015); CRPD, Concluding Observations: Peru, paras. 34, 35 U.N. Doc. CRPD/C/PER/CO/1 (2012).
65 CESCR, General Comment 22, supra note 26, para.16; Concluding Observations: Tanzania, supra note 39, paras. 36-37(c),(d).
66 CESCR, General Comment 22, supra note 26, para.16; see also CEDAW, Concluding Observations: Uganda, CEDAW/UGA (Oct. 22,
2010); CEDAW, Concluding Observations: Vanuatu, para. 31, U.N. Doc. CEDAW/C/VUT/CO/4-5 (2016); CEDAW Committee,
Concluding Observations: Russia, paras. 35-36 , U.N. Doc. CEDAW/C/RUS/CO/8(2015).
67 Committee on the Elimination of Discrimination against Women (CEDAW Committee), General Recommendation No. 28:
The Core Obligations of States Parties under Article 2 of the Convention on the Elimination of All Forms of Discrimination
against Women, (47th Sess., 2010), in Compilation of General Comments and General Recommendations Adopted by
Human Rights Treaty Bodies, para. 20, U.N. Doc. CEDAW/C/GC/28 (2010).
68 CEDAW Committee, General Recommendation No. 25: Article 4, Paragraph 1 of the Convention (Temporary special
Measures), (30th Sess., 2004), in Compilation of General Comments and General Recommendations Adopted by Human
Rights Treaty Bodies, paras. 8 & 10, U.N. Doc. HRI/GEN/1/Rev.9 (Vol. II) (2008). 13 Rebecca Cook, Human Rights and
Reproductive Self Determination, 44 The American University Law R
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4.3.4 Right to privacy
Access to contraceptives is rooted in the right to privacy, which is protected by a
number of human rights instruments to which Uganda is signatory.69 The right to
privacy includes the right to make fundamental decisions about one’s life without
government interference.70 Sexual and reproductive health is covered by the zone of
privacy protected by human rights treaties.71 Access to contraceptives is essential to
making choices regarding one’s reproductive and sexual health.72
4.3.5 Right to determine the number and spacing of children
The Convention on the Elimination of All Forms of Discrimination against
Women (CEDAW) requires parties to ensure that women are able to decide freely
and responsibly the number and spacing of their children.73 Several important
international consensus documents also emphasize the importance of this right.74 The
CEDAW committee has stated that this right is linked to women’s right to health
and to equality.75 The realization of this right requires that women have access to the
contraceptive information and services.76
4.3.6 Right to information and education (including sexuality education)
The right to sexuality education (including education regarding contraceptives) is
rooted in the right to education.77 It is also an integral component of the rights to health
and equality.78 The right to sexuality education encompasses seeking, receiving,
and imparting information and education on sexual and reproductive health (which
includes contraceptive information.).79 Sexuality education is also essential to the
realization of other rights.80 As such, various treaty monitoring bodies have urged
states to strengthen their family planning and sex education programs.81
69 ICCPR, supra note 172, art. 17(1); ICRPD, supra note 172, art. 22(1); CRC, Sept. 1990, supra note 172, art. 16(1).
70 HRC, Practices in adopting a human rights-based approach to eliminate preventable maternal mortality and human rights: Report of the Office
of the United Nations High Commissioner for Human Rights, para.17, U.N. Doc. A/HRC/18/27; HRC, General Comment No. 28:
Equality of rights between men and women (68th Sess.), para. 20, U.N. Doc. CCPR/C/21/Rev.1.Add.10 (2000); see also Human
Rights Committee, K.L. v. Peru (Communication no. 1153/2003), U.N. Doc. CCPR/C/85/D/1153/2003 (2005); see also Human
Rights Committee, V.D.A. v. Argentina, (Communication no. 1608/2007), para. 9.3 (2011); Human Rights Committee, Tysiac v.
Poland, (Application no. 5410/03), Eur. Ct. H.R., paras. 106-07 (Mar. 20, 2007).
71 HRC, General Comment No. 28, supra note 183, para. 20; ICESCR, General Comment No. 14, supra note 173, para. 8.
72 CESCR, General Comment 22, supra note 26, para.10. See also The Special Rapporteur on the Right to Health (SRRH), Anand
Grover, Interim Report of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and
mental health, paras. 15, 44, 47, U.N. Doc. A/66/254 (66th Sess. 2011) [hereinafter SRRH, Grover (2011)].
73 CEDAW, supra note 172, art.16(1); ICRPD, Dec. 2006, supra note 172, art.23(1); African Charter, Jul. 2003, supra note 172, art.
14
74 ICPD Program of Action, supra note 25; Beijing Declaration and the Platform for Action, Fourth World Conference on Women, Beijing,
China, Sept. 4-15 1995, para. 95, U.N. Doc. A/CONF.177/20 (1996), para. 95 [hereinafter Beijing Declaration].
75 CEDAW, General Recommendation No. 21, supra note 185, para. 22.
76 See id.; See also CEDAW, art. 16(1); ICPD Program of Action, supra note 25; Beijing Declaration, supra note 198, para. 95; HRC,
Practices in adopting a human rights-based approach to eliminate preventable maternal mortality and human rights: Report of the Office of the
United Nations High Commissioner for Human Rights, para. 17, U.N. Doc. A/HRC/18/27.
77 CEDAW, supra note 172, art. 10(h); ICRPD, Dec. 2006, supra note 172, art. 23(1); Africa Charter, June 1981, supra note 172, art.
9(1); African Charter, July 2003, supra note 172, art. 14(1).
78 CESCR, General Comment 22, supra note 26, paras.18-19; ICESCR, General Comment No. 14, supra note 173; Adolescent Health
and Development in the Context of the Convention on the Rights of the Child, July 1, 2003, http://www.refworld.org/
docid/4538834f0.html; CRC, General Comment No. 15, supra note 173; CEDAW, General Recommendation No. 24, supra note 173,
para.18.
79 CESCR, General Comment 22, supra note 26, para.18.
80 The Special Rapporteur on the Right to Education (SRRE), Vernor Munoz, Report of the United Nations Special Rapporteur on
the right to education, para. 19, U.N. Doc. A/65.162 (2010); SRRH, Grover (2011), supra note 196, paras. 56-57; CEDAW, General
Recommendation No. 21, supra note 185, para. 22.
81 See e.g., CRPD, Uganda, supra note 178; CRPD, Concluding Observations: Brazil, U.N. Doc. 46-47, CRPD/C/BRA/CO/1 (2015);
CRPD, Concluding Observations: Ukraine, U.N. Doc. 46-47, CRPD/C/UKR/CO/1 (2015); CRPD, Concluding Observations: Gabon,
54-55, U.N. Doc. CRPD/C/GAB/CO/1 (2015); CEDAW Committee, Concluding Observations: Russia, paras. 35-36, U.N. Doc.
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4.3.7 Right to be free from cruel, inhuman and degrading treatment
The right to be free from torture or cruel, inhuman or degrading treatment prohibits
actions that cause physical or mental suffering or lasting physical or psychological
effects.82 Cruel, inhuman or degrading treatment and denying women the medical
treatment required to ensure that pregnant women do not resort to illegal abortions
that put their lives at risk.83
The Committee Against Torture (CAT) has emphasized that inadequate access to
sexual and reproductive health services, including misinformation about modern
methods of contraception leads to maternal deaths, causes damages to women’s
mental and physical health, and can amount to a violation of articles 2 and 16 of
the Convention.84 The CAT has urged state parties to fulfil its obligations under
article 16 by providing women with access to reproductive health services and
information.85

82

83
84
85

CEDAW/C/RUS/CO/8(2015); CEDAW Committee, Concluding Observations: Lebanon, para. 42, U.N. Doc. CEDAW/C/LBN/
CO/4-5 (2015); CEDAW Committee, Concluding Observations: Timor Leste, para. 31, U.N. Doc. CEDAW/C/TLS/CO/2-3
(2015); CEDAW Committee, Concluding Observations: Iceland, para. 36, U.N. Doc. CEDAW/C/ISL/CO/7-8 (2016); CEDAW
Committee, Concluding Observations: Vanuatu, para. 31, U.N. Doc. CEDAW/C/VUT/CO/4-5 (2016); CEDAW Committee,
Concluding Observations: Mongolia, para. 29, U.N. Doc. CEDAW/C/MNG/CO/8-9 (2016); CEDAW Committee, Concluding
Observations: Haiti, para. 34, U.N. Doc. CEDAW/C/HTI/CO/8-9 (2016); Concluding Observations on the Initial Report of Uganda,
UNESCR/UGA, July 8, 2015; Concluding Observations of CEDAW, Uganda, CEDAW/UGA, October 22, 2010; CESCR,
Concluding Observations: Romania, para. 22, U.N. Doc. E/C. 12/ROU/CO/3-5 (2014); CESCR, Concluding Observations: Montenegro,
para. 24, U.N. Doc. E/C. 12/MNE/CO/1 (2014); CESCR, Concluding Observations: Paraguay, para. 32, U.N. Doc. E/C. 12/PRY/
CO/4 (2015); CESCR, Concluding Observations: Burundi, para. 54(d), U.N. Doc. E/C. 12/BDI/CO/1 (2015); CESCR, Concluding
Observations: Guyana, para. 51(e), U.N. Doc. E/C. 12/GUY/CO/2-4 (2015); CRC, Concluding Observations: Jamaica, para. 49 U.N.
Doc. CRC/JAM/CO/3-4 (2015); CRC, Concluding Observations: United Arab Emirates, para. 58, U.N. Doc. CRC/ARE/CO/2
(2015); CRC, Concluding Observations: Poland, para. 39, U.N. Doc. CRC/C/POL/CO/3-4 (2015); CRC, Concluding Observations:
Georgia, para. 47, U.N. Doc. CRC/C/15/Add/124 (2000); HRC, Concluding Observations: Spain, para. 13, U.N. Doc. CCPR/C/
ESP/CO/6(2016); HRC, Concluding Observations: Rwanda, paras. 17-18, U.N. Doc. CCPR/C/RWA/CO/4 (2016); HRC,
Concluding Observations: Namibia, paras. 15-16, U.N. Doc. CCPR/C/NAM/CO/2 (2016); HRC, Concluding Observations: Costa Rica,
paras.17-18, U.N. Doc. CCPR/CRI/CO/6 (2016)
ICCPR, supra note 172, art. 7; Convention Against Torture (CAT) and Other Cruel, Inhuman or Degrading Treatment or
Punishment, adopted Dec.10, 1984, G.A. Res. 39/46 U.N. GAOR 39th Sess., U.N. Doc. CAT/C/28/Add.5 (entered into force June
26, 1987) (acceded to by Uganda Nov. 3, 1986), arts. 2(1), 16(1) [hereinafter CAT: Uganda]; CRC, Sept. 1990, supra note 172, art
37(a); ICRPD, Dec. 2006, supra note 172, art 15(1); Africa Charter, June 1981, supra note 172, art. 5; African Charter, July 2003,
supra note 172, art. 4(1).
CAT: Peru, para. 23, U.N. Doc. CAT/C/PER/CO/4 (2006); CAT: China, para. 51, U.N. Doc. CAT/C/CHN/CO/5 (2016);
CAT: Uzbekistan, para. 24, U.N. Doc. CAT/C/UZB/CO/4 (2013) (urging state party to eliminate forced sterilization).
CAT: Philippines, para. 38, CAT/C/PHL/3 [hereinafter CAT: Philippines].
CAT: Peru, supra note 207, para. 23 (urging state party to prevent acts that put women’s physical and mental health at grave
risk “by providing the required medical treatment, by strengthening family planning programs and by offering better access to
information and reproductive health services, including for adolescents”) emphasis added. See also CAT: Philippines, supra note 208,
para. 39 (urging state party to review its legislation in order to allow for legal exceptions to the prohibition of abortions in
specific circumstances . . . ; to provide universal access to a full range of the safest and most technologically advanced methods
of contraception and ensure rights-based counselling and information on reproductive health services to all women and
adolescents; restore access to emergency contraceptives for victims of sexual abuse.”); see also CAT: Sierra Leone, para.18, U.N.
Doc. CAT/C/SLE/CO/1 (2014) (urging the state party to provide sexual and reproductive health services to women and
adolescents, in order to prevent unwanted pregnancies).
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5. BARRIERS TO ACCESS AND USE OF
CONTRACEPTION
In assessing barriers to contraceptive use, research team considered a range of
issues, including availability, accessibility, affordability and the quality of the
contraceptives.
5.1

Inadequate availability and affordability of contraceptives

Generally, all health facilities in the districts reached provided modern
contraceptives to women. However, women also shared that they faced obstacles
related to unavailability of their contraceptive method of choice at health
facilities. This fact-finding also found that religious-founded health facilities
were not providing any modern form of contraceptives and only promoted natural
contraceptive methods, namely moon beads and breast feeding.
Common methods available in health facilities included condoms, pills, hormonal
implants, emergency contraception, and injectables. IUDs and sterilization were
identified as methods not common in public health facilities within the districts,
citing lack of professional expertise to provide the service but also non-provision
of the same by the state.
It was however mentioned that partners like Reproductive Health Uganda (RHU),
Marie Stopes and PACE provide such services to the communities. There was
also a major challenge with removal of these methods especially the IUD and
implants to which women are requested to pay a sum of UGX 5,000 that may not
be affordable to the poorest women.
Within government health facilities, it was mentioned that while these services
are available and free, the IUD and implanon are accessed at a fee which can be
prohibitive for many poor women.
“Some times the cost of a given method is what limits its use because mothers are unable to afford.
Here, IUDs cost 25,000 shillings and implants 20,000 shillings; all other methods are free in Mulago
hospital,” – service provider, personal interview, Kampala
“We have monthly schedules with Marie Stopes who offer us all kinds of contraceptives. We
therefore have all methods at the facility apart from permanent services. We got another partner on
board, PACE who also give us supplies. PACE requested us to always call them in case of stock
outs” – key informant, personal interview, Manafwa1
“We have the Uganda voucher that works with private health facilities and clinics to provide family
planning services. Under this project, mothers buy vouchers from Village Health Team (VHT)
members at 4,000 shillings and use this voucher to access free sexual and reproductive health
services including family planning services,” – district official, personal interview, Manafwa
“There is a clinic here in Lwakhakha called Mercy and Love health center, but also there is Bumoni
HC III where condoms are given for free. Those who are shy to pick free condoms buy in shops.
There is also a box of condoms which was placed in the trading center where people pick condoms
for free. If one opts to buy condoms, one piece ranges between 500-700 Uganda shillings depending
on where the clinic is located. Clinics in the villages (rural areas) tend to sell these condoms at a
price relatively higher than those in towns,” – key informant, personal interview, Manafwa

1 In other districts like Gulu, Buikwe and Soroti, this information was confirmed although
RHU was added as an institution that supports provision of the services.
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These charges are unaffordable to many women, especially the poor, in a country
where the per capita gross domestic income is just $42086 and over 75% of the
population lives on less than $2 a day.87
Interviewees conveyed their understanding that ensuring availability of these
services is the obligation of the state. They mentioned that these are provided
by National Medical Stores (NMS) but there were frequent stock outs. However,
they noted that the availability of most of the modern methods of contraception in
Uganda has been boosted and sustained by other providers.
Respondents report that other methods especially condoms are placed in various
spots to allow easy access. These are placed in both private and government health
centers, trading centers, given to VHTs, among others and they are distributed free
of charge.
Regarding affordability88, public health facilities in Uganda with the exception of
Mulago National Referral Hospital, in principle, deliver health services for free.89
This includes reproductive health care.90 In practice, Ugandans receive much of
their care from private clinics and pay for it out-of-pocket.91
While public health facilities in theory make contraceptives available to
individuals at no cost, other costs associated with obtaining contraceptives can
prevent women from accessing them.92 Cost accessibility was a double standard
issue. While some respondents noted that contraceptives are free, others had been
asked to pay a fee for some of the methods and cited this as a reason for women’s
failure to access them.
Interviewees provided specific responses on charges within government health
facilities, noting that IUDs and implants cost UGX 25,000 and UGX 20,000 each,
respectively. Among private-not-for-profit (PNFP) service providers, respondents
report that they access long term methods for free but pay UGX 5,000 for removal.

86 The World Bank, Uganda Data Profile, available at http://ddp-ext.worldbank.org/ext/ddpreports/
ViewSharedReport?REPORT_ID=9147&REQUEST_TYPE=VIEWADVANCED&DIMENSIONS=213 (Accessed June 14, 2010).
87 United Nations Development Programme, Human and income poverty: developing countries / Population living below $2 a
day (%), Human Development Report (2009).
88 Regarding affordability, it’s important to note that unlike all other public health facilities reached, Mulago National Referral
Hospital was unique. It had two sections: the private wing and general wing. In the private wing, all services including family
planning, are accessed at a fee. In other facilities including Mulago’s general wing, all family planning services given free of
charge.
89 See Uganda MOH & Macro International Inc., Uganda Service Provision Assessment Survey (2007), at 99, 118 (2008).
90 GPRHCS 2014, supra note 87, at 52 (2014).
91 RHCS Strategic Plan, supra note 5, para. 1.2.3.
92 Jimmy Ronald Andi, Robert Wamala, Bruno Ocaya, and Allen Kabagenyi, Modern Contraceptive Use Among Women in Uganda: An
Analysis of Trends and Patterns (1995-2011), 28(2) African Population Studies, 1011 (July 2014), http://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4269974/ .
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ACCESS TO EMERGENCY CONTRACEPTION
Access to emergency contraception
was also cited as almost impossible
in some health facilities. Specific
reasons given were with its
unavailability in some heath facilities
but also lack of knowledge of its
presence in others. The attitude of
service providers was also found as
a major hindrance to its accessibility.
An interviewee observed:

“Providers of emergency contraceptives make it so difficult to access them because one has
to loudly confess about what happened to them the previous day before getting emergency
contraception,” – government official, personal interview, Ministry of Health Kampala

Access to emergency contraception
especially for cases of sexual and
gender based violence were also
cited as non-existent in some health
facilities. It was noted that when a
woman or girl is presented and in
need, she is asked to pay UGX 5,000
or to those that are not in position
to pay suffer the consequences of
the violence that includes carrying
an unwanted pregnancy or a likely
unsafe abortion.

“The emergency pills are missing in the health facilities yet there are cases of rape and
defilement we receive that need to be handled immediately, yet these supplies are low
and sometimes we never receive them at all,” - Community Health Advocate, personal
interview, Buikwe

The bottlenecks to choice of
contraceptive use also depend on
what method the government is able
to provide at no cost. Where a cost
is attached, such a right is denied to
women.

“Sometimes you do not use method of choice because health facilities only provide condoms
for free other methods are paid for. We pay up to 30,000 shillings for IUD for instance,” –
participant, FGD, Gulu1

“Once in a while they give use emergency contraceptive pills but in low quantities, normally
one pack a quarter,” – service provider, personal interview, Buikwe

1

This was consistent with responses from key informants in Soroti, Kampala and
Buikwe.

22
5.2
Insufficient accessibility of contraceptives
Although globally, contraceptive use and access has increased, East Africa lags behind
global gains.93 Many countries face a relatively high rate of unplanned and adolescent
age pregnancies due to inadequate access to contraception.94 Also while incomerelated inequalities with respect to the need for contraception have decreased in most
African countries, in Uganda economic inequality with respect to birth spacing has
increased.95 Furthermore, Uganda has restrictive and vague abortion laws, as well as
a large number of early marriages and teenage pregnancies.96 Women living in rural
areas are especially cut off from receiving the information and services they need.97
Respondents highlighted the following barriers contraceptive access:
•

Supplies of contraceptives to health facilities are limited. In trying to mitigate
this challenge, development and implementing partners have come in to
supplement supplies.

•

Service provider knowledge and skills are limited, particularly in administering
methods that necessitate surgical procedures, for example IUDs and implants.
Respondents report that in facilities where no service provider is able to
perform these procedures, access to such services is very limited.
This was corroborated by responses from Buikwe and Gulu districts.

•
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Counseling and information about contraceptive options are inadequately
provided.

“The major gap [they] have with clients obtaining contraceptives in clinics is that, nurses in clinics
are at times nursing assistants who lack capacity to educate women on the different types of
contraceptives” - service provider, personal interview, Buikwe
“Health facilities are fairly distributed; most of the patients travel for about 30 minutes to reach the
facility, but there are subcounties without health facilities where clients travel for not more than five
kilometers,” - Respondent, Manafwa
“I have had on-job training in family planning services; it has been provided by partners. However, in
the clinic of family planning I started here, not all health workers have the knowledge of inserting an
IUD. Sometimes women have to wait for me until I return,” – service provider, personal interview,
Kampala
“This is such a big subcounty with only one health center; people have to walk from as far as 19
kilometers to come and seek services from this facility,” – participant, FGD, Gulu
“In big health facilities, almost all methods are found there and are free. However, such facilities
are far and require to incur transport costs. That on many occasions force us to utilize clinics where
we pay some money to get the services (mostly injectable) which services some times are not our
favorite choices.”

93 Ann K. Blanc et al., Patterns and Trends in Adolescents’ Contraceptive Use and Discontinuation in Developing Countries and Comparisons with
Adult Women, 35 International Perspectives on Sexual and Reproductive Health 63 (June 2009), http://www.guttmacher.org/
pubs/journals/3506309.pdf.
94 See, e.g., Convention on the Elimination of all Forms of Discrimination against Women (CEDAW) Committee, Concluding
Observations: Tanzania, para. 35, U.N. Doc. CEDAW/C/TZA/CO/7-8 (2016) [hereinafter Concluding Observations: Tanzania];
Human Rights Committee (HRC), Concluding Observations: Rwanda, paras. 17-18.
95 Andreea A. Creanga et al., Low Use of Contraception Among Poor Women in Africa: An Equity Issue, WHO Bulletin (Feb. 1, 2011),
http://www.who.int/bulletin/volumes/89/4/10-083329/en/ (last visited May 31, 2016).
96 Convention on the Rights of the Child (CRC), Concluding Observations of the Committee on the Rights of the Child: Uganda, CRC/C/
UGA/CO/2 (Nov. 23, 2005) [hereinafter CRC, Concluding Observations: Uganda].
97 See UNESC, CESCR, Concluding Observations on the Initial Report of Uganda, E/C.12/UGA/CO/1, at 11 (July 8, 2015).

23
• Cultural dynamics, low budget allocation for family planning activities at the
district levels, limited sensitization of women and lack of spousal support as
the major factors that limit access to contraceptives.
• In most districts reached, health facilities are far apart and are too distant from
parts of the communities they serve. While some women that stay around
the facilities have easy access to the facilities, others have to move longer
distances. Ministry of Health officials confirmed that for some methods that
need special skills such as IUDs, rural women have to move to urban areas to
access them, and inevitably spend on transport.
5.3

Third party authorizations

“I had a case of a 13-year-old girl who came with her grandmother seeking for the services. I gave her
the service,” – service provider, personal interview, Manafwa

“Majority tell us that their husbands are not okay with ‘those things’. So, if you insist on asking for a
consent from the husband, you are denying her a service. So, we never even bother them with consent
from their husbands,” – service provider, personal interview, Gulu1
1

Similar responses were got during FGD with women, health workers in Kampala and in
Buikwe.

This fact-finding established that no third-party authorization is required by law for
women and girls to access contraceptives. However, in practice, women are often
asked for spousal consent before they can access family planning services, even
though this is not required under Uganda’s laws and policies.1 The practice is also
particularly discriminatory towards unmarried women and adolescents as they are
not able to produce such consent.
It was also established that healthcare providers had personal biases that were limiting
access to contraceptives. Some of the young people report that they were required
to seek the service in the company of the guardians or parents. However, some
adolescent interviewees revealed that some adolescent girls seeking contraceptives
are instead counselled and denied service.
Spousal consent is not sought in instances where women secretly approach health
facilities for the service without knowledge of their partners.
5.4

Side effects

Side effects were identified as both a deterrent of women from seeking family
planning services but also as a reason for their partners to stop them from using
contraceptives. A number of effects were cited that women and girls have
experienced with use of contraceptives. Respondents had this to say on side
effects:
It has been noted that while some women have resorted to using contraceptives
in hiding, their partners have found out because of the side effects. The moment
men get to know about this, women are always asked to stop, harassed and have
been subjected to violence. Even within pharmacies respondents noted that they
receive complaints of side effects from clients. These providers have noted that
the occurrence of side effects is due to hormonal imbalances within the body.
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“For me I have used Pilplan and Injectaplan… I changed to injectaplan because Pilplan was making
me to over bleed.”
“For me I use Injectaplan but I do spot bleeding, two days I bleed and two days I am okay, and this
goes on throughout and I have used it for three months now.”
“Sometimes you hear information from others about the methods they use and you feel like changing
not because you have any reason but because of peer pressure.”
“I would get a headache and I kept changing from Implanon to Injectaplan… and now condoms.”
“Severe lower abdominal pain, especially when I use Depo.”
“There is an information gap about the side effects of family planning and its relationship with
Sexually Transmitted Infections. This gap affects women access to the service.”
“Culture does not allow it completely because here in our land, we value children. The men most
times look at the dowry they have paid to the girls’ family like the cows, goats and money depending
on the level of education. The Catholics also do not allow it. The second thing is the traditional
beliefs. People think they should have many children. There are instances where women refuse the
use of contraceptives.”
“Men do not want us to use contraceptives because of the side effects that make us over bleed and
we fail to meet their sexual desires.”
“Yes even when they are on family planning, e.g. one woman conceived while on IUD. She was
even living with HIV, I think may be the IUD was not properly inserted and it fell out because when
she was scanned, the IUD was not found inside of her.” – service provider, personal interview,
Buikwe
“It usually happens with the girls who are unmarried… If they have moved together with the partner
,the girls usualy ask the men to first step aside to allow them discuss about contraception with the
pharmacists. They do this because once men get to know at the time of buying the contraceptives,
they stop them from using them citing loss of urge for sex once they are used,” – pharmacist,
personal interview, Kampala
“It depends on the hormones, there are some people who use a certain method and it does well
for them and others use and then they have complaints… It needs a particular person to use the
method for a long period.”

5.5 Myths and misconceptions about contraceptives
Misconceptions about the effects of contraceptives on women’s future fertility
contribute to low contraceptive use. Men and women believe that the use of
contraception will prevent women from being able to conceive in the future.98
Rumors regarding contraceptives include that they are cancerous and that they
will “burn” women’s “eggs” and prevent future fertility.99 Participants in one study
expressed a belief that pills accumulate in the body causing fibroids and cancer,
and destroy the fallopian tubes; and that condoms damage the uterus, get stuck in
the reproductive tract causing death, are porous and have infectious lubricant.100
In another study, participants recounted being told that IUD use causes cancer.101
98 The Stakes Are High, supra note 20.
99 Id.
100 Gorrette Nalwadda, et al., Constraints and Prospects for Contraceptive Service Provision to Young People in Uganda: Providers’ Perspectives, 11
BMC Health Services Research 220 (2011), http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-11-220
[hereinafter Nalwadda, Constraints and Prospects for Contraceptive Service Provision].
101 They [other woman friends] were telling me that the IUD changes location once inserted and goes deep into the body of the uterus and causes cancer.
As a human being I am scared. Women talk a lot here. My friends discourage me because they are not using family planning. . . . See Qualitative
Study, supra note 64, at 8.

25

“For me I fear that the condoms may enter and remain inside me because I have had a friend who
shared this experience that she went through and she had to be taken to the hospital for it to be
removed.”
“You know family planning has been misunderstood by our communities. People think it is about
stopping reproduction. Some religious leaders think you are ‘killing the generation’. We get a lot of
resistance from them. In this region, many people are religious and they listen to them.”
“They think contraceptives make people barren. They also say that when they use them they get
a lot of bleeding and abdominal pain together with headache. They also say that the condoms are
very small and do not fit them.”
“Contraceptives especially pills cause cancer. That the pills go and accumulate in the uterus causing
cancer of the uterus.”
“For me Injectaplan makes me feel as if a baby is playing from inside of my womb.”
“There are so many stories told about some methods of family planning like the IUDs which is put
close to the cervix… some women think that it disappears in their bodies so they cannot use it.”

In this fact-finding, a number of issues were raised by respondents to illustrate the
myths and misconceptions circulating their communities:
Myths and misconceptions have had a huge impact on access to services by
women. It thus becomes very important for the country’s reproductive health
program to address them if access to family planning services is to be improved.
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EXPERIENCE

CONTRACEPTIVE ACCESS AND VIOLENCE AGAINST WOMEN

I

am Rachael Nandawula (not her real name, for confidentiality). I am 32 years old and married with
three children. I am married to a highly educated man and so am I. When we delivered our first born
in July 2012, we discussed and agreed to use Injectaplan as a method of spacing our children. After
about a year, my husband got fed up of the side effects (I have blood spots and these had no particular
day or month, I lost sexual libido and became so dry). I insisted on its use until the child was two years
of age. We opted to have a second child and indeed delivered in 2014.
After delivery, my partner got me ‘counselors’ to speak to me about family planning and its side effects.
I listened and questioned his so-called counselors who advised women against family planning. Later
I got to know that these were people from the church who were totally against family planning – in any
case, he would never get pregnant but me.
Two months after delivery, I needed to protect myself from unintended pregnancy. I knew he would not
readily agree to such a proposal. I spoke to a colleague who encouraged me to still use family planning
if I was not ready for a third child.
I opted for Implanon and I had it inserted when my husband was away in the field. However, it took
days to heal and my husband returned before I totally healed. He noticed that I could not use the arm
to carry the baby. He was not impressed and of course, I could not lie because there was a wound. I
told him we need to space children. He said I did not seek his permission and that I intended to start
sleeping around with other men – which of course was not true – but I think it is because I did not seek
his consent.
He rudely asked for a razor blade, cut my hand and tried to remove the implant. This has been the
most traumatizing experience in my life. I helplessly looked at myself, with my [college] degree and a
masters, empowered woman, but I needed my marriage. I had many questions running in my mind:
How do women with less information deal with this? How do they space children? Why are men too
selfish in this world? What was his biggest problem? I thought about taking him to the health facility for
information but I knew he could not go, given his bad experience with side effects in the first round. I
suppose this was his biggest challenge and the reason he objected to the implant.
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5.6

Patriarchy and contraceptive access

“It is just that there are a few choices to pick from; if it is not condoms, it is injections or implants.
My wife had issues with implants and we want to try injections and see. I use condoms because it
is what is meant for men,” – participant, men FGD, Soroti
“Women do not have problems using these methods. Because it’s them to suffer when it comes to
complications of pregnancy. The biggest problem is with men. Men’s attitude is very poor in regards
to contraceptive use,” – participant, men FGD, Soroti

While there has been some progress in ensuring women access contraceptives, in
some communities in Uganda, this is still a dream. The strong patriarchy system
has affected women’s access to contraceptives in spite of interventions that aim to
empower women. Men have not been given due attention yet they are the “heads
of families” and as such, make final decisions including on contraceptive use by
their partners.
Some men have however, been reported to support women to access contraceptives.
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5.7 Conscientious objection
One aspect which inhibits access to contraceptives in Uganda is provider refusal
to provide contraceptives to certain people on conscientious objection grounds.102
Conscientious objection in medicine refers to when “health care professionals or
institutions exempt themselves from providing or participating in the provision
of certain services on religious, moral or philosophical grounds.”103 This concept
is not directly addressed in Uganda’s national laws, but evidence does show that
individuals will refuse to carry out an abortion or sell contraceptives in their outlets
on the grounds of conscientious objection.104 They argue that doing so “violates
their freedom of thought, conscience, belief, and religion, which is guaranteed by
the Constitution.”105
Although Uganda is obligated under international law to ensure that conscientious
objection does not prevent individuals from accessing services to which they
are legally entitled,106 conscientious objection exists in a legal vacuum in
Uganda, with no policies or laws directly addressing it. The basic obligations
of healthcare professionals and providers in Uganda are outlined in four main
pieces of legislation: The Medical and Dental Practitioners Act, The Allied
Health Professionals Act, Nurses and Midwives Act of 1996, and the Pharmacy
and Drugs Act of 1971.107 None of these laws explicitly discusses how cases of
conscientious objection should be handled, or prescribe an obligation to refer the
client to another provider.
On the other hand, allowing conscientious objection is arguably against the
Constitution, as the state must take “all practical measures to ensure the provision
of basic medical services to the population” and further guarantees include the
promotion of the “social well-being of the people” and access to health services.108
The Ministry of Health’s Patient’s Charter also provides that: “Every person in
need of medical care is entitled to impartial access to treatment in accordance
with regulations, conditions, and arrangements obtaining at any given time in the
government health care system.”109
Thus, the Ugandan legal framework is unclear on three points: 1) whether access
to contraceptives is an integral part of “basic medical services;” 2) whether
healthcare professionals have the right to conscientiously object to providing such
services when requested; and 3) whether such an objection would constitute an
encroachment on a woman’s right to healthcare.

102 See Nalwadda, Constraints and Prospects for Contraceptive Service Provision, supra note 71, at 5. See also ICWEA, supra note 101, at 5.
103 Sexual Health, supra note 27. See also Lema VM, Objection and Reproductive Health Service Delivery in Sub-Saharan Africa, 16 (2012),
http://ecommons.aku.edu/eastafrica_fhs_mc_obstet_gynaecol/21/.
104 Ben Kiromba Twinomugisha, Fundamentals of Health Law in Uganda, at 73 (2015), http://www.pulp.up.ac.za/
pdf/2015_08/2015_08.pdf.
105 Id.
106 Convention against Torture (CAT), Poland, para. 23, U.N. Doc. CAT/C/POL/CO/5-6 (emphasizing that that the exercise of
conscientious objection can put women at risk by leading them to resort to clandestine, often unsafe abortions and has urged
state parties to ensure that the exercise of conscientious objection does not prevent individuals from accessing services to
which they are legally entitled).
107 Kiromba, supra note 160, at 73.
108 Id. at 28.
109 Patients’ Charter, supra note 144.
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Surveys illustrate the various factors and motivations cited in refusing to provide
services which impede women’s access to contraceptives in reality. The reasons
cited for refusing services range from formal religious objections, to cultural
or communal opposition. It is important to note cultural associations with the
use of contraceptives, especially emergency contraceptives, which contribute
to individuals conscientiously objecting to their use. “Confusing emergency
contraceptives with induced abortion may negatively affect the acceptability of
the method. This is particularly so in countries where abortion is illegal (actually
restricted) like in Uganda.”110
A study conducted by Gorrette Nalwadda showed that many women, when they
do seek care, say that “they are treated with disrespect or are even turned away by
providers who refuse to offer them services.”111 The same study also found that
“when asked for their views on provision of contraceptives to young people in an
open-ended question, most providers said that they were not prepared to provide
contraceptives to young people.”112 Some of the most common reasons cited for
this opposition are the belief that young people should not be having sex especially
outside of marriage, religious prohibition, belief that use of contraceptives would
have negative long-term side effects such as infertility, fear of confrontation for
the recipient from parents or spouse, or that doing so is morally unacceptable.113
Such beliefs demonstrate that the personal beliefs of service providers do in reality
impede women’s access to contraceptives in Uganda. Although the opposition
is not always based on the traditional definition of conscientious objection, it
expresses the overarching concerns among communities about expanded access
to contraceptives.
This ambiguity contrasts the well-meaning government policies to improve
women’s access to family planning services. Most notably, the 2010 Health
Sector Strategic Plan included as a strategic objective to “procure and distribute
contraceptives with minimal side effects to men and women of reproductive age
group including adolescents.”114 However, the implementation of such plans has
been lackluster at best, with little coordination to implement efforts to increase the
prevalence of contraceptive use.115 Such weak implementation opens the gap for
individuals to deny women and girls access to contraceptives or related services
with impunity.

110 Josaphat K. Byamugisha, Florence M. Mirembe, Elisabeth Faxelid, and Kristina Gemzell-Danielsson, Emergency
Contraception and Fertility Awareness Among University Students in Kampala, Uganda, 6 African Health Sciences
(Dec. 2006), http://scholar.google.com/scholar_url?url=http://www.ajol.info/index.php/ahs/article/
download/6953/58187&hl=en&sa=X&scisig=AAGBfm0n464RptSyia2wUnNpkTawiUf6BA&nossl=1&oi=scholarr.
111 Venkatraman Chandra-Mouli, Alice Armstrong, Avni Amin, and Jane Ferguson, A Pressing Need to Respond to the Needs and
Sexual and Reproductive Health Problems of Adolescent Girls Living with HIV in Low- and Middle-Income Countries, 18 J. Int’l AIDS
Soc’y (2015), http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4672396/.

112
113

Nalwadda, Constraints and Prospects for Contraceptive Service Provision, supra note 71.
Id.

114 Uganda MOH, Health Sector Strategic Plan III 2010/11-2014/15, http://www.health.go.ug/docs/HSSP_III_2010.pdf.
115 National Advocacy Strategy, supra note 24.
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6. CHALLENGES EXPERIENCED BY VULNERABLE
GROUPS
This section presents experiences and observations shared by respondents regarding
the challenges different vulnerable groups face in accessing contraceptives.
6.1

Access to contraceptives by young people

Respondents had mixed views about young people and access to contraceptives.
Some reported that there is a critical need for young people to access contraceptives.
There was an argument that many young people between 14-20 years go to health
facilities to access antenatal care services for unplanned pregnancies, which is a
confirmation that they are sexually active and are not using contraceptives.
The findings also reveal that implants and pills are the most recommended services
by the health workers for the young people.
In addition, service providers pointed to the availability of youth corners that have
made it easier for young people to receive contraceptive information and services.
There are also specific days set aside for young people’s access to contraceptives.
This provision allows young people the freedom to access contraceptives if they
need them. It also helps them not to experience stigmatization if they had to line
up with older women for the services.
“Adolescents must access and use modern contraceptives. We have received girls as young as 15
years who are pregnant. Some even join Senior One when they are already pregnant. In my school,
boys have problems of impregnating young girls,” – key informant, personal interview, Manafwa
“Yes we get adolescents here who come to seek for such services. If a girl came with serious need
I do give them the services and I recommend implants,” – service provider, personal interview,
Manafwa
“Yes. We thought it wise to separate young girls from elders. We get young girls who seek these
services so there is no way you can start explaining to them in front of elders who sometimes are
their relatives. As you know, family planning has some sort of stigma associated with it more so
when it comes to younger girls,” – service provider, personal interview, Gulu

6.2

Access to contraceptives by people living with disabilities  

Issues relating to access to contraceptives by women and girls living with disabilities
were explored. We found that women with disabilities receive contraceptives.
From the findings, it appears the health system has a critical shortage of health
service providers that can ably communicate with people with hearing disabilities,
yet Uganda has a large population of people with disabilities (PWD) that
need healthcare services. Respondents revealed that women with disabilities
communicate by writing down what they need and the illiterate ones come along
with a minder.
Of course those that can write are a minority. Questions arise with those who
are not in position to write and can neither communicate to health workers. In
most cases. This category, as research reveals, has to communicate to the service
providers through other people that understand the language, affecting their
right to confidentiality in receiving and accessing sexual and reproductive health
information, among others, or they cannot access the service at all.
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ACCESS BY PEOPLE WITH
DISABILITIES

“I have a client who is short sighted but also have a mental problem at the same time. She once got
pregnant when her parents were not around. After giving birth they brought her for the service and
we gave her a method for five years,” – service provider, personal interview, Manafwa
“Another one has epilepsy and has five children now without a proper husband. At 31 years, her
mother brought her here to get family planning services. We also gave her one for five years,” –
service provider, personal interview, Manafwa
“We have some of them for example the deaf. Some of them are educated and are able to write
down their communication and we provide them the service.”

6.3

Access to contraceptives among women living with HIV

The fact-finding also explored access to contraceptives for women living with
HIV. Most of the health facilities reached report to have provided people living
with HIV with contraceptives. There were also reports from service providers
indicating that during community sensitization sessions about family planning,
they find women living with HIV whom they advise to utilize elimination of
mother-to-child transmission of HIV (EMTCT) services.
In spite of this, many women living with HIV report that they face challenges
accessing and using contraceptives. They shared reports of some women
becoming pregnant while using contraceptives. These reports were confirmed by
service providers,116 with one blaming the problem on ARVs which “overpower”
contraceptives.
Service providers report that they advise women living with HIV to use duo
methods and to have long-term methods removed before it runs the full length of
the recommended term. For example, if an IUD has to be used for three years, a
woman living with HIV is advised to have it replaced after two years.
VOICES

ACCESS BY WOMEN LIVING
WITH HIV

“Since mothers lose a lot of blood while giving birth, we advise mothers living with HIV to utilize
family planning methods as giving birth to many children may affect their lifespan,” – service
provider, personal interview, Manafwa.
“I think PLHIV must use contraceptives mostly for protection purposes. Most people with HIV do not
want to reveal their status so it is important to use condoms not to spread the virus to other people,”
– participant, in-school girls’ FGD, Soroti
“Even at HIV treatment centers, we have contraceptive centers but the problem is the drug interaction
which weakens the effectiveness of the contraceptives,” – service provider1
“We advise those with life-long health conditions such as HIV to supplement methods such as IUD
with condoms use. Other methods sometimes are interfered with by ARVs which compromise their
effectiveness. But for clients living with HIV, the moment we provide these methods, we reduce them
by one year and replace them. For example, if the Implanon is for three years, we consider two
years so that the ARVs do not affect it towards the end of its period of validity,” – service provider2
1
2

This information as confirmed in the focus group discussions with Women living with HIV
These responses are for health workers in various districts

116 This was a major challenge reported in all districts where data was collected.
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7. OTHER CONSIDERATIONS: EFFECTS OF THE
GLOBAL GAG RULE

R

espondents indicated that in districts where implementing partners provided
family planning services, there had been mention of imminent or likely
closure of programs due to the effects of the Mexico City Policy, better known
as the Global Gag Rule. In Kampala, institutions that provided the services had
threats of closure or likelihood of losing funding for certain projects.
“We have been providing women with a birth control method called Sayana Press. It’s
likely that we will close this program if the Global Gag Rule is reinstated by the Trump
Administration. It will affect women and girls,” – key informant, Kampala
“We have had PACE provide services to us to fill the gap in contraception. If this American
policy is signed, it will not just be men affected but women as well. I am saying men because
that means we will have to produce yearly if our women cannot access contraceptives or if
we cannot access condoms,” – service provider, personal interview, Manafwa
“We have a problem of the policy yet some guidelines like the standards and guidelines fo
reduction of Maternal Mortality and Morbidity due to unsafe abortion have been revoked.
You also remember that CSE (comprehensive sexuality education) was banned. The
environment is so hostile,” – representative of domestic organization, personal interview
“We have had running projects but we have been asked to sign addendums to our grant
documents but as an institution, we are not in position to sign them because we believe in
access to services for women and girls. We are certain that we will lose projects especially
from USAID,” – representative of domestic organization, personal interview

VOICES

MEXICO CITY POLICY
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8. CONCLUSION AND RECOMMENDATIONS
8.1
Conclusion
The experiences of women and girls with access to contraceptives as documented
in this fact-finding exercise demonstrate that the country is on a generally positive
path, but also that progress remains fragile due to persistent socioeconomic,
policy, legal and programming challenges.
While the policy environment is generally progressive and efforts have been made
to reach adolescents, the legal and social environments remain less supportive in
spite of the State’s commitments in the Constitution and regional and international
instruments to promote women’s rights. The situation has not been helped by
gaps in programming, particularly stock-outs and limited choice, failure to winover men and to deal with the negative impact of community-level myths and
misconceptions.
The multi-faceted nature of barriers to access to contraceptives by women and
girls call for a human right based approach that is more decisive and coordinated
from different State and non-state actors, led by the Ministry of Health.
8.2
8.2.1

Recommendations
Recommendations to the Government of Uganda

•

More contraception-specific research is needed to generate evidence to
inform family planning program and intervention design, implementation
and evaluation. Evidence-based interventions should be scaled up.

•

Family planning should not be left to the health sector alone. Other
stakeholders, such as the education and gender should also be involved.

•

There is need to create more awareness at the community level to counter
myths and misconceptions about contraceptives and family planning.

•

Government of Uganda and its partners should scale up investments in
family planning, including commodity availability and contraceptive mix.

•

The emergency pills are missing in the health facilities yet there are cases
of rape and defilement that need to be attended to immediately. These
supplies are low or are never supplied at all. The government should
ensure that these are adequeately and timey supplied.

•

Government should provide more capacity building trainings for
community actors and service providers on family planning generally, and
in administration of long-term methods.

•

Services should be taken closer to the people in communities in form of
community outreaches.

•

The government should put in place a law to support the national
policy on adolescent health, to facilitate access to contraceptives among
young people, including those in schools. Local governments should be
encouraged to formulate by-laws that empower women and promote their
rights, including reproductive rights.
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8.2.2

Recommendations to service providers

•

There is a need to improve access to information about contraceptives
both at service points and in the communities.

•

Men should be involved in issues concerning family planning with targeted
interventions that aim to win them of over, including the identification of
male champions, documentation and dissemination of best practices, and
others.

•

Tests and counselling must be prioritized before dispensing contraceptives
to minimize risk of side effects.

•

Different methods must be brought to the nearby facilities to give mothers
a chance to choose the most appropriate ones for them.

8.2.3

Recommendations to CSOs and NGOs

•

CSOs and NGOs should engage communities, religious and cultural
leaders, as well as opinion leaders at the community and government levels
to facilitate appreciation and better understanding of family planning and
the value of access to contraception to social and economic development.

•

Implementing partners (Marie Stopes, PACE, RHU, etc.) should build the
capacity of service providers at public health facilities where they conduct
outreaches, to enable them administer long term methods, including their
removal.

•

There should be innovative ways of attracting community members to
attend sensitization workshops as this will improve access to information.

8.2.4
•

8.2.5

Recommendations to regional and UN mechanisms
There should be law reform to allow women access safe abortion services.
Regional bodies should promote the full adoption of the Maputo Protocol
and other regional and international instruments that promote women’s
reproductive rights.
Recommendations to development partners and donor agencies

•

There is need to increase funding for contraceptives and family planning
interventions, especially for awareness creation and commodity choice
and availability.

•

There is a need to have all information concerning family planning
translated in local languages including posters, billboards and what is said
on radio and TV.
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