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Introduction

In just over a decade, the share of married women using modern 
methods of contraception in Uganda nearly doubled, increasing 
from 18 percent in 2006 to 35 percent in 2016, and to a further 37 
percent in 2019 (UBOS and ICF, 2018; FP2020, 2020).1 Uganda 
has cemented its commitment to family planning through the 
country’s first Family Planning Costed Implementation Plan for 
2015–2020 and subsequent pledges under the Family Planning 
2020 (FP2020) partnership. Among its goals, Uganda has 
committed to reducing inequities, particularly for those living 
in rural areas, adolescents, and those facing financial hardship 
(Ministry of Health, 2014; FP2020, 2017).

Despite this progress, Uganda has experienced challenges in 
meeting its family planning commitments for 2020 and 2021, 
including those that are equity focused. For example, unmet 
need is higher than desired, at one quarter of all married women 
compared to the goal of 10 percent by 2020. The use of modern 
contraceptive methods lags behind the 2020 goal of 50 percent 
(FP2020, 2019). While inadequate funding of family planning 
activities remains a key barrier to progress (Wanyana et al., 2019), 
better directing information and services for those women who 
need them most could address longstanding inequities while also 
bolstering uptake and improving allocative efficiency.

To support countries in the next phase of family planning 
commitments and programming, the U.S. Agency for 
International Development-funded Health Policy Plus (HP+) 
project developed an Approach for Diagnosing Inequity in 
Family Planning Programs (Jurczynska et al., forthcoming). This 
approach identifies inequities for a range of disadvantaged subgroups across family planning programmatic 
components at national and subnational levels (see Box 1). Replicable across countries through HP+’s open 
source code, the approach enables users to easily transform Demographic and Health Survey data to develop 
evidence for policy, financing, and programmatic decisions at national and subnational levels.

1 In this brief, married refers to women who are either married or in union.

Equity in health means that 
everyone has a fair opportunity 
to reach their health potential, 
regardless of wealth, education, 
sex, age, race or ethnic group, 
residence, disability, and other 
status or social group.

Box 1. HP’s Approach for 
Diagnosing Inequity in 
Family Planning Programs

The approach answers the “who, 
what, and where” of inequities in 
family planning: 

• Who is experiencing inequity?

• What components of
family planning are not
delivered equitably?

• Where, geographically, is
inequity occurring?



HP+ applied the approach in Uganda, finding pervasive family planning inequities that (1) affect 
a broad range of underserved groups, (2) extend beyond traditional measures of uptake, and (3) 
penetrate all regions. The national and subnational results that are presented later in this brief can be 
used by decisionmakers and program staff across Uganda to mobilize additional funding, prioritize 
resources, focus services, and bring attention to the country’s progress toward leaving no one behind.

Background: Inequity in Health and Family Planning

Inequities refer to differences between individuals and groups of people that are avoidable, unfair, 
and unjust (Whitehead, 1992). Equity in health is cemented in treaties, declarations, and covenants, 
including the right to the highest attainable standard of health (UN General Assembly, 1966; 
UNCESCR, 2000). Equity in health means that everyone has a fair opportunity to reach their 
health potential, regardless of wealth, education, sex, age, race or ethnic group, residence, disability, 
and other status or social group (Whitehead, 1992; Whitehead and Dahlgren, 2006; World Health 
Organization, n.d.). This right extends to equity in the experience of four interrelated and essential 
elements of care that shape health outcomes: the availability, accessibility, acceptability, and quality of 
health services (UNCESCR, 2000).

The right to health includes family planning information and services (UNCESCR, 2016). Equity 
in family planning is not defined by uptake alone and does not necessarily mean equal use; use 
of family planning is equitable only if it adheres to free choice and reflects need. For equity in the 
ability to decide freely and responsibly the number and timing of children, groups must experience 
equitable availability, accessibility, acceptability, and quality of health services (see Table 1) (Hardee 
et al., 2019; Hardee et al., 2013). As one of the eight guiding principles of the Family Planning High 
Impact Practices Initiative, and a key element of right-based services under FP2020, equity should 
serve as a central pillar of family planning programs (FP2020, 2015; Family Planning High Impact 
Practices Initiative, 2020; Hardee et al., 2019).

Table 1. Key Features of Availability, Accessibility, Acceptability, and Quality of Health 
Services in Family Planning Programs

Element Features

Availability
There are an adequate number of, and distribution of, trained family planning 
providers and facilities offering a full range of services. A broad choice of 
contraceptive methods is offered and available.

Accessibility

Family planning information, services, and commodities are available within safe 
geographic and physical reach for all.

Family planning commodities and services are provided at no cost or in a manner 
that does not disproportionately burden individuals with health expenses.

Everyone can access evidence-based family planning information consistent with 
need, taking into consideration age, language ability, education level, disability 
and other status.

Acceptability
Family planning information, services, and commodities are respectful of culture 
and sensitive/responsive to gender, age, disability, sexual diversity, and life-
cycle requirements.

Quality
Information, services, and commodities are of good quality—they are evidence-
based, scientifically and medically appropriate, and up-to-date.

Definitions based on UNCESCR, 2016 and Hardee et al., 2013.
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Methods for Diagnosing Inequity

Despite the increased focus on addressing inequity 
in health and family planning programs, limitations 
exist across current approaches including: (1) a 
dominant focus on inequities between the poor 
and wealthy, (2) a focus on inequities in outcome 
measures only, like contraceptive uptake or unmet 
need, and (3) a focus on the national level rather 
than subnational realities.

In HP+’s approach, equity is identified across five 
components of family planning: accessibility of 
information, accessibility of services, acceptability, 
quality of services, and demand for family 
planning satisfied with modern methods. The 
approach uses multivariate logistic regression 
analyses to assess whether the experience of 
each component is equitable for seven commonly 
disadvantaged groups of women compared to those 
who are typically less marginalized: 

1. Least educated (primary or less education) 
versus more educated

2. Younger (aged 15–19) versus older (20–49)

3. Poorest wealth quintile versus the richest

4. Ethnic minorities versus ethnic majority 

5. Religious minorities versus religious majority

6. Rural versus urban residence

7. Not in union versus women in union 

These groupings represent common lines of schism 
in society and groups are deemed disadvantaged 
based on the prevailing norms in many low-income 
and lower-middle-income countries. For these 
subgroups, disadvantage may arise from many 
sources, such as provider bias (e.g., toward young 
women, unmarried women, and/or ethnic or racial 
minorities), poor empowerment and self-care (e.g., 
least educated and poorest), and cultural biases 
that limit access for unmarried women, minorities, 
and others.

An inequitable outcome is defined as an unfavorable 
statistically significant result at the 95 percent or 
higher confidence level. For a detailed description 
of this methodology and its replicability for other 
countries, see HP+’s Approach for Diagnosing 
Inequity in Family Planning Programs (Jurczynska 
et al., forthcoming).

For Uganda, HP+ applied this method at the national level and in the country’s 15 regions using the 
2016 Demographic and Health Survey. The results enable better understanding of who is underserved, 
for what component of family planning, and where. Results are presented separately for each of the 
five main components of family planning that were assessed in Uganda (see Table 2). Summary results 
precede these component-specific findings.

Inequities or Inequalities?

An ethical concept, inequity is 
distinguished from inequality, which 
refers to measurable differences in health 
that are unavoidable—often the result of 
natural biological variation.

While distinctions between inequity 
and inequality are not always clear 
or explicitly made in the literature, 
HP+ refers to all differences in family 
planning components between the most 
disadvantaged subgroups and others as 
inequities. 

Table 2. Family Planning Components for 
which Inequity was Assessed in Uganda

 
Family Planning 

Component Indicator

Pr
og

ra
m

 E
le

m
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Accessibility 
(Information)

Told of family 
planning by provider 

at facility or by 
community health 

worker

Accessibility 
(Services)

Exposed to any form 
of family planning 

mass media

Acceptability
Not using family 
planning due to 

opposition

Quality

Informed of method 
side effects, what 

to do if side effects 
occur, and other 

methods available

O
ut

co
m

e

Use

Demand for family 
planning satisfied 

with modern 
methods

Note: HP+ was unable to include the elements of availability 
and financial accessibility due to either inadequate survey 
questions capturing the concept or insufficient observations.
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Summary Findings: Is Uganda’s Family Planning Program 
Reaching the Most Disadvantaged? 

In Uganda, women experience inequities across all family planning components. However, some 
subgroups are more underserved than others (see Table 3). At the national level, the least educated 
women experience the most inequitable conditions. In other words, compared to their counterparts, 
these women are significantly less likely to have adequate access to family planning information and 
services, experience no opposition to family planning use, receive quality services, and, ultimately, 
satisfy their demand for family planning with the most effective methods. By comparison, no 
significant inequities are experienced among women who are members of religious minorities. 
Women in rural areas also experience relatively fewer inequities than other disadvantaged subgroups.

When looking across Uganda, inequities are pervasive across regions. Inequities exist for at least one 
component of family planning in each of the country’s 15 regions (see Table 4). In Acholi, Bugisu, and 
Bunyoro, disadvantaged women experience inequity in every family planning component. In an 
additional five regions—Ankole, Bukedi, Busoga, Lango, and Tooro—inequities exist in four of the five 
components of family planning. By contrast, conditions are least inequitable in Kampala, Kigezi, 
North Central, South Central, Teso, and West Nile. Importantly, nearly every region struggles to 
provide equitable access to family planning information and services. On the other hand, inequities in 
the acceptability of family planning are least pervasive across regions.

Table 3. Family Planning Components 
Across Which Disadvantaged Subgroups 
Experience Inequity in Uganda 
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Least  
educated ≠ ≠ ≠ ≠ ≠

Youngest ≠ ≠ = ≠ ≠

Poorest ≠ = ≠ = ≠

Unmarried ≠ ≠ = ≠ =

Ethnic  
minority ≠ = ≠ = ≠

Rural  
residence = = ≠ = =

Religious 
minority = = = = =

≠ Inequity (p < .05)  

= No significant inequity

Table 4. Inequities Experienced Across 
Family Planning Components in Uganda’s 
Regions 

Ac
ce

ss
 to

 
In

fo
rm

at
io

n

Ac
ce

ss
 to

 
Se

rv
ic

es

Ac
ce

pt
ab

ili
ty

Q
ua

lit
y

D
em

an
d 

Sa
tis

fie
d

Acholi ≠ ≠ ≠ ≠ ≠
Ankole ≠ ≠ = ≠ ≠
Bugisu ≠ ≠ ≠ ≠ ≠
Bukedi ≠ ≠ ≠ = ≠

Bunyoro ≠ ≠ ≠ ≠ ≠
Busoga ≠ ≠ = ≠ ≠

Kampala ≠ ≠ = ≠ =
Karamoja = ≠ ≠ — —

Kigezi ≠ ≠ ≠ = =
Lango ≠ ≠ ≠ = ≠

N Central ≠ ≠ ≠ = =
S Central ≠ ≠ = ≠ =

Teso ≠ ≠ = = ≠
Tooro ≠ ≠ = ≠ ≠

West Nile ≠ ≠ = ≠ =

≠ Inequity (p < .05)  = No inequity

— Insufficient sample size
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Access to Family Planning Information and Services 

Family planning information and services should be physically and geographically accessible, and 
affordable, for all. Additionally, information should be evidence based and widely available in forms 
consistent with people’s need (UNCESCR, 2016). Moreover, enabling access to family planning 
includes avoiding missed opportunities for service provision (Hardee et al., 2013). In the absence of 
direct measures of physical accessibility with sufficient observations, HP+ chose a proxy to gauge the 
reach of services—the share of women who interact with/are exposed to family planning within the 
community or at the facility.

Access to Information 
At the national level, two-thirds of women (68.7 percent) are exposed to family planning messaging 
through mass media. The percent of women who are exposed to messages varies widely across 
Uganda—from 54 percent in Lango to 82 percent in Kampala (see Figure 1) (UBOS and ICF, 2018)

Despite the relatively high penetration of messages, inequities are common across regions (see Table 
5). In Kigezi, four of seven disadvantaged subgroups are less likely to be exposed to mass media 
than their counterparts. By contrast, there is no significant inequity in Karamoja. In most regions, 
three of the seven disadvantaged subgroups experience inequity in access to information. From the 
perspective of disadvantaged subgroups, inequities among the least educated and poorest women 
are most common. By contrast, religious minorities and women residing in rural areas experience no 
inequity with respect to access to information across all regions.

Figure 1. Access to Information by 
Region, 2016

Table 5. Who Experiences Inequity in Access 
to Information and Where 
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Acholi ≠ = ≠ ≠ = = =
Ankole ≠ ≠ ≠ = = = =
Bugisu ≠ = ≠ = ≠ = =
Bukedi ≠ = ≠ = = = =

Bunyoro = = ≠ ≠ ≠ = =
Busoga ≠ ≠ ≠ = = = =

Kampala ≠ ≠ — = ≠ — =
Karamoja = = = = = = =

Kigezi ≠ = ≠ ≠ ≠ = =
Lango ≠ = ≠ ≠ = = =

N Central ≠ ≠ = = = = =
S Central ≠ = ≠ = = = =

Teso ≠ = = = ≠ = =
Tooro ≠ = ≠ = ≠ = =

West Nile ≠ ≠ ≠ = = = =

≠ Inequity (p < .05)  = No inequity
— Insufficient sample size
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Access to Services
Women’s contact with family planning providers or community health workers, and hence their ability 
to access services, is low across Uganda. The share of women who discussed family planning with a 
health worker in their community or provider at the facility ranges from 15 percent in Kampala to 62 
percent in Karamoja. Overall, less than one-third of women have discussed family planning with a 
health worker on average, representing substantial missed opportunities (see Figure 2) (UBOS and 
ICF, 2018).

As with exposure to family planning messages, inequities in access to services are common across 
regions (see Table 6). In Teso, four of seven disadvantaged subgroups are less likely to discuss 
family planning with a health worker. In most regions, two of the seven disadvantaged subgroups 
experience inequity in access to services. Unlike conditions in access to information, the youngest and 
unmarried women are least likely to have contact with a family planning worker compared to their 
counterparts. The poorest women and those residing in rural areas experience no significant inequity 
in accessing services.

Table 6. Who Experiences Inequity in Access 
to Services and Where 
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Acholi ≠ ≠ = = = = =
Ankole = ≠ = ≠ = = =
Bugisu = = = ≠ = = =
Bukedi = ≠ = ≠ ≠ = =

Bunyoro = ≠ = ≠ ≠ = =
Busoga ≠ ≠ = ≠ = = =

Kampala = ≠ — ≠ = — =
Karamoja = ≠ = ≠ = = =

Kigezi = ≠ = ≠ = = =
Lango = ≠ = ≠ = = =

N Central = ≠ = ≠ = = =
S Central = ≠ = ≠ = = =

Teso = ≠ = ≠ ≠ = ≠
Tooro ≠ ≠ = ≠ = = =

West Nile = ≠ = ≠ ≠ = =

≠ Inequity (p < .05)  = No inequity

— Insufficient sample size

Figure 2. Access to Services  
by Region, 2016
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Acceptability of Family Planning

Family planning information and services should be designed and delivered so that they are 
acceptable for all. Services must be respectful of medical ethics, culturally appropriate, and sensitive 
to the range of evolving needs. In other words, family planning programs should be attentive to 
clients’ views and their satisfaction, and therefore responsive to requirements across statuses and the 
life-course, including youth- and disability-friendly services and beyond (UNCESCR, 2016; Hardee 
et al., 2013). In the absence of such intentional program design, there may be opposition to use of 
contraception by women, their partners, their family members, and others.

In Uganda, only 3 percent of all women report not using contraception due to opposition, ranging from a 
high of 11 percent in Karamoja to just 1 percent in Ankole and South Central. Among those women who 
wanted to delay or prevent pregnancy but were not using contraception, opposition is seldom a reason 
for non-use (see Figure 3) (UBOS and ICF, 2018).

Inequities in the experience of acceptability are relatively uncommon across Uganda (see Table 7). 
Conditions are most unfavorable in Karamoja, where three of the seven disadvantaged subgroups are 
significantly more likely to experience opposition to family planning than their counterparts. In contrast, 
no subgroups experience inequity in seven of Uganda’s regions. The poorest women and those residing 
in rural areas are most likely to experience opposition to use compared to their counterparts. 

Figure 3. Acceptability of Family 
Planning by Region, 2016

Table 7. Who Experiences Inequity in 
Acceptability and Where
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≠ Inequity (p < .05)  = No inequity

— Insufficient sample size
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Quality of Family Planning

Family planning services should be of high quality, meaning that: (1) accurate, unbiased, and 
comprehensive information is given to clients, (2) services are delivered by providers with technical 
competence in facilities of high clinical quality, (3) follow-up and continuity mechanisms are in place, 
and (4) dignity and respect is demonstrated (UNCESCR, 2016; Hardee et al., 2013). As one measure of 
quality, informed choice indicates whether women are adequately counseled and therefore told about a 
method’s side effects, what to do if side effects are experienced, and other methods they could use.

In Uganda, the quality of family planning services is poor; about one in three modern method users 
experienced all three components of informed choice as shown in Figure 4. The quality of services is 
highly variable across regions. The share of women who experience full informed choice ranges from 
27 percent in Bugisu to 58 percent in West Nile (UBOS and ICF, 2018).

Inequity in the quality of family planning services, as measured by informed choice, is uncommon 
across Uganda (see Table 8)—in other words, most women experience the same, low level of quality 
of care. In most of Uganda’s regions, one in seven disadvantaged subgroups experienced significantly 
poorer quality services than their counterparts. In the remaining regions, there was no significant 
inequity or insufficient sample size. Unmarried women most often experience poorer quality of 
services compared to their counterparts.

Figure 4. Quality of Care, as Measured 
by Informed Choice, by Region, 2016  

Table 8. Who Experiences Inequity  
in Quality and Where
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≠ Inequity (p < .05)  = No inequity

— Insufficient sample size

Sample size too small to calculate for Karamoja.
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Demand for Family Planning Satisfied with Modern Methods

Family planning information and services that are available, accessible, acceptable, and high 
quality may lead to several favorable outcomes, including increased trust in programs, decreased 
discontinuation rates, and increased demand for family planning satisfied with modern contraception 
(Hardee et al., 2013). This is measured as modern method use divided by total demand (which is 
unmet need and total contraceptive use).

Just half of women in Uganda have their demand for family planning satisfied by modern methods. 
Across regions, demand satisfied ranges from just 31 percent in West Nile to 65 percent in Kigezi (see 
Figure 5) (UBOS and ICF, 2018). Inequities are moderately common across Uganda’s regions (see Table 
9). In six regions, two of seven disadvantaged subgroups are less likely to have their demand for family 
planning satisfied by modern methods than their counterparts. There is no significant inequity in five 
regions. When looking across all of Uganda’s regions, inequities are concentrated among the youngest 
women. By contrast, religious minorities and unmarried women experience no inequity across 
all regions.

Table 9. Who Experiences Inequity in Demand 
Satisfied for Modern Methods and Where
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Figure 5. Demand Satisfied  
by Region, 2016

Sample size too small to calculate for Karamoja.
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Conclusions

Applied to Uganda, HP+’s new Approach for Diagnosing Inequity in Family Planning Programs 
demonstrates that inequities exist in all family planning components, across a broad range of 
disadvantaged women, and can be found in every region. Several conclusions can be drawn from this 
application to Uganda.

First, this analysis shows that the inequity profile of each of Uganda’s regions is very different, 
requiring a unique set of solutions for each geography. Broadly, these results can be used in Uganda to:  

• Better design and target activities within Uganda’s next national costed implementation
plan

• Inform the activities within subnational costed implementation plans and annual
district-level family planning activities, thereby better directing services toward those who
are disadvantaged by geography

• Support public and private sectors with more information to better coordinate efforts at
national and regional levels, improving comparative advantage

• Justify the allocation and channeling of scarce health and family planning resources
across regions and districts, improving allocative efficiency

Secondly, these results reinforce the importance of looking at inequities across the components of 
care, not just family planning use alone. In Uganda, inequity in access to information is the most 
pervasive and could be overlooked if family planning use is the only metric by which inequities are 
examined. Moreover, failing to address deficiencies in access, quality, and other essential elements 
of care may further inhibit uptake. 

Third, this approach lays the foundation for interrogating why certain subgroups face inequities 
in different family planning components. For instance, why are the least educated and poorest 
experiencing inequity regarding exposure to family planning messages compared to counterparts? 
Better understanding these inequities is essential for developing effective interventions and directing 
resources where they are most needed.  

Furthermore, while inequities may be uncommon in some components of family planning, 
intervention may still be required. For example, in the case of Uganda, while inequities in the quality 
of care are uncommon, absolute levels are low, requiring improvements. 

Intersecting Disadvantage

Women experience more than one type of 
disadvantage simultaneously—a double, 
triple, or sometimes quadruple burden. In 
Uganda, 70 percent of women experience 
three or more overlapping disadvantages—
for instance, they are poor, reside in rural 
areas, and are young. While this study 
does not capture the extent to which 
intersectionality amplifies inequities, HP+’s 
approach does allow users to visualize 
overlapping disadvantages in order to 
consider programmatic implications. As 
an example, while 23 percent of women in 
Uganda are ages 15–19, 4 percent are both 
poor and young. If poor women were the 
only group prioritized by family planning 
programs, nearly 18 percent of women 
would not be reached by services.

Share of All Women Experiencing 
Intersecting Disadvantages in Uganda

5 or more disadvantaged groups 16.6%

4 disadvantaged groups 24.2%

3 disadvantaged groups 29.2%

2 disadvantaged groups 20.1%

1 disadvantaged group 8.4%

Belongs to no disadvantaged group 1.5%

 HP+ analysis based on UBOS and ICF, 2018.
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Finally, some unexpected groups of women are slipping through the cracks. Equity-sensitive family 
planning strategies most often direct services toward the poorest, youngest, and rural women—as in 
Uganda’s Family Planning Costed Implementation Plan, 2015–2020. However, this analysis shows 
that least educated and unmarried women are some of the most disadvantaged. While there is a 
degree of overlap between these subgroups, failing to channel services to a diversity of women will 
leave many in need behind.
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