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Topics covered in the in-depth interviews with pro-
viders and health facility managers included frequency 
of stockouts, coping with stockouts, perceptions of the 
impact of stockouts, assessment of the importance of 
stockouts, perceived ability of facility managers to influ-
ence stockouts, the identification of decision makers who 
might be able to address stockouts, and the potential for 
advocacy to reduce stockouts by providers within health 
service and other professional organizations.

Topics covered in the in-depth interviews with policy-
makers and decision makers included knowledge about 
and the perceived importance of contraception, aware-
ness of stockouts, perception of the impact of stock-
outs, perception of their ability to influence stockouts, 
information that could help them raise the profile of the 
issue and potential strategies to address stockouts. The 
in-depth interviews with providers and policymakers 
lasted, on average, 30–60 minutes.

All interviews and focus group discussions were digi-
tally recorded. Audio recordings were transcribed ver-
batim; after transcription, the data were translated into 
English. Four of the study authors participated in data 
analysis. A manual cut-and-paste method was used to 
organize the data according to the preset questions and 
themes in the interview guides. Data analysis followed 
the content analysis approach. All information that might 
identify interview and focus group participants was 
removed. Quotations in this article are identified by inter-
view or focus group type, the facility type (for providers 
only) or focus group strata (socioeconomic status and 
age-group) and district.

RESULTS

Participant Characteristics
Most focus group participants were married (76%) and 
were employed or engaged in an income-generating activ-
ity (88%; Table 1). Forty percent of women had completed 
postsecondary education, which was similar to the per-
centage of participants reporting they were in professional 
occupations, such as teaching (38%).

Nineteen of the 24 health care providers who partici-
pated in this study were female (Table 2). The median age 
for providers was 34 years (range, 22–58). All of the par-
ticipating policymakers and decision makers were male; 
their median age was 43 years (range, 34–59). The policy-
makers and decision makers had served in their respective 
positions for periods ranging from one to 14 years.

Frequency and Type of Stockouts
Women and providers reported that stockouts were 
common and pervasive. Stockouts varied by facility and 
method type, with providers at private facilities less likely 
than those at public facilities to report experiencing con-
traceptive stockouts. Providers reported that progestin-
only pills had been out of stock for years in most public 
facilities, and that combined oral contraceptives were 
often supplied in such small quantities that there was 

a chronic stockout of them as well. Both women and 
providers reported that long-acting methods, including 
implants and IUDs, were frequently unavailable. As one 
provider from an HC IV facility in Mbarara explained, 

TABLE 1. Percentage distribution of women aged 18–45 
participating in focus group discussions on the experience 
of contraceptive stockouts, by selected characteristics, 
Kamuli and Mbarara districts, Uganda, 2015

Characteristic % (N=50)

Residence
Urban 46.0
Rural 54.0

Relationship status
Married 76.0
Never married, in steady relationship 16.0
Widowed 4.0
Separated/divorced 2.0
Never married, not in steady relationship 2.0

Occupation
Professional 38.0
Small business 36.0
Agriculture 14.0
Housewife 6.0
Student 6.0

Education level
Primary 26.0
Secondary 34.0
Tertiary 40.0

Ability to read
Easily 94.0
With difficulty 6.0

Total 100.0

TABLE 2. Number of participants in in-depth interviews 
on the experience of contraceptive stockouts, by type 
and selected characteristics

Characteristic No.

HEATH CARE PROVIDERS (N=24)
Gender
Male 5
Female 19

Median age (range) 34 (22–58)

Education level
Secondary 1
Tertiary 23

Facility location
Urban 8
Rural 16

POLICYMAKERS/DECISION MAKERS (N=11)
Gender
Male 11
Female 0

Median age (range) 43 (34–59)

Position
District health officer 2
Supplies manager 4
Nongovernmental organization  program manager 3
Politician (secretary for social services) 2

Years in position
1–5 5
6–14 6

Notes: Unless otherwise noted, figures given are absolute numbers.
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Providers cited a range of causes for stockouts, with several 
themes emerging, including supply chain processes and 
deprioritization of contraception.
•Supply chain processes. Providers reported that one cause 
of stockouts was suboptimal supply chain planning and 
requisition processes. They said that long-term methods 
such as the IUD were not included on the preset order 
form used at higher-level public facilities for requesting 
family planning supplies from the National Medical Stores, 
and therefore required more paperwork. Providers noted 
that this added step in the ordering process created a 
hurdle to obtaining these methods.

At lower-level public facilities, which received a set 
amount of supplies in standard medicine kits through a 
“push system,” providers felt that their lack of involvement 
in kit development led to stockouts at these facilities. As 
one provider said:

“Ideally, it is supposed to be the facilities [who order 
the supplies], but at [the public facility] level III, they do a 
‘push’ method. They [the government] sit there and deter-
mine a kit that they will bring to every unit. So for us, we 
are at the receiving end, we receive what is in the kit. But I 
don’t know what happened, in that kit, there are no fam-
ily planning supplies. We wonder, how can there be no 
commodities in a kit for one year and for us, we are sit-
ting [waiting]. We talked about such issues of family plan-
ning commodities and we considered that they should be 
put back in the kit.… So we are waiting for next financial 
year.”—provider, HC III facility, Kamuli

Responding to the issue of standard medicine kits lack-
ing methods that are expected at the facilities, a policy-
maker from Kamuli explained, “You know [providers] are 
supposed to fill in those discrepancy forms, but they are 
not honored by NMS [National Medical Stores]. [They] 
fill [discrepancy forms] and nothing happens, so the 
health workers and the stores assistants give up, so it is 
a challenge.”

Providers from private facilities suggested that a lack of 
reliable suppliers contributed to their stockouts. As one 
such provider stated:

“Something I have come to realize is that if you are to get 
supplies, you should remain steady and have a steady sup-
plier because one of the reasons we had stockouts before 
is that we have not had a stable supplier.… For the private 
pharmacies, sometimes you go there and find that they 
also have stockouts. Therefore, with a stable supplier like 
JMS [Joint Medical Store, a private, nonprofit nongovern-
mental organization that sells medical supplies] or NMS 
[National Medical Stores], that would be better.”—provider, 
private for-profit facility, Mbarara

Providers suggested that inaccurate demand forecast-
ing at higher-level facilities also led to stockouts. Most 
facilities used the number of methods previously dis-
pensed as opposed to demand to generate forecasts. 
An additional contributing factor to stockouts was lim-
ited provider input and feedback. Providers reported 
that they were expected to record or report all supply 

“Especially the pills [are out of stock].… Sometimes we 
spend like five months without pills. Even these long-
term implant and IUD methods are also out of stock.”

However, stockouts did not affect all methods. Condoms 
were readily available, and only one provider in the Kamuli 
district reported a stockout of injectables. The perception 
of women and providers was that injectables were always 
available. Two providers reported:

“The IUDs and the implants mostly [are out of 
stock].… We have Depo [injectables], but we normally 
get stockouts of COCs [combined oral contraceptives].” 
—provider, HC III facility, Mbarara

“Nowadays, we giving only Depo [injectables] and con-
doms, we don’t have the other types of family planning.… 
Since I came here in 2013, I have never seen Implanons 
[implants].… It is those pills and Implanons which are 
most frequently out of stock.… We have never got out of 
stock of Depo…Depo is there in plenty.”—provider, HC IV 
facility, Kamuli

The method availability women and providers reported 
when discussing stockouts was reflected in current con-
traceptive method use among focus group participants 
(Table 3). More than one-third of women reported using 
injectables (38%). There was also strong consistency 
between women’s and providers’ reports of stockouts by 
method. However, district-level politicians and decision 
makers generally said they were not aware of stockouts, 
stating they had not heard any complaints and therefore 
felt it was a nonissue.

“If I don’t get communication from the in-charges, I 
may not be aware [of stockouts] unless I go for supervi-
sion, though you know supervisions are not regular.” 
—policymaker, Kamuli

“No, I don’t think it [stockouts] is a problem.… For fam-
ily planning, I have not heard any complaint [of stockouts], 
so I don’t know if it’s because people don’t approach me in 
that context.”—policymaker, Mbarara

Perceived Causes of Stockouts
Women were unaware of the causes of stockouts and fre-
quently blamed providers. They felt that providers with-
held the method. Speaking hypothetically, most of the 
policymakers and decision makers interviewed said they 
were not sure what could cause contraceptive stockouts. 

TABLE 3. Percentage distribution of focus group 
participants, by current contraceptive method choice

Method % (N=50)

Injectable 38.0
Implant 12.0
IUD 8.0
Pill 8.0
Male condom 8.0
Female sterilization 4.0
Rhythm 2.0
None 20.0

Total 100.0




