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Executive Summary  
Introduction  

The Gambia is a small country with a population of 1.9 million. Currently, the health system of 

the country faces many challenges especially due to the weak service delivery and poor health 

indicators. For instance, the expected life at birth is 58 years and maternal deaths are 360 per 

100,000 live births. About 25% of children are chronically malnourished or stunted. On these 

grounds, the countryôs progress towards the MDGs (MDG 4, 5 and 1c) has been considered as 

slower than expected. One of the major reasons for poor health indicators is the low utilization of 

health services and inappropriate health seeking behavior attributed by various socio-cultural and 

economic barriers.  In this context, the government of The Gambia is keen to introduce many 

strategies to address the demand-side barriers.  These demand-side initiatives are expected to 

bring in an optimum synergy between the demand- and supply-sides so that service utilization 

can be enhanced optimally. The proposed Maternal and Child Nutrition and Health Results 

(MCNHR) project by NaNA, MoHSW and World Bank is one such initiative in this regard. This 

rapid demand-side assessment was expected to generate evidence to support the design of the 

RBF project on Reproductive and Child Health (RCH), adolescent health and nutritional 

practices of pregnant women and under-five.  The study specifically assessed the current 

knowledge and practice as well as the community provider preferences on RCH, adolescent 

health and nutritional practices. It also examined the various barriers and facilitators of the 

current health seeking patterns in this regard. The other major objective was the household out-

of-pocket spending on RCH and other healthcare.  

 

Methodology 

This study was a rapid demand-side assessment on the health status, expenditure, care seeking 

and its determinants on maternal and child health, nutrition and adolescent health.  It was 

conducted by using a mixed-method approach i.e. a combination of quantitative and qualitative 

methods.  The quantitative study consisted of a survey involving 1,618 households.  The 

qualitative study was made up of focus group discussions among pregnant women and mothers 

of under-fives; and in-depth interviews with adolescent males and females.   
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Results 

Household Survey 

The number of persons listed in the 1,618 households during the survey was 13,240.  The main 

ethnic groups of the heads of households surveyed were Mandinka, Fula and Wollof.  Literacy 

was better among urban compared to rural household heads.  Over 10% of urban household 

heads had tertiary education compared to 3.3% rural household heads.  Nearly 40% of urban 

households were classified among the richest compared to 7.6% rural households.   Around 90% 

of households had a safe source of drinking water.   

 

Out of the 13,240 household members, 17.2% (2,283) visited a healthcare provider in the past 

four weeks, most of which was for illness reasons.  A significant number of health care seekers 

(87.8%), both in rural and urban areas, would prefer to seek care from a public health facility. 

During the last four weeks preceding the survey, a household on an average spent D208.50 to 

treat any type of illness for its members.  On average households spent D53 on maternal health 

care in the past four weeks.  The mean per capita household spending for all health issues 

(including maternal health care) was D168.50.   

 

Among the women aged 15-49 years, 475 of them were reported to have given birth within one 

year preceding the survey.  In the urban areas, 22.8% women went to a clinic in their 4
th 

month 

of pregnancy, while 20.3% went to a clinic in their 5
th
 month.  In the rural areas, these 

proportions were 36.6% and 23.55% respectively. The majority of the mothers (71.6%) reported 

having made more than four antenatal visits during their pregnancy.  Among the women who had 

any ANC, 85. 2% went to a Government clinic for ANC. Similarly, among the institutional 

deliveries, 69% occurred at Government institutions.  Nearly 83% of newborns had received 

their first check-up between birth and the first 2 weeks. About 65% of the mothers took their 

babies to government health facilities for immunization.   
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On an average each maternal health care seeker spent D62 for receiving care a month before the 

survey.  Savings and gifts from relatives were the main source of funds, 40.5% and 23.4% 

respectively. 

 

Focus Group Discussions 

The FGDs were conducted with 28 groups ï 14 groups comprising a mix of pregnant women and 

mothers of infants; and another 14 groups comprising mothers of children under 5 years.   

 

Nearly all groups agreed that a woman should report to the clinic or health facility when she 

discovers she is pregnant.  The timing was generally by the 3
rd

 to the 4
th
 month of gestation.  

Women had fears during pregnancy, these being anaemia and undergoing a surgery. All 

participants wanted to deliver at a health facility.  Postnatal care was not perceived as a routine 

service that health facilities offer.  All mothers agreed that colostrum is essential for the newborn 

and exclusive breastfeeding is good for the child.  There were many taboos related to feeding 

newborns.  

 

Mothers knew that vaccination prevents childhood diseases.  Many however, did not know the 

diseases vaccines prevent; whilst some had wrong views regarding the diseases prevented by 

vaccination.  Personal and food hygiene were regarded as the common precautions mothers take 

to address health and nutrition issues 

 

Women were reported to go to the public or NGO health facility closest to them for services.  

The few who could afford it use private-for-profit health facilities, which are mainly in the urban 

areas.  There were mixed responses when participants were asked how satisfied they were with 

the service from the facilities. As per the mothers, private facilities had better quality of care 

compared to that in public facilities. Women recognised the role of VSGs and other community 

groups in promoting exclusive breastfeeding and child care.  Free maternal and child care was 

available in all public health facilities.  However, not having adequate liquid funds with them 

was considered as an important barrier to seek care. This was due to the persistent need to spend 

on drugs and transportation and sometimes on lab tests.   
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In -depth Interviews (IDI)  

The IDIs were conducted with 32 adolescents ï comprising 16 males and 16 females.  Early 

marriage and teenage pregnancy were mentioned by adolescent males and females in most 

regions; whilst STIs was mentioned by adolescents in all regions.  Adolescents were reported to 

seek healthcare when they are ill or notice something abnormal with their bodies.  The public 

health facility was the preferred place to go to, primarily because it is cheaper and accessible.  

Most adolescents knew about HIV and the sexual route of transmission.  Adolescents were aware 

that eating too much with little physical activity makes one gain weight.  Many of them also 

knew about family planning, both modern and traditional.  Regarding menstrual practices, 

female adolescents reported that they use sanitary pads, clean cloth, old clothes and napkin.  

Only 2 out of the 32 adolescents were smokers, 1 male and 1 female. One other had tried 

marijuana in the past.   

With respect to the formal and traditional healthcare services, some believed that the formal 

health service was always available, nurses were friendly, and one gets quality service.  

Traditional healthcare services were reported to be easily accessible and available, but with less 

quality and effectiveness.   Their sources of information on health issues were from the radio, 

television, peer groups, health workers, parents, grandmothers, peer health educators and friends.  

Adolescents were keen to raise their awareness of health issues through sensitization meetings 

and workshops with health workers. As per many of them, increasing the availability of drugs 

and health workers will improve health care seeking; and upgrading health facilities and 

facilitating transportation would improve accessibility to healthcare. 

 

Discussions 

Preference for public health facilities was well reported in the FGD and IDI sessions; and in the 

household survey.  The unavailability of drugs in public health facilities, distance between some 

communities and the health facility, attitude of staff and the unfriendliness of the services to the 

youth, were cited as serious concerns faced.   In both the quantitative and qualitative studies 

preference for traditional healers was very low.   
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Findings from the FGDs and the household survey show that women seek antenatal care at 

public health facilities when they are pregnant.  Most women would report to the antenatal clinic 

óafter 3 monthsô of gestation.  This was consistent with findings in the household data.  Delivery 

in public health facilities is free for Gambians.  Whilst most would like to deliver at a health 

facility, nearly one-fifth of all women who got any ANC had delivered at home.  In the public 

health facilities postnatal care (PNC) is not offered as a routine service by health staff.  The FGD 

sessions indicate that women would only go for PNC if they have a health problem after 

delivery.  Infants are put to the breast immediately after birth.  Mothers recognize the value of 

colostrum known as the ófirst milkô.  Most mothers know about exclusive breastfeeding.  

Children are taken to clinic regularly, once a month, for child welfare services, including 

immunizations and growth monitoring.  Infant and young child feeding practices directly affect 

the nutritional status of children and, ultimately, impact child survival.  Mothers start introducing 

other foods early in the babyôs life, except for those practising exclusive breastfeeding.  There 

are still taboos around what foods a child can or cannot take. 

 

Out-of-pocket expenditure on health are borne directly by the patients or their households.  The 

average per capita household expenditure per illness is D208.50, with the richest quintile 

spending nearly 4 times on health than the poorest, D436.20 as opposed to D115.80.  The pattern 

of expenditure observed shows higher per capita expenditure per illness and a lower per capita 

expenditure on maternal care.   

 

Conclusions 

This study has showed that public health facilities are the preferred choice by most people.  

There are several bottlenecks to accessing and utilizing public health services, key among which 

is the shortage of drugs.  Women know they should seek antenatal care, which is free at public 

health facilities, when they are pregnant.  Newborns are put to the breast immediately after birth 

thereby feeding them colostrum.  Infant and young child feeding practices are to, a lesser degree, 

still affected by culture and tradition.  
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Household expenditure on health is 1.2% of total household expenditure.  This may not seem 

high but with the level of poverty especially in the rural areas families would increasingly find it 

difficult to meet the cost of health. 

 

Recommendations 

The study recommends the following strategies to improve appropriate health seeking for RCH, 

nutritional practices and adolescent health:  

¶ Increase the community level sensitization on RCH, nutrition and adolescent health. It is 

essential to enhance the awareness on early ANC, PNC and exclusive breast feeding. Even 

in urban areas, more sensitization is needed to ensure the use of treated bed nets for pregnant 

women and children to prevent malaria. The community level participation needs to be 

built-in for a sustained community empowerment and awareness.  

¶ Ensure routine community health education programs. These programs need to be locally 

sensitive and their themes should be tailored to various client groups.  

¶ Deepen the current services of community health and nutrition structures. Given the limited 

transportation services and affordability, mothers and children will benefit more from the 

community level structures.  As TBAs are still being approached for ANC, it is relevant to 

enhance their level of knowledge and skills to support RCH. In short, increased availability 

of preventive services and routine check-ups at community level will be beneficial.  

¶ Improve the availability of transportation services at the community level. It may be worth 

to establish a community fund to meet the emergency transport service needs of mothers and 

newborns, as most of them lack liquid cash with them. Remote areas need customized 

strategies to ensure access to transportation services.  

¶ Enhance the availability of trained staff at health facilities. Staff at public facilities also need 

to be sensitized on gentle and respectful behaviour towards patients/clients.  

¶ Provide equipment and materials for health facilities to facilitate proper diagnosis of health 

conditions and ensure quality care. It is essential to refurbish maternity rooms in public and 

NGO facilities.  

¶ Increase the number of wards and beds in health facilities as currently they have long 

waiting times and many case loads.
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1 INTRODUCTION 

1.1. An overview of the Gambian Health System 

The Gambia is a small country in West Africa with a population of approximately 1.9 million 

(GBOS, 2013).On an average, the population of The Gambia has been growing at the rate of 3.3 

per cent annually during 2003 to 2013 (GBOS, 2013a).  At this rate, the current population size 

is expected to double in the next 21 years.  According to the 2003 census1, the population of The 

Gambia is mainly young with more than half (63.55%) below 25 years. Elderly persons of 65 

years and above account for 2.8% of the population. Women in the reproductive age group 

constitute around 25% of the population, while infants and under-fives are 2.1% and 14.3% 

respectively. More than half of the population live in urban areas.  

 

The Gambia adopted the Primary Health Care Strategy in delivering health services in 1979.  It 

envisages for basic health services being universally accessible to the population.  PHC is 

delivered through three levels of care; 1) the primary level provides the preventive and curative  

action through a network of village health posts consisting of volunteer Village Health Workers 

(VHWs) and volunteer Traditional Birth Attendants (TBAs), who are supervised by trained 

Community Health Nurses (CHNs), 2) the secondary level provides procedures less complicated 

than the tertiary and has a network of major and minor health centres, and clinics with more 

specialised staff and equipment and 3)  the tertiary level provides more specialised services and 

interventions and is intended to function as a referral service for the secondary level.   

 

Despite a long history of having a primary healthcare strategy, when it comes to health status 

indicators, the current life expectancy at birth is 58 years. As per GBOS 2012, the current Infant 

and under-5 mortality rates are estimated at 34 and 54 per 1,000, live births, respectively. 

Neonatal mortality contributes to 65% of total infant deaths. Around 25% of children were 

chronically malnourished or stunted (height-for-age below ï2 SD), and 8% was severely stunted. 

                                                           
1
The 2013 provisional census report does not have the population by rural/urban and age group breakdown. 

Hence the 2003 census figures are used. 
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The maternal mortality ratio is still high at 360 per 100,000 live births in 2010, according to a 

World Bank report published in 2012. This figure is a modelled estimate using information on 

fertility, birth attendants, and HIV prevalence
2
. With regard to utilization of services, only 9% of 

currently married women use a contraceptive method of any kind, and only 8% of them use a 

modern method. 

 

As per the current evidence, there exists inequalities in the utilization of health services between 

rural and urban areas and different socio-economic groups (DHS 2013).  For instance, the 

prevalence of any contraceptive method is three times higher in urban areas (12%) than in rural 

areas (4%). Women  with  secondary  or  higher  education  are  more  likely  to  use a  modern 

contraceptive method (15%) compared to less educated women (6%). The percentage of children 

who were fully immunized was higher in rural areas than in urban areas (84% vs. 67%). 

 

As explained above, the Gambiaôs slow progress towards health- and nutrition-related MDGs 

can be largely attributed to five main but interrelated factors: 

 

1. Neglect of the primary care:  A half of the national budget remains at the tertiary level, 

while only 20% goes to the decentralized level. As a result, many public subsidies for 

health frequently benefit the rich more than the poor. 

2. Inadequate availability of maternal and child health and nutrition services. The healthcare 

delivery system is weak with poor quality of care.  

3. An absence of a comprehensive human resource strategy that enables recruiting, training, 

deploying, maintaining and monitoring sufficient numbers of providers in primary health 

care (PHC) facilities and communities. As a result, the health sector is experiencing high 

rates of attrition of skilled workers and inequitable distribution of providers. 

4. Inadequate (or inconsistent) supplies of equipment, drugs, fuel and commodities in both 

health  facilities and in communities, including electricity, clean water, cold storage 

capacity for blood; delivery kits; new growth reference charts; service manuals; 

                                                           
2
 Source: http://www.tradingeconomics.com/gambia/maternal-mortality-ratio-modeled-estimate-per-100-000-

live-births-wb-data.html 

http://www.tradingeconomics.com/gambia/maternal-mortality-ratio-modeled-estimate-per-100-000-live-births-wb-data.html
http://www.tradingeconomics.com/gambia/maternal-mortality-ratio-modeled-estimate-per-100-000-live-births-wb-data.html
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consumables including birth control; transportation means for supervision as well as 

emergency evacuation; and needs forecasting. 

 

5. Socio-cultural barriers and limited community mobilization:  The prevailing cultural 

practices result in a plethora of harmful practices, delayed treatment seeking and ineffective 

first contact with health personnel at the community level. However, community structures 

are not full-fledged to enhance community level mobilization.  

 

6. Uneven access to and utilization of nutrition and health services by socioeconomic status and 

by geographic region, with urban and coastal regions faring much better than rural and more 

remote regions, and underutilization of services by adolescents. 

 

These factors point to an operationally weakened and under-funded PHC system and inadequate 

linkages between communities and or health sector. The Gambia relies on external aid for health 

sector financing with 67% coming from donors and 21% from the Government.  The out of 

pocket expenditure constitutes 12% of overall health expenditures according to the 2007 

National Health Accounts. Verticalization of externally financed programs and a decline in 

government financing of PHC has contributed to a gradually under-performing PHC system, 

whose structures are not well positioned to provide preventive or curative care. 

1.2. Rationale 

Given the unmet health related MDGs (1c, 4 and 5) and the weak health care delivery system, 

the Government is committed to improve the primary healthcare system and nutrition structures. 

There is also a growing realization that demand-side barriers need to be addressed to improve the 

service utilization on MCH and nutrition aspects. In this context, the proposed MCNHR project 

by NaNA and MOH with support from the World Bank is expected to synergize the demand-and 

supply-sides to improve the service utilization towards key health indicators optimally.  Given 

the scanty evidence on the community level determinants on healthcare, this rapid assessment 

had attempted to explore the same on RCH, nutrition and adolescent the health to support the 

design of MCNHR project.  This demand-side assessment will: (a) inform overall design of 

incentives for the project on both the demand and supply sides; (b) inform how best to address 
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demand-side bottlenecks to service provision and utilization; and (c) inform how best to 

capitalize on and strengthen existing inter-linkages between the  community and other health and 

nutrition structures at the community level.  

 

1.3. Objectives 

The overall objective of this study was to generate evidence on the various aspects of demand-

side for the design of the proposed project. In particular, the study focused on maternal and child 

health, nutrition and adolescent health. Its specific objectives were the following. 

i. To understand the current health issues and care seeking patterns and its determinants on 

maternal and child health, nutrition and adolescent health 

ii.  To explore the client satisfaction on community health and nutrition structures and 

various healthcare providers 

iii.  To assess the household health expenditure on maternal and child healthcare  

 

2 METHODOLOGY 

This study was a rapid demand-side assessment on the health status, expenditure, care seeking 

and its determinants on maternal and child health, nutrition and adolescent health.  It was 

conducted by using both quantitative and qualitative study methods.   

2.1 Quantitative survey 

This was a nation-wide household survey through a pre-tested questionnaire.  

 

2.1.1. Sampling  

The sampled households were selected through a stratified two-stage sampling procedure. The 

strata consisted of all Local Government Areas (LGAs) together with their urban and rural 

residence to provide a nationally representative study. The LGAs were Banjul, Kanifing, 

Brikama, Mansakonko, Kerewan, Kuntaur, Janjanbureh and Basse.  Apart from Banjul and 

Kanifing which are purely urban residence the other LGAs were further stratified into rural and 

urban areas. In the first stage sampling EAs were selected by systematic probability proportional 












































































































