
Project overview

Reason
According to the Uganda Health and Demographic Survey *, 17 
women die daily of preventable causes related to pregnancy and 
childbirth. The overwhelming majority of maternal deaths are pre-
ventable by addressing three critical delays:  

      The delay in decision to seek care 
      The delay in reaching care facilities 
      The delay in receiving adequate health care upon arrival in the 
care facility.   

Most maternal and perinatal deaths can be prevented with simple, 
evidence-based low-tech solutions. 

In the Ugandan Rakai and Kyotera districts, 95% of pregnant wo-
men live in remote villages and are economically vulnerable. They 
have to travel long distances to reach a health facility and they pay 
a high cost for this journey as they do not have their own means of 
transportation. Therefore, they often are forced to deliver in their 
villages without a skilled birth attendant.   

Digital Social Innovation
The Mama Rescue Project focuses primarily on the 2nd delay 
(reaching the care facility) and is nested within the comprehen-
sive Babies and Mothers Alive (BAMA) Program, a fully engaged 
partnership with the Rakai and Kyotera District Governments and 
the Ugandan Ministry of Health.  Mama Rescue established two 
processes. 
* Uganda Bureau of Statistics - UBOS, ICF. Uganda Demographic and Health Survey 2016. Kampala: 
UBOS and ICF; 2018.

Can digital social innovation help achieve universal health 
coverage? How? And in what situations?     
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1. Transportation from villages to health centers – “Boda for Mothers” 

Mama Rescue Project offers: 

    A simple automated mobile-phone platform to link mothers in labour to moto-taxi (boda  
boda) drivers and, 
     Transport vouchers for pregnant women with limited financial resources, including a unique 
ID number, once women have attended four Antenatal Care (ANC) visits at the closest local 
health facility. 
     A data dashboard for internal BAMA staff to monitor all cases and service delivery.  

When labor begins at home, the mother (or a relative) can call a local boda-boda driver who 
works with the Mama Rescue Project and whose number has been given during the ANC visits. 
This driver will validate her voucher on his mobile phone by entering her ID number. On arrival 
at the health center, a medical staff (midwife, nurse or doctor) confirms their arrival in the appli-
cation on her phone, enabling the driver to be reimbursed in MTN mobile money immediately.  

166 boda-boda drivers have been recruited, vetted and trained to participate in the Mama Res-
cue Project. Specifically, all participating drivers undergo a comprehensive background check 
and are recommended by government and civil society leaders. They are trained in safety 
procedures and basic triaging skills and are provided two helmets and reflector jackets for 
themselves and their clients. 
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2. Emergency referral system 

When patients need to be referred from a health center to the hospital in the event of a 
life threatening complication , the emergency referral system can be activated. The midwife at 
the health facility calls Mama Rescue. The Interactive Voice Response (IVR) is an automated 
phone system technology that allows incoming callers to access information via a voice res-
ponse system of pre-recorded messages without having to speak to an agent, as well as to use 
menu options via touch tone keypad selections. The automated system selects from enrolled 
local taxis and ambulances based on the time required to arrive at the health facility. 30 auto-
mobile taxi drivers have been recruited, vetted and trained to participate in the Mama Rescue 
Project.  

The driver is prompted to enter his estimated time of arrival. While the driver is on his way, the 
midwife at the health facility enters clinical information from the Mama Rescue USSD2 drop-
down menu regarding the emergency, which is transferred to the hospital in order to reduce 
delays in patient triage and preparation. Upon arrival at the hospital, a midwife from the hospi-
tal validates the transport voucher, enabling the driver to be reimbursed in MTN mobile money. 
After delivery, the midwife enters the results of the delivery into her phone, which is sent as a 
birth report back to the health center.  
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The digital innovation connects vulnerable women in labor in rural areas to local taxi drivers, 
allowing for 24 hour availability of transport and emergency referral of pregnant women and 
babies with life-threatening complications.  

The electronic vouchers worked as an incentive for women in rural areas to attend all 
recommended Antenatal Care (ANC) visits as they were provided after the completion of the 
4th visit.  

ANC sessions have helped to inform women about pregnancy-related risks and the importance 
facility-based delivery with skilled care. As women attend ANC, they can recognize the signs of 
labor and react rapidly to contact the local drivers to ensure they are transported from home to 
health facility in a timely fashion.  

Digital transmission of clinical information for clients prior to their referral has enabled higher-
level health facilities to prepare for obstetric emergencies. This has significantly reduced the 
time from arrival to the appropriate delivery of care. 

Interaction with and use of the Mama Rescue platform has improved digital literacy amongst 
health workers, drivers and rural women. Women from rural areas with low financial resources, 
who are especially at risk of digital illiteracy, can now request transport on their own phone or 
one of their community members. 

Mama Rescue’s dashboard provides the project team and health staff valuable data on 
transportation and quality of care issues. For example, data has been used to address health 
system delays to provide caesarean section or to understand gaps at lower health facilities 
regarding referral transfers, including better identification of women who are in need of 
emergency response services. 
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23,959 women in labor have been 
transported from their homes to health 
facilities in the Kyotera and Rakai 
Districts

Percentage of facility deliveries (skilled 
attendance at birth) has increased from 
75% (12,675/16,852) in 2020 to 94.4% 
(19,305/20,448) in 2022

The time from arrival at a higher-
level healthcare facility to effective 
intervention dropped from three 
hours observed at baseline to 45 
minutes

Key messages
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My experience of losing my baby pushed 
me to start riding a boda boda (motorcycle taxi) 
so that I can support my fellow women who are 
pregnant to reach the hospital on time and not 
have complications leading to the death of their 
babies. Several mothers call me at any time from 
the neighboring villages to come and take them 
to the hospital to save both the life of the mother 

and the baby
 Grace Nakintu, 25-year-old woman from 

Kibaale Village

 I was given the phone numbers of the 
Boda Boda (motos-taxis) riders in my area for 
easy access to the health facility. When I went 
into labor, I called Mr. Matovu, who came in 10 

minutes to take me to the health center 
Josephine, Ugandan mother

Do you want to read other 
stories from the project? 

The Mama Rescue Program has enabled us to improve 
emergency preparedness of health facilities to provide life 
saving caesarean sections, blood transfusion services.  Our 
clinical work is more satisfying as we see more women and 

babies discharged from our health facilities alive and well. We 
are proud for this program as it continues to give us confidence 

to do more
Dr. Daniel Murokora, working for BAMA foundation

https://www.wehubit.be/en/stories


Lessons learned
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Inclusion and equity

Men are invited to participate in the ANC sessions to get the same information as their spouses 
and thus be better prepared to support them. 

The tool uses USSD * based technology that can be accessed in any area with telephone 
connectivity, ensuring that no women are left behind and that this solution is accessible in hard 
to reach, remote areas. 

Clinical information sent to facilities under the emergency referral system is only accessed by 
medical staff working with Mama Rescue and accredited to access the Mama Rescue System, 
to ensure privacy. 

Stakeholders and users’ responsiveness

Key stakeholders such as boda-boda drivers and health workers participated in a comprehensive 
baseline study in order to identify their specific needs. For example, it was identified that, while 
access to simple cell phones was relatively high, the use of USSD based platforms required 
training.  

The digital tools (mobile phones, mobile money) are familiar to end-users; and are well known, 
if not already used. This approach encourages the involvement of economically vulnerable and 
largely uneducated people, such as poor women from rural areas, as well as primary healthcare 
workers, community extension workers and local taxi drivers and motorcycle (boda-boda) drivers 
in the Mama Rescue system.  

The Ministry of Health (MoH) provided valuable guidance on alignment to national priorities 
through the National Emergency Medical Services Review, allowing the Mama Rescue project to 
be in line with government’s priorities and thus easily accepted and supported..  

The design of the project was guided by available resources. However, as the project was 
answering a well identified issue, respecting the realities and needs of the end-users, and was 
highly publicized in all communities, the demand for the project’s services was much higher 
than expected. The geographical area coverage expanded, increasing the costs of the project. 
The referral patterns within a given geographical area should therefore be better evaluated 
before implementation. 

            * USSD (Unstructured Supplementary Service Data) is a feature of the GSM, 3G and  
                 4G mobile telephone networks, generally associated with real-time or instant messaging 
       type telephony services. It does not include any of the save and forward capabilities that are 
a feature of “normal” 
 SMS short messages. Response times for interactive USSD-based services are generally faster 



Use of digital tools beyond project’s end 

The Mama Rescue Project uses USSD and SMS short codes that will remain available to use 
beyond the project. However, annual subscription to the Uganda Communications Commission 
($14,160 per year) will still be needed.  On-going discussions with the MoH will hopefully result in 
government support/exemption of these costs. 

All users (women, drivers, health workers) used their own phones, or the one of relatives, to 
access the system. Personal phones will still be used to access communication at community 
level.  

The health workers (midwives and doctors), motorcycle drivers and taxi drivers have been 
trained and are experienced users of the process and platform in the community. In addition 
to background checks, boda and taxi drivers received training on  safety, respect for the rights of 
women, and basic triaging skills. They will remain valuable resources to implement the solution 
beyond the project.  

Boda-boda drivers have formed associations at community level, facilitating communication 
between health facilities and communities. This collaboration will continue independently.



Perspectives

Implementation of the Mama Rescue Project has shown a potential to:  

      provide reliable and accessible transport from home to health facility in a timely fashion  

      organize an emergency referral system that both reduces time for referral, as well as delays 
in the provision of appropriate life-saving interventions. Its features to link women, drivers and 
health facilities could be used in the coordination of emergency transport for the whole health 
sector at the national level. 

The sustainability of Mama Rescue can be strengthened through the establishment of Village 
Savings and Loan Associations (VSLA) to encourage savings for health services. Forty village 
savings and loan association groups have been created with a total membership of 1,687 people 
with key messages on health as a foundation for economic empowerment. Introduction of 
e-wallet and mobile payments technology are viable options to improve the savings operations 
of VSLAs and are compatible with the Mama Rescue solution. 

The upcoming health pillar of the new Belgian portfolio is considering the upscaling of the 
initiative to other districts in the coming years. 

BAMA is in discussions with the MoH regarding support for zero-rating of USSD codes and 
exemption of UCC fees, as well as the adoption of core elements of the Mama Rescue Emergency 
Referral System (use of platform to communicate clinical information prior to referral) by the 
national health system. 

This learning sheet has been developed in the framework of  the Wehubit Knowledge Exchange Network
in collaboration with 

Dr. Daniel Murokora, Dr. Eleanor  Nakintu and Mark Sklar (BAMA foundation) 
and with support of the Royal Tropical Institute (KIT)
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