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Abstract 
Globally, an estimated 1.6 to 5.4 million individuals live with Down Syndrome, 
with each mother’s journey shaped by unique factors like culture, socioeconomic 
status, and resource access. This study explored the lived experiences of mothers 
with children diagnosed with Down Syndrome (DS) at Mbarara Regional Refer-
ral Hospital in Uganda, a facility serving over four million people in Western 
Uganda and neighboring regions. A cross-sectional phenomenological design 
was employed, which utilized a semi-structured, face-to-face interview guide 
conducted in March 2025 in English and Runyankole to capture the personal 
narratives of 15 mothers, selected via convenience sampling until data saturation 
was achieved. Data were collected from the hospital’s paediatric neurological 
clinic and analyzed thematically, revealing five key themes: emotional experi-
ences, social support and relationships, healthcare experiences, coping strategies 
and resilience, and hopes and fears for the future. Mothers described initial shock 
and grief that evolved into acceptance, bolstered by faith and family, yet tem-
pered by persistent stigma and limited healthcare resources. Challenges included 
long wait times, inadequate equipment, and poor provider communication, 
while resilience emerged through spiritual beliefs and practical caregiving rou-
tines. Hopes centered on the children’s health and inclusion, contrasted by fears 
of future care and societal rejection. This study highlighted the interplay of cul-
tural resilience and systemic gaps, and offered novel insights into Ugandan 
mothers’ realities compared to Western contexts. Findings underscored the need 
for enhanced healthcare training, formal support networks, and stigma reduc-
tion initiatives to support these mothers and their children effectively. 
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1. Introduction 

Down Syndrome (DS) is a genetic condition caused by the presence of an extra 
copy of chromosome 21, resulting in a total of three copies instead of the usual 
two (a condition known as trisomy 21) (Antonarakis et al., 2020). Individuals with 
Down Syndrome often exhibit flat facial features, eyes that slant upward, shorter 
necks, a prominent single crease in the palms, shorter height, and reduced muscle 
tone (Bamson & Mandah, 2024). In the late 1800s, Langford Down released a pre-
cise account of an individual affected by this condition. The onset of DS typically 
takes place during the prenatal stage, and it can be detected before birth using 
prenatal screening methods such as ultrasounds and maternal serum tests (He et 
al., 2021). A conclusive diagnosis is generally established through diagnostic pro-
cedures like amniocentesis or chorionic villus sampling (CVS), which examine 
fetal cells for chromosomal anomalies (Kats et al., 2024).  

Around 1.6 to 5.4 million people worldwide have Down Syndrome (Kats et al., 
2024). It is one of the most common genetic conditions, with a high prenatal mor-
tality rate of 70% - 80% and affecting about 1 in every 800 to 1000 live births. DS 
is often associated with cognitive challenges and growth delays, making it one of 
the main reasons for these types of issues in children (Alrayes et al., 2024). More 
than half of babies born with DS also have congenital heart defects, and they are 
more likely to face thyroid issues, hearing problems, diabetes, obesity, leukemia, 
gastrointestinal issues, and sleep apnea. In developed countries, the help and re-
sources available for families with children who have Down Syndrome have im-
proved significantly over the past few decades (Noroozi et al., 2024). Better 
healthcare, early intervention, inclusive schools, and community support have im-
proved life for these children and their families, leading to an average life expec-
tancy of about 60 years (Tolouei Rakhshan et al., 2024). In the U.S., around 6000 
babies are born with Down Syndrome each year, which means about one in 700 
newborns is affected. In Europe, Down Syndrome is the most common aneu-
ploidy, with about 10.1 live births for every 10,000 (Steffensen et al., 2024).  

In developing countries, Down Syndrome can be particularly difficult to man-
age, mostly because many people are not aware of it and medical resources are 
lacking (Noroozi et al., 2024). In Eastern China, it is the most common birth de-
fect, occurring in about 30.7% of all births (Wang et al., 2022). In India, 1 out of 
every 830 children is affected, which means around 23,000 to 29,000 children are 
born each year with it, and only about 44% survive. Each mother’s story is unique 
and can change significantly based on factors such as culture, finances, access to 
care, and the individual needs of the child. The situation surrounding Down Syn-
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drome in these areas has been inconsistent, shaped by various social and economic 
factors, slow technological advancements, and often, minimal support from the 
government (Ko et al., 2021). Understanding these personal experiences provides 
a better understanding of the challenges families face and their resilience in coping 
with these difficulties.  

In sub-Saharan Africa, people with disabilities experience stigma and discrimi-
nation manifested through negative perceptions from family and community 
members, derogatory names, and misconceptions about the origins of disabilities. 
This leads to diminished self-worth, feelings of depression, and the social isolation 
of individuals with disabilities (Gboyega et al., 2024). The exact prevalence of 
Down Syndrome (DS) in African populations is not well established due to inac-
curacies in many studies related to its incidence and prevalence. This inaccuracy 
arises when significant factors like socioeconomic, cultural, educational, genetic, 
racial, and environmental aspects of various African populations are overlooked, 
thereby compromising the reliability of the information (Sifir, 2024). In Ethiopia, 
the arrival of a child with Down Syndrome brings significant physical and emo-
tional impacts on parents, particularly mothers, such as difficulty in accepting the 
birth of a child with a disability, changes in their lifestyle, dynamics within family 
relationships, concerns about the child’s uncertain future, access to essential ser-
vices, and acceptance by society and the community (Sifir, 2024).  

In Nigeria, as in many other low- and middle-income countries, children with 
Down syndrome and their families face unique challenges related to healthcare, 
education, social stigma, and access to support services. The physical and mental 
obstacles can hinder parents and families from coming to terms with these cir-
cumstances, often resulting in a sense of shock, particularly for mothers. Addi-
tionally, this situation leads to significant mood swings, as many families find 
themselves needing extra income to cover the costs of additional therapy (Suza et 
al., 2020). Mothers often experience greater fatigue compared to fathers, as they 
devote more time to caring for the child.  

In Uganda, Down syndrome is linked to adverse perceptions within the com-
munity, challenges in accessing therapy, a higher occurrence of unstable physical 
and mental health in mothers, and rejection from both community members and 
some family relatives. Additionally, there is a shortage of facilities that cater spe-
cifically to individuals with disabilities (Peters et al., 2024). The condition induces 
emotions such as sadness, anger, difficulty in accepting the situation, and anxiety, 
which create challenges for mothers who are living with and caring for the chil-
dren (Peters et al., 2024). Consequently, it was essential to thoroughly investigate 
the experiences of mothers who have children with Down syndrome. Mbarara 
Regional Referral Hospital serves as a critical healthcare provider in the south-
western region of Uganda, catering to a diverse population with varied socio-eco-
nomic backgrounds and healthcare needs (Peters et al., 2024). Although Down 
syndrome greatly affects families, there is a lack of local studies that specifically 
examine the experiences of mothers. Existing literature predominantly reflects 
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perspectives from high-income countries, which may not fully capture the socio-
cultural contexts and challenges faced by mothers in Uganda. Gaining insight into 
the experiences of mothers who have children with Down syndrome at Mbarara 
Regional Referral Hospital was crucial.  

Purpose of the study 
The purpose of this study was to explore the lived experiences of mothers with 

children suffering from Down syndrome at Mbarara Regional Referral Hospital, 
Uganda.  

Objectives 
1) To explore the experiences of mothers with children suffering from Down 

syndrome at Mbarara Regional Referral Hospital, Uganda.  
2) To explore the social and cultural-related experiences of mothers with chil-

dren suffering from Down syndrome at Mbarara Regional Referral Hospital, 
Uganda.  

2. Methodology 

This study employed a cross-sectional phenomenological descriptive approach, 
utilizing qualitative data collection methods to investigate the experiences of 
mothers with children diagnosed with Down syndrome. This study targeted 
mothers of children who were diagnosed with Down syndrome seeking medical 
care at Mbarara Regional Referral Hospital. The sample size in the qualitative 
study was determined by saturation attained from a homogeneous population. 
Therefore, the sample size depended on information saturation during interviews, 
which was obtained after interviewing 15 participants. The research utilized a con-
venience sampling method to choose participants for the study. This enabled the 
researcher to choose participants who were accessible and contributed to the 
achievement of study goals. A semi-structured interview guide containing open-
ended questions was created to facilitate the discussions. Among the questions 
were prompts related to mothers’ emotions concerning raising a child with Down 
syndrome, their daily routines, and the challenges encountered while caring for 
the affected children, among other topics. In March 2025, in-depth interviews 
were carried out in person to gather information from participants. The data were 
collected in both English and Runyankore languages. It was recorded using note-
books and audio recordings. The researcher contacted suitable participants via the 
managers of the hospital or ward and provided an informed consent form to fill 
out. This form contained comprehensive details regarding the study’s procedures. 
After obtaining consent, each participant was interviewed individually by the re-
searcher, who is proficient in both English and the Runyankore language. The 
interviews were conducted in both English and the local dialect. Taking place in a 
private room within the Hospital, the interviews lasted approximately 50 minutes. 
Each session was audio-recorded with separate consent, and a notebook was used 
by a trained research assistant to note specific aspects of the interviews. Following 
the interviews, the recordings were transferred to a computer and securely backed 
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up with a password. The researcher then transcribed all recordings verbatim to 
maintain the fidelity of both content and intention. Experienced translators fluent 
in both Runyankore and English were tasked with translating the transcribed doc-
uments into English. After translation, the researcher listened to the original in-
terviews while comparing them to the English translations to verify accuracy. 
Once the researcher confirmed the translated English versions were accurate, the 
documents were then prepared for analysis. Data obtained through the digital au-
dio recorder, field notes, and transcriptions were maintained in a confidential 
manner and utilized exclusively for the specified purpose. All physical documents 
gathered were securely locked away in filing cabinets, granting access solely to the 
researcher. Electronic records were saved in files protected by passwords. The re-
searcher retained both physical and digital records for a duration of five years, 
after which all materials will be disposed off.  

The collected data underwent analysis utilizing the thematic analysis approach. 
This process consisted of six stages, including:  

1) Becoming familiar with the data (pre-coding tasks). This step involved tran-
scribing audio recordings and noting any significant meanings and patterns 
throughout the dataset, as well as reading and re-reading the transcripts and mak-
ing notes on potential codes to develop.  

2) Creating the initial codes (open coding tasks). A series of initial codes was 
generated to capture the patterns and meanings within the data. A codebook was 
established to organize these codes, followed by a thorough review of the data to 
pinpoint intriguing excerpts and assign the relevant codes.  

3) Identifying themes (grouping of initial codes). All excerpts linked to a spe-
cific code were organized together.  

4) Evaluating possible themes (organizing selective codes). The codes were cat-
egorized into potential themes. These themes highlighted trends and patterns ob-
served in the data, with some codes consolidated to form sub-themes.  

5) Defining and labeling themes (final examination). Each theme was made dis-
tinct, ensuring it was supported by adequate data. Similar themes were combined, 
while those without enough supporting data were eliminated.  

6) Compiling the report. The concluding step involved drafting the report, tak-
ing into account the themes to effectively express the validity of the analysis. 

3. Results and Discussion 
3.1. Results and Analysis 

The study investigated the lived experiences of mothers of children with Down 
syndrome at Mbarara Regional Referral Hospital in Uganda. Fifteen mothers of 
children with Down syndrome who were receiving hospital care were involved. 
Five major themes emerged from the thematic analysis of semi-structured inter-
view data: healthcare experiences, coping mechanisms and resilience, emotional 
experiences, social support and relationships, and future hopes and fears. There 
were subthemes within each theme.  
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Background information 
Maternal Background: The mothers’ ages ranged from 22 to 46 years, with the 

majority (roughly 10) being between 28 and 38 years old. This indicates that the 
mothers were a mix of younger and middle-aged individuals. Different family 
structures were represented by the fact that two mothers were single, five lived in 
extended family settings with grandparents or in-laws, and roughly half (8 moth-
ers) lived in nuclear households with their husbands and children, with an average 
of 3 - 5 family members. Three were unemployed and dependent on family sup-
port, three worked in low-paying jobs (such as shop assistants or cleaners), and 
the majority (9) were subsistence farmers or petty traders with modest incomes. 
The resource limitations influencing their experiences providing care were high-
lighted by this socioeconomic profile.  

Age of the children and time of Diagnosis: With a median age of roughly 4 
years, the children with DS ranged from 6 months to 13 years. The timing of the 
diagnoses varied: three children were identified later (between three and five years 
old), frequently following multiple medical visits; five children were diagnosed 
between six months and two years old as developmental delays became apparent; 
and seven children were diagnosed at birth based on physical characteristics that 
were readily apparent and frequently confirmed within weeks at the hospital. 
Some mothers experience delays in diagnosis due to a lack of early screening and 
awareness, which exacerbates their emotional and practical difficulties.  

Theme 1: Emotional Experiences 
Mothers’ psychological journey from the time of diagnosis to their continued 

daily lives was captured in emotional experiences. This theme emphasizes the in-
itial shock and developing fortitude that defined their emotional terrain.  

Sub-theme 1.1: Initial Emotional Reactions 
For mothers, receiving a DS diagnosis is frequently a life-changing and turbu-

lent event. The first news triggered a wave of strong emotions at Mbarara Regional 
Referral Hospital. Mothers expressed shock, sadness, and anxiety, which were fre-
quently exacerbated by their ignorance of DS. These reactions might be made 
worse by the hectic and occasionally impersonal hospital setting, which leaves 
mothers to process the diagnosis with little help right away. These early reactions 
were also impacted by cultural beliefs that added layers of guilt or confusion, such 
as attributing disabilities to supernatural causes. Their own statements below re-
flected the emotional beginning of their journey as carers.  

“… My world seemed to fall apart when I learned that my child had Down syn-
drome, and I sobbed for days. I was troubled” (p. 6)  

“… At first, I had no idea what Down syndrome was, so I was shocked and 
perplexed.” (p. 3)  

“… My first thought was, ‘How am I going to handle this?’ I was terrified of 
what lay ahead for her.” (p. 10) 

“… I couldn’t stop asking myself, ‘Why me?’ It was a mixture of sadness and 
anger.” (p. 2)  

“… I thought I was alone and that no one could relate to what I was going 
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through…” (p. 5)  
Sub-theme 1.2: Evolving Emotions  
Mothers’ emotional reactions changed over time as they adjusted to their role 

as mothers and the condition of their child. This sub-theme illustrates a transition 
from hopelessness to acceptance, as well as occasional pride and thankfulness. The 
process was not linear; mothers fluctuated between vulnerability and resilience in 
response to their child’s developmental milestones, social criticism, and coping 
strategies. According to their own words below, maintaining emotional strength 
in the face of ongoing difficulties required the capacity to find joy in little victories, 
such as a child’s smile or developmental milestone.  

“… I’m attempting to manage since we are receiving health services. My child 
is now my joy, and I have come to love her for who she is.” (p. 7)  

“… Even though I still get sad sometimes, I become stronger every day.” (p. 9) 
“… I’m proud to be her mother now, but I used to feel embarrassed.” (p. 11) 
“… His smile makes the difficult days worthwhile.” (p. 14) 
“… I’ve come to terms with the fact that it’s simply life and not a punishment.” 

(p. 15) 
Theme 2: Social Support and Relationships  
With an emphasis on the support or lack thereof—from friends, family, and the 

larger community, this theme captured the interpersonal dynamics that influ-
enced mothers’ experiences. Mothers’ capacity to manage DS was greatly im-
pacted by social networks.  

Sub-theme 2.1: Family and Community Support  
Mothers relied on the support of their families and communities, but it was also 

a variable factor. In certain situations, spouses and close relatives offered both 
emotional and practical support, which lessened the strain of providing care. In 
addition, neighbors and church groups provided practical assistance, such as food 
or company. Support was patchy, though; some moms experienced rejection or 
condemnation from family members who saw DS as a stigma or a form of divine 
retribution. Support groups, which were frequently unofficial and started through 
hospital connections, became an essential resource because they provided empa-
thy and a common understanding that family members alone could not always 
offer.  

“… No, my child’s DS hasn’t caused me to face discrimination.” (p. 7) 
“… My spouse has been my pillar of support; he assists me with everything.” 

(p. 14)  
“… After the diagnosis, some family members stopped coming to see us because 

they believe it to be a curse.” (p. 11)  
“… Sometimes, when I’m too exhausted to cook, my neighbor brings food.” (p. 

2)  
“… At the hospital and even at church, I joined a group of mothers who have a 

unique understanding of me.” (p. 6) 
“… Friends simply avoid the subject because they do not know how to discuss 
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it.” (p. 3) 
Sub-theme 2.2: Stigma and Societal Attitudes 
In Uganda, stigma is still a major problem that stems from ingrained cultural 

views about disability. Discrimination against mothers was common and could 
take many forms, from covert exclusion to overt animosity, such as disparaging 
remarks or blame-shifting. Isolation grew as DS was misunderstood as a curse or 
the result of maternal misconduct. Public places like marketplaces and places of 
worship become places of condemnation where mothers’ self-esteem is under-
mined by looks and rumors. This sub-theme emphasized the conflict between 
mothers’ attempts to defend their children’s dignity and societal attitudes.  

“… I feel so small when people in the market stare at us.” 
“… I will always remember the pain I felt when someone told me that my child 

was useless.” 
“… They call it witchcraft in my village, and I no longer even dispute it.” 
“… I wish they would just accept her, but the church prays for her recovery.” 
“… It is exhausting that some people believe I did something wrong to deserve 

this.” (p. 5) 
Theme 3: Healthcare Experiences 
Mothers’ encounters with Mbarara Regional Referral Hospital, a significant 

public institution in southwest Uganda, were reflected in their healthcare experi-
ences. This theme highlighted the healthcare system’s advantages and disad-
vantages, which were crucial for managing DS.  

Sub-theme 3.1: Access to Services 
Due to resource constraints that are common in low-income environments, ac-

cess to healthcare services was a major concern. Though they pointed out lengthy 
wait times, a lack of specialized equipment, and the cost of therapies, mothers 
appreciated the hospital’s efforts. Advanced interventions, which required travel 
or private funding beyond the means of most families, were frequently inaccessi-
ble, even though basic care was available. Mothers’ caregiving responsibilities 
were further burdened by this sub-theme, which emphasized the disparity be-
tween need and provision.  

“… Health professionals have been providing my child with high-quality, spe-
cialized care services ever since we began receiving care at Mbarara. However, 
transportation to come for review can occasionally be an issue.” (p. 7) 

“… The doctors at Mbarara Hospital make an effort, but there is insufficient 
equipment.” 

“… It was annoying that we had to wait for months to see a specialist.” 
“… The therapies they suggest are too expensive and too far away for me to 

afford.” 
“… They gave us some basic advice, but nobody ever gets back to us.” 
“… I feel like my child isn’t a priority because of how crowded the hospital is.” 

(p. 7) 
Sub-theme 3.2: Communication with Healthcare Providers 
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While crucial, effective communication with healthcare providers was not al-
ways consistent. While some mothers felt dismissed or misinformed, others val-
ued the kind staff members who provided explanations. Due to time constraints, 
technical jargon, and language barriers, mothers were unable to understand their 
child’s condition or future needs. Good encounters, such as recommendations 
for support groups, were notable exceptions, indicating room for development 
through education and compassion.  

“… I still do not fully understand the doctor’s explanation of Down syndrome.” 
“… While some nurses are nice, others make it seem as if I’m to blame.” 
“… They speak too quickly, leaving me with more questions than answers.” 
“… I wish they had told me what to anticipate regarding her development.” 
“… The best assistance I received came from a nurse who recommended a sup-

port group.” (p. 8) 
Theme 4: Coping Strategies and Resilience 
This theme arose from the ways in which mothers use both tangible and intan-

gible resources to manage the demands of raising a child with Down syndrome. 
Adversity and cultural strengths helped to create resilience, which became a de-
fining characteristic.  

Sub-theme 4.1: Practical Strategies  
It took creativity and perseverance to provide care on a daily basis. In order to 

meet their child’s specific needs, such as feeding issues brought on by the oral-
motor difficulties typical of Down syndrome, mothers created customized rou-
tines. Dressing and bathing became time-consuming tasks that frequently re-
quired trial and error to teach fundamental skills. Mothers adapted to limited ac-
cess to professional support by relying on family involvement or improvisation in 
resource-constrained environments. This demonstrated their proactive approach 
to problem-solving in the face of limitations.  

“… I do what the health care workers tell me to do.” 
“… He chokes if I feed him quickly, so I get up early to feed him slowly.” 
“… Although it takes time, she is learning how to dress herself thanks to my 

instruction.” 
“… I follow a schedule because it makes us both feel more at ease.” 
“… I have to stay up all night when she’s sick; it’s exhausting but necessary.” 
“… It’s now a family endeavor, so I ask my older children to assist. When I’m 

in the shamba for cultivation, my older kids assist with childcare.” (p. 9) 
Sub-theme 4.2: Cultural and Spiritual Coping 
Spiritual and cultural beliefs were a significant source of fortitude. In order to 

promote acceptance and a sense of purpose, mothers presented DS as a divine test 
or blessing. When practical solutions failed, community rituals, scripture, and 
prayer provided emotional comfort and reduced stress. This sub-theme high-
lighted the ways in which caregiving and faith interacted, setting Ugandan expe-
riences apart from secular coping strategies.  

“… Every day I pray, and God gives me the strength to keep going.” 
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“… I cling to our pastor’s statement that she is a blessing.” 
“… I can’t give up on her; we take care of our own in our culture.” 
“… I’ll pass this test, which I think is a test from God.” 
“… When I’m feeling overwhelmed, I find that reading the Bible helps me re-

lax.” (p. 8)  
Theme 5: Hopes and Fears for the Future  
In a society with little support for people with disabilities, this theme reflected 

mothers’ forward-looking viewpoints and struck a balance between optimism and 
concern about their child’s future.  

Sub-theme 5.1: Hopes  
Mothers had hopes for their kids’ socialization, growth, and well-being. Despite 

obstacles, they dreamed of achievements like education, friendships, or better 
communication, motivated by love and willpower. These aspirations were tem-
pered by reasonable expectations that were influenced by their circumstances and 
reflected a desire for acceptance and normalcy. The importance of societal change 
was highlighted by the emergence of community inclusion as a recurring goal.  

“… One day, I hope, he will be able to attend school and make friends.” 
“… The only thing that matters to me is that my child is happy.” 
“… I hope that she will learn to speak more.” 
“… As he matures, I hope society will embrace him.” 
“… I hope he has a long and healthy life.” (p. 5)  
Sub-theme 5.2: Fears 
Fears focused on vulnerability and uncertainty, especially with regard to long-

term care and social rejection. Mothers were concerned about their child’s pro-
tection, independence, and decline in health after their own passing. In addition 
to financial instability and stigma, there were significant social and educational 
obstacles. This sub-theme highlighted the conflict between individual dedication 
and structural shortcomings.  

“… I’m afraid of what will happen to him after I’m gone. I worry that, in the 
future, other people might separate my child from me.” 

“… What happens if she never gains her independence? That worries me.” 
“… I worry that because he is unique, people will treat him badly.” 
“… I’m not sure how we will handle education; it seems unattainable.” 
“… As he gets older, I fear his health will deteriorate.” (Who said this)  

3.2. Discussion of Findings 

The results shed light on the diverse experiences of mothers at Mbarara Regional 
Referral Hospital, highlighting both general trends and subtleties unique to the set-
ting. Convergence, divergence, and contextual influences were highlighted when 
comparing the results of this study with pertinent studies from the literature review.  

The results showed that mothers of children with Down syndrome in Uganda 
faced a complex interplay of emotions, social dynamics, and systemic challenges. 
The initial shock, grief, and confusion that Ugandan mothers reported were in 
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line with the feelings of disappointment, sadness, and anger that mothers ex-
pressed after receiving a diagnosis in Desimpelaere et al. (2024) in Belgium and 
Kammes et al. (2022) in the USA. Similar to Kammes et al.’s discovery of mothers’ 
ignorance of DS, the Ugandan context, however, intensified these responses be-
cause of a lack of prior knowledge of the condition. The cultural perspective of 
Ugandan mothers, who saw DS as a possible curse, added guilt, a nuance less evi-
dent in Western studies than in Grane et al. (2023) in Ireland, where initial re-
sistance gave way to patience. In contrast to Mengoni et al., this indicated a lack 
of resource awareness.  

The shift from hopelessness to pride and acceptance was similar to that of Jöns-
son et al. (2022) in Sweden, where mothers expressed steadfast thankfulness in the 
face of adversity. As opposed to the protracted depression reported by Kammes et 
al. (2022), Ugandan mothers’ faster acceptance might be the result of their cultural 
resilience. Due to a lack of therapeutic resources, Ugandan mothers placed more 
emphasis on celebrating small victories than Desimpelaere et al. (2024), who em-
phasized and encouraged independence as a coping mechanism. This resilience 
was influenced by faith-based acceptance rather than secular adaptation, which 
was consistent with Grane et al.’s (2023) sincerity.  

Although Ugandan mothers reported spousal support, Huiracocha et al. (2017) 
found that caregiving burden strained relationships in Ecuador—a pattern similar 
to the variable family support seen in Uganda. In contrast to the structured sys-
tems in high-resource settings, Uganda lacked formal support networks. How-
ever, its informal, hospital-based support groups were similar to the peer support 
described by Mengoni et al. (2023) in the UK, with the latter’s organic community 
assistance (such as neighbors sharing food) adding a distinctive collectivist ele-
ment. 

While stigma in Uganda associated with moral failings or witchcraft was con-
sistent with the environmental challenges identified by Duranovic et al. (2017), it 
surpassed the subtle rejection in Grane et al. (2023). Ugandan stigma was cultur-
ally based, exacerbating isolation beyond Western experiences, in contrast to 
Kammes et al.’s (2022) emphasis on medical misunderstanding. Duranovic et al. 
(2017) highlighted integration success in Croatia, which was a far-off possibility 
in Uganda, where public opinion (such as market stares) mirrored but outper-
formed Iran’s struggles related to fatigue.  

The lack of resources at Mbarara Hospital stood in stark contrast to the UK’s 
Mengoni et al. (2023) specialist support, where professional assistance was pro-
vided to meet feeding goals. Huiracocha et al. (2017) mentioned the caregiving 
burden in Ecuador, and Ugandan mothers’ struggles with therapy access and 
equipment shortages were similar, but overcrowding was a unique obstacle in 
Uganda’s public hospitals. In contrast to Duranovic et al.’s (2017) emphasis on 
educational integration, Ugandan healthcare showed a low-resource disparity by 
prioritizing basic care over developmental support.  

Ugandan poor communication, characterized by jargon and a lack of follow-
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up, deviated from the trusted support model proposed by Mengoni et al. (2023). 
While Ugandan mothers experienced additional dismissive attitudes that were not 
present in Jönsson et al.’s (2022) Swedish context, it was more in line with 
Kammes et al.’s (2022) call for medical understanding of maternal needs. Systemic 
limitations restricted consistency, although positive exceptions (such as referrals 
to support groups) indicated possible alignment with Grane et al.’s (2023) pa-
tience-building interactions.  

Although they lacked expert advice, Ugandan mothers’ feeding difficulties-re-
lated routines (such as slow feeding and family assistance) mirrored those of Men-
goni et al. (2023). This was similar to Duranovic et al. (2017) emphasis on teaching 
daily habits, but it lacked Croatia’s institutional backing. Ugandan strategies put 
survival above development, reflecting resource scarcity similar to Huiracocha et 
al.’s (2017) time-intensive care, in contrast to Desimpelaere et al.’s (2024) inde-
pendence focus.  

In Uganda, spiritual coping was very similar to that of Gashmard et al. (2020) 
in Iran, where prayer was a stress reliever and DS was a divine test. In contrast, 
Uganda’s faith-driven acceptance is highlighted by Jönsson et al. (2022) or Grane 
et al. (2023), who discussed secular resilience. Contrary to Mengoni et al.’s (2023) 
reliance on peer-professional support, Ugandan mothers’ cultural obligation to 
care reflected weariness but was supported by religious serenity, a special strength. 
Hopes for happiness and education were in line with Duranovic et al.’s (2017) 
integration goals, but unlike Croatia, Uganda’s resource constraints made these 
aspirational rather than realistic. Although this optimism lacked Sweden’s insti-
tutional support, it echoed the gratitude expressed by Jönsson et al. (2022). The 
Ugandan hopes were more expansive than Mengoni et al.’s (2023) feeding goals, 
reflecting societal inclusion desires over particular milestones. Fears of abandon-
ment were more in line with caregiving challenges than Grane et al.’s (2023) ad-
justment focus. In contrast to Duranovic et al.’s (2017) favored integration, Ugan-
dan fears were exacerbated by socioeconomic vulnerability, as opposed to Des-
impelaere et al.’s (2024) concern about independence. The depression context 
presented by Kammes et al. (2022) was different because Ugandan concerns were 
grounded in systemic flaws and pragmatism.  

4. Conclusion 

At Mbarara Regional Referral Hospital in Uganda, mothers faced a difficult envi-
ronment characterized by emotional development, inconsistent social support, 
and inadequate medical care. Cultural beliefs strengthened their resilience, but 
structural obstacles prevented them from providing their children with optimal 
care and inclusion. 

5. Recommendations 

To the Government of Uganda 
Healthcare Improvement: Increase access to specialized care at regional hos-
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pitals and improve DS training for medical staff. 
Support Networks: Create official support groups for mothers to promote 

emotional support and peer group learning. 
To the Hospital 
Public Awareness: Start initiatives to lessen stigma and encourage DS ac-

ceptance in Ugandan communities. 
Policy Support: Encourage the provision of educational materials and subsi-

dized therapies for children with Down syndrome.  
Follow-Up Care: Establish routine follow-up procedures to ensure moms are 

informed and encouraged. 
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