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KEY FINDINGS

This technical brief presents findings from a qualitative study conducted as part of the formative research effected through 
the Kampala Slum Maternal Newborn Health (MaNe) project.

The urban poor in Kampala, Uganda experience poor quality maternal and newborn healthcare (MNH) in 
public facilities. Public health facilities have frequent stock-outs of essential medicines and supplies. This 
ultimately increases the costs for patients and makes it more difficult for providers to do their jobs. While 
public facilities are supposed to offer free services, patients were often expected to purchase medications 
and materials as well as pay informal fees to health providers. 

Despite disrespectful treatment by health workers, women continued to seek care in public facilities. Women 
perceived the public health care system to be less costly, possess better equipment and knowledgeable, com-
petent, and trustworthy health workers.  

Women and their families are financially insecure. In some  instances, this prevented women from utilizing 
formal healthcare services.           

Uganda
Healthy lives.

Measurable results.

Many of the participants perceived private facilities as better providers of dignified care. However, they were 
unable to afford their services. 

Men play a small role in the MNH care-seeking process. Their main contribution is financial. They do not view 
pregnancy and the related care as their responsibility. 

Like many countries in sub-Saharan Africa, Uganda has an urban growth rate of 5.2% per annum. (1) One consequence of this 
rapid growth is the formation of large informal settlements (or slums). In Kampala, Uganda’s capital city, an estimated 51% of 
residents live in informal urban settlements. (2,3) They are often overcrowded and lack basic infrastructure such as waste 
disposal, sewage, electricity, and roads. These conditions, in addition to minimally regulated and poor-quality healthcare, 
disproportionately place slum residents, especially women, at risk for disease and poor health. Despite efforts over the past 
decade to reduce maternal and neonatal deaths, Uganda’s maternal and neonatal mortality rates remain high, with an 
estimated 336 maternal deaths per 100,000 live births and 27 neonatal deaths per 1000 live births. (4)  Growing evidence from 
urban poor communities across Asia and Africa show that rates of maternal and neonatal mortality among women and 
infants living in informal urban settlements is on par, if not higher than in rural areas.(5) In Kampala slums, the estimated 
stillbirth rate is 43/1000 live births which is more than double the rate of stillbirths in rural areas of the country. (6) This 
suggests that despite greater access to maternal and neonatal healthcare facilities, urban poor women are not utilizing 
services or receiving quality care. 

INTRODUCTION



METHODS

FINDINGS

Formative research conducted by the Kampala Slum Maternal Newborn Health (MaNe) project in 2019. 
The study aimed to understand the perspectives and experiences of women and their families and health providers on 
maternal and newborn health (MNH) services and healthcare-seeking behavior in two urban slum communities of 
Kampala. The study results established the foundation for the intervention components of the MaNe project and simi-
lar initiatives in the area. 

This study was conducted in Makindye and Lubaga, two of the five divisions of Kampala City that are most populous 
and home to the largest informal settlements. Participants with diverse perspectives were purposely selected and 
engaged through in-depth Interviews (IDIs), key informant interviews (KIIs) and focus group discussions (FGDs). 
These included women aged 15-49 years who had given birth in the past 12 months before data collection, their 
spouses, community leaders, and formal and informal health providers in public and private health facilities.

A total of 60 IDIs were conducted with 55 women and five traditional birth attendants (TBAs). Twenty-one KIIs were 
conducted with formal health providers and two KIIs with the national coordinators of the private ambulance services 
and emergency medical services. Fifteen FGDs were conducted; 12 with husbands, and three with community leaders. 
Six themes emerged from the findings, and they included knowledge about MNH, MNH care practices, decision making 
on where to seek care, types of MNH services provided, quality of care and referral process.

Data collection took place over three months  and focused on capturing information on MNH knowledge, care practic-
es, and decision-making on where to seek care, service provision, quality of care and referral processes. The data 
collected was analyzed using an iterative thematic analysis approach. A codebook was developed based on study 
objectives and common themes from the literature. NVIVO-10 software was used to apply the codes to the transcripts. 
(7,8) The coded text was categorized into six MNH themes on knowledge, care practices, decision-making on care 
seeking, service provision, quality of care and referral processes. The results presented below are organized by themes 
and sub-themes.

THEME 1: KNOWLEDGE ABOUT MNH 
Antenatal Care (ANC). In general, women and their spouses 
understood the health benefits of attending ANC visits. 
Women viewed ANC as a significant determinant of having 
a healthy baby and discussed the benefit of ANC to improve 
knowledge about caring for themselves during pregnancy. 

Adolescents (15-19 years) were slightly less knowledge-
able about the benefits of ANC when first pregnant but 
learned through social networks and family members 
about the importance of attending ANC visits. 

“My partner sought antenatal care from Mulago 
hospital and truth be told, it was very helpful 
because she delivered a big and healthy baby. 
So, antenatal care is very important, and every 
single mother should seek it”.

 FGD, spouse, Rubaga



Most women attended their first ANC visit late. Majority usually came at around five months of pregnancy, while others 
came in as late as seven months. The reasons for late ANC attendance included lack of knowledge about when to seek 
care, insufficient funds, and lack of support from spouses. Male involvement in ANC was generally low. Women attribut-
ed low male involvement to their unwillingness to take responsibility for the pregnancy and fear of having to take an HIV 
test. However, some spouses reported that lack of male involvement was due to time constraints.

Most women and their spouses discussed the benefits of delivering at a 
formal public health facility as compared to a private facility. They recog-
nized the increased chances of safe delivery due to properly trained pro-
viders, and availability of equipment.

Women’s understanding of PNC was not adequate. According to Uganda 
Essential Maternal and Newborn Care Guidelines, a woman that has deliv-
ered should receive PNC within 24 hours after childbirth, on the sixth day 
and at 6 weeks. However, most women described PNC as the pre-dis-
charge care and counselling a mother receives before leaving the health 
facility. They did not mention PNC visits post-discharge. The only care 
practices mothers mentioned for newborns following discharge was 
immunization.

Knowledge about MNH was obtained through direct experiences with MNH 
care at health facilities, social media, friends, family, TBAs, myths and cultur-
al beliefs. There was a clear difference in knowledge about MNH between 
first-time mothers and women who have had multiple pregnancies. Due to 
their inexperience and lack of knowledge on where to obtain reliable informa-
tion, adolescents often relied on social media, social networks, or traditional 
leaders.

DELIVERY

POSTNATAL CARE (PNC)

SOURCES OF INFORMATION



THEME 2: MNH CARE PRACTICES 

Most women reported preparing for birth by acquiring necessities such as baby clothes, birth-
ing kits, funds for transportation, and designating family members as caretakers. Some 
women tried to save money knowing the increased costs of childbirth.  However, many 
women could not save and often went to the hospital without enough money to pay for all 
birth costs. With low male involvement, women do not receive the necessary financial support 
to prepare for childbirth. Adolescents had the hardest time preparing for birth due to their 
financial dependency on others.

For treatment of maternal illness during pregnancy, women reported seeking care from 
formal and informal providers. Women sought care at formal facilities due to easy access to 
the facility, existing ties with a health worker, and better perceived quality of care. For newborn 
illnesses, women sought care for conditions they considered more serious such as febrile 
illness. Informal care provided by TBAs was primarily used during the first trimester for preg-
nancy-related symptoms or for post-delivery issues. Use of traditional medicine such as put-
ting soot on the infant’s umbilical cord or use of herbs to treat skin infections were also prac-
ticed.

BIRTH PREPAREDNESS 

CARE SEEKING BEHAVIOR AND TREATMENT FOR ILLNESSES  

HOUSEHOLD DYNAMICS  

“…he suffered from skin sores, and they were big and when you 
squeezed them, they would bring out puss… I was told to use 
local herbs. I bathed him in tomatoes, because they said the 
disease was called “ebinyanya”, and so they said it was tomatoes 
that could heal him. So, I used to bathe him with tomato 
leaves…Yes, they helped, he healed and remained with scars.” 
(IDI, adolescent mother, Makindye)

THEME 3: DECISION-MAKING ON WHERE TO SEEK MNH CARE

In most cases, it was either the woman or the man who decided where to seek MNH care 
independent of each other. Few decisions were made collectively. The choice of health facility 
usually depended on household finances which the spouse or male partner managed. Some 
women expressed their desire to seek care at a private facility, but due to limited funds, they 
had to attend a public facility. However, in some instances, women were handed an allotted 
amount of money by their spouses for MNH expenditures, and it was up to them to decide on 
how it was spent. For adolescent mothers, decisions were primarily made by their parents or 
in-laws because most of them were dependents.  

AFFORDABILITY 
For ANC, delivery and newborn care, affordability was an important factor on deciding where 
to seek care. Most women used public health facilities for ANC and delivery because services 
were free or cheaper than in the private facilities. A few women discussed changing from 
private to public facilities for their second delivery because of the high cost of care in private 
facilities and their perception that public facilities have providers with more experience. 



THEME 4: TYPE OF MNH SERVICE PROVISION

THEME 5: QUALITY OF CARE

DISRESPECTFUL CARE 
Most mothers perceived their ANC, delivery, and PNC 
care experiences as poor, especially in public facilities. 
Only a few women reported that providers in public 
facilities were caring and responsive. Women com-
monly described the health staff as having negative 
attitudes, being poor communicators, rude, negligent, 
uncaring, and abusive. In many cases, mothers in labor 
were not informed about what to do next and were left 
confused. There were reports from participants about 
women being left to deliver alone, or with the help of 
other mothers. Similarly, mothers without the mandato-
ry birth items such as gloves or mackintosh sheets 
were left unattended during birth. 

GEOGRAPHIC ACCESSIBILITY  
Women participants also cited access to care as a key factor in choosing where they 
sought care. They preferred seeking care at facilities closer to home to minimize travel and 
reduce the cost of transportation. 

PRIOR EXPERIENCE  
Decision-making about where to seek care was also influenced by trust in and previous 
experience with health providers. Women expressed preference for providers who they 
perceived had the skills and equipment to conduct successful deliveries without the need 
for referrals.

According to study participants, formal and informal health care were available in the infor-
mal settlements. Formal health care settings included public, Private For-Profit (PFP) and 
Private Not-For-Profit (PNFP) health facilities. Preventive, diagnostic, and curative services 
were provided by formal facilities. Informal care was identified as home-based care provid-
ed by TBAs. Formal maternal care was described by providers as ‘standard care’, including 
health education that focused on birth preparedness, the importance of attending all ANC 
visits, routine micro-nutrient supplementation of folic acid and iron, and HIV and sexually 
transmitted disease screening. Informal services provided by TBAs were typically 
home-based and consisted of herb treatment for pregnancy-related illnesses. TBAs also 
provided counselling, cleaning of caesarean section wounds and bone preparation for deliv-
ery. TBAs referred women to formal facilities for pregnancy ultrasound scans, immuniza-
tions, diagnostic testing, and when complications arose during childbirth, delivery to the 
formal facilities.

According to study participants, formal and informal health care were available in the infor-
mal settlements. Formal health care settings included public, Private For-Profit (PFP) and 
Private Not-For-Profit (PNFP) health facilities. Preventive, diagnostic, and curative services 
were provided by formal facilities. Informal care was identified as home-based care provided 
by TBAs. Formal maternal care was described by providers as ‘standard care’, including 
health education that focused on birth preparedness, the importance of attending all ANC 
visits, routine micro-nutrient supplementation of folic acid and iron, and HIV and sexually 
transmitted disease screening. Informal services provided by TBAs were typically 
home-based and consisted of herb treatment for pregnancy-related illnesses. TBAs also 
provided counselling, cleaning of caesarean section wounds and bone preparation for deliv-
ery. TBAs referred women to formal facilities for pregnancy ultrasound scans, immuniza-
tions, diagnostic testing, and when complications arose during childbirth, delivery to the 
formal facilities.

“I went to health facility A when I didn’t 
know what was required. Instead of the 
health worker telling me what is required 
of me, she just yelled at me. Since I was a 
first timer, she should have just told me 
what I am supposed to go with to the 
facility while attending antenatal care. 
She did not do that.  Instead, she just 
shouted at me.” 
(IDI, adolescent mother, Rubaga)



Because most participants attended public facilities, few could talk about the quality of care 
at private facilities. Nonetheless, women perceived the care to be better at private facilities, 
including better attitudes of the health workers. When asked about the quality of health 
services in the informal settlement communities, many of the providers described the chal-
lenge of providing adequate services in resource poor conditions with a population of low 
health literacy. Many health workers expressed lack of motivation as they felt their work and 
commitment was not recognized or appreciated. Key informants additionally indicated there 
was little incentive for providers to offer quality services as they received minimal support or 
opportunities to advance their training. Lack of oversight along with provider frustration, 
dissatisfaction, and low motivation were likely related to the poor quality of services.

Participants, including providers, described public facilities as overcrowded with inadequate 
space to serve the high volume of patients. Medical stockouts were also quite frequent in 
public facilities. The patients were responsible for purchasing the necessary medicine and 
materials.

“The main challenge is drug stock-out, like for the ferrous Sulphate, Fansidar, the 
antibiotics which are needed for pregnancy, you find that they are out of stock. 
You find a mother with a UTI and you write for her a prescription and she cannot 
buy the medication because she has no money. She even tells you how she has 
no transport to get to the health center and how do you expect her to get better?” 
(KII, health provider, public facility, Makindye)

Meanwhile lack of proper equipment (e.g., ultrasound scanners, incubators, and oxygen 
cylinders) was more frequent in private facilities. Private facility providers reported that 
they often had to refer patients to other facilities due to inadequate equipment. 

INFORMAL PAYMENTS AND BRIBES
Solicitation of informal payments by health care workers was another complaint by 
women. Women stated that health care workers often demanded money from them before 
providing services. Requests for a bribe were made either directly or indirectly. However, 
clients would negotiate to pay what they could afford. Often, patients had not prepared for 
this extra cost as they thought they were going to receive free care at a public facility. 
Despite such abuse, women expressed that attending the public facility was better than no 
medical attention because at least they were guaranteed safe delivery.

THEME 6: REFERRAL PROCESS
REFERRAL PRACTICES 

REFERRAL PROCEDURES  

Lower health providers consistently stated that they referred patients due to limited tech-
nical capacity and equipment.Cases that required advanced diagnostic testing, 24-hour 
care, and major surgeries were referred to tertiary hospitals. 

The interviews with health providers revealed that the health system in general had no 
standard protocol for referral. The referral process typically involved the patient receiving 
a note from the health provider to take to the referral facility. There were also no standard 
procedures for follow-up after the referrals. In the rare instances that follow-up did occur, 
it was through a telephone call, not in-person visits. 

STOCK-OUTS, EQUIPMENT SHORTAGES, AND POOR INFRASTRUCTURE



REFERRAL TRANSPORTATION
Providers commented on the lack of transport options for transferring a patient from one facility 
to another. Access to ambulances was described as extremely limited and even when ambulanc-
es were available, they were often not equipped or were too expensive for the patient. In most 
cases, women used public transport, private cars, or motorcycles. 

This study explored the perceptions and experiences of women, their spouses, and health care 
providers on MNH care in two urban slums in Kampala. The study sought to understand the 
current situation of MNH services in the slum communities and the factors associated with MNH 
care- seeking behavior and delivery of services. Like other studies,(9,10) this research found that 
individual, household, and systemic barriers prevented women and their newborns from receiving 
appropriate and high-quality MNH care. Individual and household financial constraints were 
some of the most significant factors that influenced where women sought care. Although private 
facility care was perceived as the better  option, most women sought MNH care at public facilities 
due to their inability to pay for private services. The quality of care in public facilities was 
described as poor or inadequate, and providers were disrespectful. Women reported horrible 
treatment by health workers, lack of medical supplies, and poor infrastructure. Despite having 
bad experiences in public health facilities, women continued to seek care from them due to the 
perceived benefits of some care over no care at all.   

Findings also revealed that although women were generally knowledgeable about the benefits of 
ANC and facility-based delivery, they typically sought ANC late, relying on TBAs for treatment of 
first trimester pregnancy symptoms. The use of herbs was mentioned as a common practice for 
treatment of pregnancy-associated illnesses. Women were less knowledgeable about PNC for 
themselves and their new borns and only mentioned seeking care for scheduled immunizations.  

Men played a very limited role in MNH care. Their main contribution was financial, and they 
perceived pregnancy as the woman’s responsibility. Despite their lack of investment, they often 
held the decision-making power in terms of where women should seek care and how much could 
be spent on pregnancy care because they controlled the household finances. Social and emotion-
al support were provided primarily by family members.

Interviews with health providers revealed that there was minimal investment in the development 
of the health sector, leading to frustration of staff. This frustration was transferred to patients and 
resulted in poor quality care, which in turn, contributed to negative patient experiences.

“That is a difficult process because we have no vehicle or a motorcycle. 
We get a boda-boda like those of Safe-Boda (Uber like motorcycle) and 
tell him to take the patient to Kawempe or Mulago hospital. And imagine 
she is in a lot of pain. So, you escort her to the hospital and our roads are 
very bad...it is a very big problem for us.” 
(KII, health provider, public facility, Rubaga)

DISCUSSION



PROVIDER SUPPORT AND ACCOUNTABILITY 
Providers should be held to a higher standard. There is a need for greater oversight by 
KCCA and the Ugandan public health system to ensure that providers are not abusing their 
positions of power and are offering the best quality of care possible. At the same time, pro-
viders should be rewarded for their performance through formal recognition and opportu-
nities to receive further training. 

FACILITY IMPROVEMENTS 
There is a clear need for infrastructure improvements and investment in equipment and 
materials. When facilities are overcrowded and lack the basic resources to provide MNH 
services, it is difficult for providers to serve their patients. Access to essential medicines is 
critical. Improving coordination with the national supply chain and allocation of supplies 
and equipment based on facility need should be prioritized. 

PATIENT-PROVIDER RELATIONS 
There is a clear need for initiatives that focus on improving patient-provider relations. Pro-
viders should receive training on how to properly engage with patients. Patients should be 
encouraged to voice their concerns and demand appropriate services. Health communi-
cation curriculums focused on building patient-provider relations have been implemented 
in other settings and could be tailored for the Ugandan context.  

MALE ENGAGEMENT 
National campaigns focused on increasing male engagement in MNH care should be imple-
mented. Prominent male figures in the community could be the face of these campaigns and 
facilities could do a better job to provide men with services when they accompany their part-
ner to MNH care visits. Dialogues around the social norms of men should take place at the 
community level to change attitudes about healthcare as female responsibility.  

FINANCIAL OPPORTUNITIES FOR WOMEN
Increased financial opportunities for women in the informal settlement s  would offer them 
financial independence from their spouses/partners and potentially enable them to seek 
private care. Examples of financial programs directed at women include women’s saving 
groups, micro-loans for female-owned businesses, and conditional cash transfer pro-
grams. 

PUBLIC, PRIVATE, AND TBA COLLABORATION
MNH improvement requires strong collaboration within and among sectors. The KCCA and 
Ministry of Health should advocate for and provide opportunities to improve multi-sectoral 
collaboration. Creating formal partnerships between public and private facilities could help 
improve the referral system. 

Overall, the findings suggest that while MNH care is available, the quality of services is poor and 
inadequate, especially in the public facilities commonly used by many women and their families 
who grapple with financial insecurity. To improve the health of mothers and newborns in these 
communities, the following suggestions are recommended  and are being tested in the second 
phase of this research effort:
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