
 

Introduction  

The rapid urbanization of capital cities like Kampala, 

Uganda has led to massive growth in informal 

settlements. An estimated two-thirds of Kampala’s 

urban population live in informal settlements or slums. 

(1) Kampala’s slums are characterized by over-     

crowding, poor sanitation, and inadequate housing.  A 

growing body of evidence shows that the health 

conditions of the urban poor, especially mothers and 

newborns, are equal to or worse than their rural 

counterparts. (2) Studies from neighboring countries 

have found that maternal and newborn health (MNH) 

services in urban slums are poor despite physical 

access to care and an abundance of public and private 

providers.(3, 4) 

In 2018, Population Services International (PSI) and 

Kampala City Council Authority (KCCA) received 

funding from USAID for the Kampala Slums Maternal 

and Newborn Health project (MaNe). The aim of the 

MaNe project was to collect evidence and test 

innovative approaches to address demand and supply 

side barriers to achieve better maternal and newborn 

health outcomes in Kampala slums.  

To inform the design of the project, PSI and KCCA 

conducted a secondary analysis of available data 

sources to document the state of MNH in Kampala      

slums. This technical brief summarizes relevant 

findings from the analysis.  

Data sources 

1. Uganda Demographic Health Survey (DHS), 2016 

(5). The 2016 Ugandan DHS is a cross-sectional, 

nationally representative health survey. The purpose of 

the DHS is to provide estimates across a variety of 

health domains including population demographics, 

reproductive health, child health, nutrition, mortality, 

malaria, and HIV/AIDS. In the 2016 survey, 20,880 

households were randomly selected to participate, and 

18,506 women were successfully interviewed. In the 

DHS, questions about delivery are restricted to any 

birth occurring within five years prior to the survey and 

questions about ANC practices and delivery pertain to 

the most recent birth. For the purpose of this analysis, 

the analytic sample was restricted to women of 

reproductive age (WRA) (15-45 years) living in 

Kampala (N=600).  

2. Uganda’s health information system-2 (DHIS-2), 

2014-2018. DHIS-2 is Uganda’s routine health data 

management information system. Health facilities 

submit weekly data on key health statistics including 

maternal and newborn health outcomes. Routine MNH 

data from Kampala district were analyzed for 2014-

2018. 

3. PSI’s Mum Decongestion Project baseline 

survey, 2016. In 2016, PSI conducted a baseline 

survey as part of the Mum Decongestion Project 

funded by MSD for mothers. The survey was 

conducted among 447 pregnant women attending 

antenatal care (ANC) visits in two public health facilities 

located in Kampala slum communities. For this 

analysis, a subset of data from 257 pregnant women 

who resided in the slum setting were analyzed. 

4. KCCA health facility census and assessment, 

2016.  

In 2016, a health facility census and service 

assessment were conducted in Kampala by KCCA.  

The objective was to record the number of public and 

private health facilities in Kampala and the MNH 

services offered at each facility.  
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Analysis 

Each data source was analyzed using STATA 13. The 

analysis was primarily descriptive, including 

frequencies and means. Indicators of interest across 

datasets included birth preparedness practices, ANC 

visits, ability to pay for MNH services, preferred and 

reported delivery locations, MNH outcomes, and 

availability of MNH services in slum communities. 

Findings 

Birth preparedness. Eighty-seven percent of the 257 

women in the PSI analytic sample had heard of birth 

preparedness, but only 21% were able to list two birth 

preparedness practices and 16% were able to list 

three. (Figure 1) 

Figure 1: Number of birth preparedness options 

mentioned (n=257) 

 

The most common practices listed were planning for 

the place of delivery (44%) and saving money for 

services (38%). Planning for the type of delivery for 

their most recent child was reported by 12% of women 

in the sample, and only 6% had planned for a health 

worker (HW) to support them during delivery.  Twenty 

percent of women reported respect and staff 

competence as deciding factors for choosing where to 

deliver. 

Figure 2 highlights the most common birth preparedness 

practices reported by WRA in Kampala from the 2016 

DHS. 

Figure 2: Birth preparedness mentioned

 

One in five (21%) of the pregnant women who 

participated in PSI’s Mum Decongestion Project planned 

for transport to the health facility for delivery and 93% 

obtained birthing materials (known locally as “mama 

kits”).  Thirty-six percent of women bought newborn 

clothing and 69% saved money for delivery-associated 

costs.  

 

Antenatal care. Twenty-six percent of women attended 

one ANC visit during the first trimester of their most 

recent pregnancy and 67% attended the four 

recommended ANC visits. Eighty-four percent of women 

had received five of the six recommended ANC services 

(weight and height measurement, blood and urine 

analysis, and iron and fansidar administration). Fifty      

percent received all six services.  

Delivery.  Almost all women (94%) who delivered 12 

months prior to the 2016 DHS did so at a health facility 

(59% public and 36% private). The likelihood of 

delivering at a health facility was associated with higher 

education and household wealth. Delivery by C-section 

was 12.4%. The likelihood of delivering by C-section was 

associated with mother’s age and institutional capacity. 

Financial resources for health services. In the DHS, 

90% of women reported the ability to pay the ANC  
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service fee (3,000 UGX). When asked about their 

ability to pay for costs associated with facility-based 

deliveries, the majority (89%) stated they would be able 

to pay up to 30,000 UGX; however, this figure was not 

available in a disaggregated form that would allow 

MaNe to analyse the results for the urban poor. For 

postnatal care (PNC), 90% reported the ability to pay 

3,000 UGX for services. 

Birth outcomes. Between 2014 and 2018, 535,995 

deliveries were recorded in the DHIS-2 in Kampala. 

During this four-year period, 879 institutional maternal 

deaths were reported, equating to an estimated 164 

maternal deaths per 100,000 deliveries. 

Between 2014-2018, there were 17,194 institutional 

perinatal deaths in Kampala (DHIS-2). Thirty-two 

percent were recorded as fresh stillbirths, 36% 

macerated stillbirths, and 32% were neonatal deaths. 

The perinatal mortality rate was reduced from 24 

deaths per 1000 deliveries in 2016 to 17 deaths per 

1000 deliveries in 2018.  Birth asphyxia accounted for 

28 and 30 per 1000 deliveries in 2014 and 2015 to 27 

per 1000 deliveries in 2017. Between 2014 and 2018, 

42,468 preterm and low birth weight births were 

recorded at health facilities in Kampala.  

Availability of maternal and newborn services. 

Analysis of the KCCA health facility assessment found 

that of the 1,448 facilities in Kampala, 26% (n=376) 

were located in Makindye and 20% (n=285) in Lubaga. 

In Makindye, 73% of the facilities are located in slum 

communities. Among those facilities, two were public 

and government run, 268 were private-for-profit (PFP), 

and 6 were private-not-for-profit (PNFP). Of the health 

facilities specifically serving slum communities in 

Makindye, 68% provided MNH services. In Lubaga, 

84% of health facilities provided health services in slum 

communities. Among those, two were public and 

government run, 227 were PFP, and 10 were PNFP.  

Of the health facilities serving slum communities in 

Lubaga, 57% provided MNH services.  

In Makindye slums, 182 health facilities provided basic 

emergency obstetric care, and 13 provided 

comprehensive emergency obstetric care. 

Comprehensive services were only available at the 

PNFP facilities. In Lubaga, 129 facilities in the slum  

communities provided basic emergency obstetric care 

and eight provided comprehensive emergency obstetric 

services. Comprehensive services were only available at 

the PNFP facilities. 

In Makindye and Lubaga, 23 health facilities serving slum 

settlements reported having an operating theater. Of 

these, four were PNFP and the remainder were PFP 

facilities.  

Approximately 5% of health facilities located in slum 

communities of Makindye and Lubaga had ambulance 

emergency services. Among those, 10 were in Makindye 

and 13 in Lubaga.  

 
           

Discussion  

This brief presents findings from a secondary analysis 

of MNH data in Kampala, Uganda. Findings revealed 

that slightly more than 70% of health facilities in 

Makindye provided services in slum communities, and 

68% provided MNH care. In Lubaga, 84% of health 

facilities in the district served slum communities and 

57% provided MNH care. In both districts, the majority 

of health facilities that provided care to slum 

communities were PFP facilities. This is concerning 

given that PFP facilities are fee-based. While DHS data 

from Kampala indicated that 90% of WRA in the entire 

survey sample reported that they could pay for ANC 

and PNC, it is not clear what percent of these women 

resided in slum communities.  

Results from the KCCA health facility assessment 

revealed that few facilities offered basic or 

comprehensive emergency obstetric services in slum 

communities. Availability of referral and emergency 

transport services was also limited with only 5% of 

facilities in Makindye and Lubaga serving slum areas.  

Given these findings, future interventions should focus 

on expanding basic and comprehensive emergency 

obstetric services in facilities that serve the urban poor. 

Different approaches for creating a network of referral 

and transportation services should be tested to identify 

the most feasible and affordable solutions. 

Slightly less than 70% of pregnant women attended all 

four ANC visits (DHS 2016). The most frequently 

reported birth preparedness practices included saving 



money, deciding on delivery location, and obtaining 

supplies for delivery and post-delivery. Future 

programming should be directed at empowering 

women and their families to seek care before 

emergencies arise. Community health worker and peer 

educator programs that provide routine home visits and 

MNH education should also be prioritized. 

Findings from the DHS showed that most women 

planned to deliver at public or government health 

facilities. This may be due to the high perceived cost of 

care in private facilities. However, as indicated by the 

KCCA assessment, there are relatively few public 

facilities in the slum communities. The shortage of 

public facilities in communities where they are 

preferred likely contributes to overcrowding, long wait 

times, stock-outs, and poor quality of care. 

Incentivizing private facilities to invest in affordable 

MNH services may help reduce the patient load and 

stock-outs at overburdened public facilities. 

Finally, DHIS-2 data for 2014-2018 estimated that 

maternal deaths in Kampala at 164 per 100,000 

deliveries annually, and that 64% of perinatal deaths 

were either stillbirths or neonatal deaths.  

Conclusions 

Findings from this analysis provide preliminary insights 

into the state of MNH in Kampala. The results highlight 

the need to scale up basic and emergency obstetric 

services in public and government health facilities in 

poor urban communities. Developing a referral and 

emergency transportation service system is critical for 

preventing maternal and newborn deaths. At the same 

time, women and their families should be encouraged 

and educated about the importance of preparing for 

birth and seeking ANC services early in pregnancy to 

avoid medical complications. More robust data specific 

to slum communities would be beneficial for 

programmatic decision-making and targeted allocation 

of funds.  
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