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Executive summary
Introduction: With increasing urbanization, immunisation
programs need to adapt to urban environments to reach
every child. Urban areas in Uganda have poor vaccination
coverage, inequities in coverage, and experience vaccine
preventable disease outbreaks. There is limited evidence about
the drivers of immunisation service delivery in urban settings
in Uganda, and how they may differ from rural settings. The
Infectious Diseases Research Collaboration (IDRC) evaluated
the extent to which the current EPI model of delivery addresses
the immunisation needs of an urban context between June
2019 and June 2021. Specifically, we set out to evaluate: 1)
the effectiveness of the current Expanded Programme on
Immunisation (EPI) immunisation service delivery model
in Kampala city, 2) the drivers of immunisation coverage in
the city, 3) the extent to which the EPI is adapting to these
drivers and 4) the effect of COVID-19 pandemic and its control
measures on immunisation service delivery in Kampala city.
Methods: The evaluation was conducted in two phases.
Phase one (June 2019-May 2020) focused on the demand
side drivers of immunisation coverage in Kampala, and
phase two (June 2020-July 2021) focused on the supply side
drivers of immunisation coverage, the effect of COVID-19
pandemic and its control measures on immunisation service
delivery in Kampala city. In phase one, we employed a parallel
convergence mixed methods study design. We conducted
30 key informant interviews (KIIs), 7 focus group discussions
(FGDs), and 6 In-Depth Interviews (IDIs) We also conducted a
household survey (HHS). Details can be found at (https://www.
gavi.org/our-impact/evaluation-studies/evaluation-driversurban-immunisation-uganda-kampala-case-study-phase-1).
In phase two, we employed a sequential transformative study
design. We focused on supply side drivers of immunisation
coverage and how the EPI is adapting to immunisation
demands in an urban setting. We conducted 25 KIIs with
health service providers, and a health facility assessment
(HFA) in 87 health facilities that included 27 observations
of immunisation sessions and 238 exit interviews. The HFA
identified and measured supply side constraints to vaccination
at health facility level. It also sought to understand the effects
of the COVID-19 pandemic on immunisation service delivery.
Secondary data analysis and document review were conducted
in both phases.
Findings: Access to immunisation was found to be high (DPT1
coverage was 96%). However, only 41% of the children were
fully immunized, of whom 26.6% were immunized on time.
The overall DPT1-DPT3 dropout rate was 17.3%. In the period
of 2015-2018, Kampala experienced six measles outbreaks.
The main barriers to vaccination included: 1) limited social
mobilization and understanding of the importance of full
immunisation, 2) vaccine stockouts at health facilities, 3)
costs to caregivers, 4) discrimination of minority groups and
5) inadequate client centered immunisation services (i.e.
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unfavorable frequency and duration of static immunisation
services, low numbers of immunisation outreaches conducted
and delays at health facilities).
The evaluation found that the EPI in Kampala is taking steps
to adapt to the challenges of immunisation in an urban
setting. These steps include: 1) development of an urban
immunisation communication plan to guide social mobilization
for immunisation in urban settings, 2) revision of the vaccine
requisition vouchers to improve vaccine forecasting, 3)
allocation of vehicles by MoH to KCCA to support immunisation
activities , 4) engagement of the private sector in immunisation
services delivery as way of increasing access to immunisation
services and minimizing delays at public health facilities, 5)
proposed review of the staffing norms at public health facilities
in Kampala so as to address inadequate staffing.
We found that the movement restrictions during the lock
down due to the COVID-19 pandemic led to a reduction in
the number of children receiving routine vaccination due
to challenges in accessing health facilities by both health
workers and caregivers. In response, MoH and KCCA put
in place measures which reduced disruption to provision
of immunisation services during the COVID-19 epidemic.
These measures included 1) provision of guidance by MoH
stipulating that routine immunisation service delivery should
continue but with strict observance of the COVID-19 infection
prevention and control measures, 2) provision of vehicles by
KCCA to transport essential health workers to and from work,
3) provision of movement permits by KCCA to health workers
enabling them to use private vehicles, and 4) leveraging support
from UNICEF to conduct outreaches. We also found that
COVID-19 vaccination has affected routine immunisation in
two major ways: 1) it has increased the workload of the already
stretched human resources for routine immunisation, and
2) the EPI is focusing more on COVID-19 vaccination than on
routine immunisation.
Conclusion: UNEPI uses the same approach to deliver
immunisation services nationwide irrespective of urbanrural differences. However, this model of service delivery
is sub-optimal in Kampala city as reflected by high dropout
rates, low full immunisation coverage rates, poor timeliness
of immunisation and occurrence of measles outbreaks in the
period of 2015-2018. This evaluation highlights key demand
and supply barriers to immunisation in Kampala city – some of
which are gradually being addressed through EPI’s adaptation
to the urban context. The response measures by MoH and
KCCA to disruption in provision of immunisation services due
to the movement restrictions during the lock down reflect
resilient aspects of the health system. However, the increased
workload of the already stretched human resources for routine
immunisation, and the prioritization of COVID-19 vaccination
over routine immunisation by the EPI reflects gaps in the health
system’s resilience to public health crisis.
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Recommendations
Policy related recommendations:

Operational recommendations:

1. The Ministry of Health in collaboration with KCCA, and
other partners including the private sector should develop
a national urban health policy and strategy that takes
into consideration the complexity of health care service
delivery in urban settings. This health policy should;

1. Given the high mobility of the urban population, the
Ministry of Health should develop a system for tracking
children’s vaccination status countrywide through an
electronic register. The use of electronic registers could
be informed by the lessons learned from COVID-19
electronic vaccination registry and other pilots that have
been implemented in Uganda and elsewhere.

a. be anchored on a Primary Health Care (PHC) approach
to ensure sustainability, as PHC is the platform for
immunisation and other services that promote health
care equity.
b. clearly define the roles of the different players in the
urban mixed health system, and how to coordinate
them.
c. taking into consideration both the large urban centers
and small towns in Uganda.
d. The Uganda National Expanded Program on
Immunisation (UNEPI) should:
i. ensure that the national urban health policy
and strategy clearly stipulate the urban
immunisation challenges (such as the presence
of a transient population, a diverse socioeconomic and ethnic population and a wide
spread private sector) and provide guidance on
planning and implementation of immunisation
services in this context.

2. KCCA with support from UNEPI should develop a vaccine
distribution strategy in Kampala. The distribution strategy
should include details on storage, distribution and retrieval
of vaccines at both the public and the private health
facilities.
3. The Ministry of Health in collaboration with the Ministry of
Public Service should revise the staffing norms for health
facilities in Kampala to reflect the workload at public
health facilities.
4. The The Uganda Bureau of Statistics (UBOS) should
generate estimates of the transient population for the
different urban settings in Uganda, which should be
considered when planning for health services.

Future research and evaluation:

ii. ensure that the urban immunisation guidelines
that will be developed under the coverage
and equity grant align with the development
of a national urban health strategy and EPI
comprehensive multi-year plan (cMYP).

1. To inform a workable model for immunisation in urban
settings, there is need to assess the extent to which the
urban immunisation guidelines address immunisation in
urban settings. This should include: a) assessment of the
design, implementation and results, and b) a description
of the cost effectiveness, main successes, challenges
and lessons learned from implementation of the urban
immunisation guidelines.

2. UNEPI in collaboration with the private sector should
ensure that the urban immunisation guidelines that will
be developed include provisions for cities and districts
to establish an accountability framework with private
health facilities offering immunisation services to all
in an equitable manner (e.g. through memoranda of
understanding and contracts). These provisions should:

2. Given the increasing complexity of COVID-19 and its
vaccination (including vaccine hesitancy, negative
messaging, limited vaccine availability), there is need to
embed a prospective evaluation of UNEPI’s response so as
to generate real time evidence to guide decision making
and provide learning for future public health crises e.g.
pandemics.

a. reflect a financing mechanism to support the private
sector to provide immunisation services.

3. Given the increasing complexity of the EPI program
(including many new vaccines, vaccine hesitancy, and
COVID-19), it is important to strongly embed capacity
building for research on vaccines and immunisation in
Uganda so that local evidence informs decision making
and implementation in the country. This needs to cover
all the work streams of a functional EPI.

b. provide for capacity building of the health workers
in the private health facilities to better manage
immunisation data, the vaccine administration and
supply chain
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1.0 INTRODUCTION
1.1 Overview of the report

1.3 Evaluation questions

In June 2019, Gavi commissioned the Infectious Diseases
Research Collaboration (IDRC) to evaluate the drivers of urban
immunisation in Kampala, assess the current immunisation
strategy and propose a new approach. Specifically, the
evaluation was designed to: determine the effectiveness of the
current Uganda Expanded Programme on Immunisation (EPI)
service delivery model in Kampala city, the demand and supply
drivers of immunisation coverage, and the extent to which
the EPI is adapting to these drivers. The first case of COVID-19
in Uganda was reported in March 2020. This evaluation also
explored the effect of the COVID-19 pandemic and the country
response measures on immunisation services in Kampala.

Evaluation question: To what extent is the EPI programming
designed to address immunisation in an urban context?

1.2 Purpose of the
evaluation
The purpose of this evaluation was to evaluate the approach
of UNEPI and partners to providing immunisation services in
urban contexts and generate recommendations to inform
development of the Uganda urban immunisation strategy.
A secondary purpose was to generate evidence and learning
from the Uganda context that will inform Alliance partners and
other country EPI on how to best adjust strategies to address
the unique characteristics of immunisation in an urban context.
Lastly, this evaluation documented the effect of COVID-19
pandemic and its control measures on immunisation service
delivery in Kampala city.

Evaluation sub questions:
1. What are the demand and supply side drivers of
immunisation coverage in Kampala city?
a. To what extent is the EPI model for delivery of
immunisation services in Kampala effective?
b. What are the drivers of immunisation coverage in
Kampala city?
2. To what extent is the EPI and partners adapting to the
challenges of immunisation in an urban context?
a. To what extent is the EPI demand side approach
adapting to the challenges of immunisation in an urban
context?
b. To what extent is the supply side approach of the EPI
adapting to the challenges of immunisation in an urban
context?
3. In what ways has COVID-19 and its control measures
affected the delivery of immunisation services in Kampala
city?

1.4 Scope of the evaluation
This evaluation was conducted in Kampala city between June
2019 and July 2021. The evaluation focused on the drivers
of immunisation coverage in Kampala city and the effect of
COVID-19 pandemic and its control measures on immunisation
service delivery in Kampala city

1.5 Evaluation users
The primary users of the evaluation report are; the Uganda
National Expanded Program on Immunisation (UNEPI), Gavi,
the vaccine alliance which funds MoH/UNEPI, implementing
partners such as WHO, UNICEF, PATH, CHAI, CDC and JSI that
provide both financial and technical support to UNEPI, Kampala
City Council Authority (KCCA) Department of Public Health
and Environment (DPHE)
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2.0 BACKGROUND
2.1 Immunisation in
urban settings
In 2018, 55% of the world’s population was estimated to live
in urban areas globally and this is projected to increase to 68%
by 2050, with Asia and Africa urbanizing most rapidly (1). While
urbanization is generally a positive force for economic growth,
poverty reduction and human development, it is closely linked
to an increasing rate of urban dwellers residing in relatively
small settlements of less than 500,000 inhabitants particularly
in low- and middle-income countries (1). Significant disparities
exist in health services coverage, including immunisation, and
health outcomes of people living in urban areas, especially
between the richest and poorest residents (2). In the past
decade, the number of un/under immunised children living
in urban areas of resource limited countries has increased
significantly.
Urban settings pose unique barriers to the delivery and
utilization of immunisation services including: 1) Transient
populations and seasonal migration that complicates the
estimation of target populations for routine immunisation
services and makes it difficult for health workers to trace
immunisation defaulters, 2) Inflexible employment situations
that may restrict opportunities to utilize immunisation
services, 3) Unfavorable scheduling and spatial placement of
vaccination sessions for urban dwellers, 4) Multiple cultures
that require service adaptations, and 5) A mix of private and
public healthcare providers, which can lead to challenges in
coordinating and managing the provision of immunisation
services (3). Patients may also face long waiting times at health
facilities, which may increase the likelihood of incomplete
immunisation (3). Health workers in urban areas may have low
motivation which may stem from the challenges of urban living,
including high cost of living, low pay, and lack of identification
with the community they serve (4).
The World Health Organization’s EPI was designed over 40
years ago to support universal immunisation for all children
with a focus on overcoming geographic barriers to accessing
services for rural populations. This model successfully helped
increase immunisation coverage rates. However, given that
most of the world’s population now lives in urban areas, the
traditional rural EPI model requires adaptation to meet the
needs of the growing urban population.

2

Gavi, the Vaccine Alliance and its partners recognize the need
to improve coverage and equity and reduce the risk of disease
outbreaks by prioritizing approaches to reach every child,
especially in urban areas. This is reflected in the Immunisation
Agenda 2030 in which strategic priority 3 calls for protection
of everyone by full immunisation, regardless of location, age,
socioeconomic status or gender-related barriers. This can
be achieved through extension of immunisation services to
regularly reach “zero dose” and under-immunized children
and communities (5).
In addition, the Urban Immunisation Working Group was
constituted in January 2017 to create awareness about
inequities in urban areas and support the development of
strategies aimed at improving immunisation outcomes,
especially in underserved urban areas like slums.

2.2 Immunisation in Uganda
Immunisation in Uganda is managed by the Uganda National
Expanded Program on Immunisation (UNEPI) with support
from partners such as WHO, UNICEF, PATH, CHAI, CDC and
JSI, whose goal is to ensure that every child and high-risk
groups are fully vaccinated with high quality and effective
vaccines against the target diseases (6). UNEPI receives support
from different sources which include Gavi through partners,
government of Uganda and Gavi grants (for specific new
vaccine introductions or campaigns as well as cross-cutting
technical assistance, health system strengthening, and cold
chain equipment optimization). With support from Gavi, the
vaccination package has increased from six to thirteen vaccines.
Other vaccines recommended for introduction by the National
Immunisation Technical Advisory Group (NITAG) include: MR2
and Td booster dose in 2021, Yellow Fever and Meningitis A in
2022. According to UDHS reports, full immunisation coverage
estimate for Uganda has improved from 37% in 2001, to 55%
in 2016. (7–11) (figure 1). Kampala city was previously the only
city in Uganda; however, the parliament of Uganda recently
elevated a number of towns to city status effective 2020 while
other towns are lined up to be elevated to city status in 2021,
2022 and 2023(12) The findings from this evaluation will be
relevant for districts transitioning to city status in relation to
the development of a long term urban immunisation strategy
and communication strategy for routine immunisation for
urban settings”
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Figure 1: Trends of full vaccination coverage in Uganda
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2.3 Immunisation in
Kampala City
Study setting
Socio-demographic characteristics: Kampala is Uganda’s
most densely populated city and major regional trade and
transport hub in Uganda. It is divided into five administrative
divisions: Central, Kawempe, Makindye, Rubaga and Nakawa

(figure 2). It is characterized by diverse socio-economic and
ethnic backgrounds, has numerous crowded slums, on-going
rural-urban migration, and high fertility. According to the KCCA
annual reports, the estimated night population of Kampala is
1.6 million persons and approximately 4.5 million in the day
due to the huge influx of workers from surrounding districts.
The annual population growth rate of Kampala is 3% and 60%
of the population resides in slum areas (11). According to the
2016 Uganda Bureau of Statistics population report, 51.4% of
the population are females with 20.2% of child bearing age
and the proportion of live births is estimated at 4.9%, while
the children below five years make up 17.7% of the population
(11). Kampala has approximately 78,501 refugees and asylum
seekers from Democratic Republic of Congo, Eritrea, Rwanda,
Somalia, Burundi, South Sudan, Ethiopia, Sudan, Pakistan and
Central African Republic (13,14). The refugees are spread across
Kampala’s five administrative divisions, and approximately 10%
of the refugees are under five years of age. The ever-increasing
urban population is characterized by densely populated
substandard houses, social and economic isolation, irregular
land ownership, low standards of sanitation, and limited access
to basic infrastructure and social services (14,15).
Health services: According to KCCA health facility master list
in 2018, there are a total of 1,448 health facilities in Kampala
city. Nearly all (98%) are privately owned; 94% are Private
for Profit (PFP), 4% are Private Not for Profit (PNFPs) and the
remaining 2% are public health facilities.

Figure 2: Map of Uganda showing Kampala district and its divisions
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Socio-economic characteristics: Kampala city is Uganda’s
commercial and economic hub, it contributes approximately
60% of Uganda’s GDP and accounts for 80% of the country’s
industrial sector. Kampala like the rest of the country has a very
dynamic growing urban informal sector; it employs about 90%
of the total non-farm private sector workers. It is estimated
that over 55% micro enterprises operating in the country are
located in Kampala. Trade is by far the most important activity
with 72% of the informal sector employment, manufacturing
23% and services 6%.

2.3.1 Immunisation coverage
in Kampala city
Full immunisation coverage estimates for Kampala city from
household survey data sources have declined from 77% in 2010
(16) to 43% in 2015 (17), 51% in 2016 (11), and 48% in 2017

(18). Timeliness of vaccination is also low at 45.6% (17). The
Uganda equity assessment of 2016 found that 53% of children
nationwide were under-immunised and Kampala city was the
district with the highest number of under immunised children
(19). Also, in 2017 there were measles outbreaks in all divisions
of Kampala and suburbs of Wakiso district in which 67 cases
were identified. The most affected age group were children
under one year (20). However, administrative data from HMIS
show that DPT3 and measles coverage estimates for Kampala
have consistently been higher than the national targets of 90%
(this could be attributed to unreliable data due the transient
population which affect reliability of the denominator used)
as shown in figure 3 below. The inconsistency between the
presence of measles outbreaks despite the high measles
coverage estimates indicate that there are challenges related to
immunisation service delivery, uptake, or reporting in Kampala
city.

Figure 3: Trends of DPT 3 and measles coverage in Kampala (2015-2019)
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2.3.2 EPI model for immunisation service delivery in Kampala
Figure 4 below is a summary of the EPI model for immunisation service delivery. We describe the model based on UNEPI’s
operational components (i.e. governance, financing, vaccine supply and quality, logistics, data and surveillance, advocacy and
communication, service delivery, and human resource).
Figure 4: EPI model for immunisation service delivery in Kampala city

Leadership and
management

Advocacy and
communication

•
•

Immunisation services are delivered through a decentralized system of governance.
Management and planning for immunisation services is mainly done by the director public
health and environment (DPHE) and EPI focal persons at district, division and health facility
levels.

•

Social mobilization is done through the traditional structures such as through engagement
of political and local council leaders at zonal/ward, parish, division and district levels, health
workers at facility level and VHTs at community level.
The main channels used for communication are; media (radio, Television, newspapers) and
Information Education and Communication (IEC) materials in form of booklets, pamphlets,
posters and sometimes branding.

•

•
Data

•

•
Service delivery

•
•
•

Financing

•
•

•

Vaccines and
logistics

•
•

•
Human resource

•

At health facilities, information from tally sheets is compiled by the EPI focal person after
each immunization session and fed into the HMIS 105 form at the end of each month.
Some facilities directly feed the monthly data into the DHIS2 system, while others deliver the
HMIS 105 form to their respective divisions for entry into the DHIS2 system.
Out of the 1,448 facilities in Kampala city, 301 (20%) offer immunisation services: 17 (6%)
public, 30 (10%) PNFP and 254 (84%) PFP health facilities
Majority (44%) of the health facilities offering immunisation services in Kampala city only
offer static immunisation services.
Village Health Teams (VHTs) provide linkage between the community and health facilities.
Government of Uganda provides funds to 33 PNFPs in Kampala to enable them provide
affordable health care, including immunisation.
Government of Uganda doesn’t provide KCCA public health facilities with PHC non-wage
recurrent grant, which is meant to fund outreaches.
KCCA leverages partner support mainly from Gavi, UNICEF, and WHO to conduct
immunisation activities.
Access to government of Uganda vaccines by health facilities is cascaded i.e. from the
central vaccine store (National Medical Stores (NMS) at national level to the district vaccine
store (DVS) at KCCA, to nine satellite health facilities which then supply lower level health
facilities.
Vaccine deliveries from the DVS to health facilities is not uniform and involves a combination
of push and pull systems based on health facility needs and availability of transport.
The district EPI focal person is responsible for distribution of vaccines and immunisation
supplies to divisions vaccine stores, which are overseen by a division cold chain technician or
assistant.
Vaccination is mainly done by nurses, with the minimum qualification being an enrolled
nurse.
Nurses are recruited for general health services delivery, and are given immunisation as an
assignment.
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enabling countries to protect health care workers, perform vital
surveillance and training, and purchase diagnostic tests. Gavi
has supported countries to adapt and restart immunisation
services, rebuild community trust and catch up those who
have been missed both before and during the pandemic, while
also investing in strengthening immunisation systems to be
more resilient and responsive to the communities they serve.
Gavi is co-leading COVAX, the global effort to securing a global
response to COVID-19 to help identify and rapidly accelerate
development, production and delivery of COVID-19 (23).

2.4 COVID-19 Pandemic
The WHO declared COVID-19 a global pandemic on March
11, 2020. Since then, COVID-19 has had a major impact
on continuity of primary health care services, particularly
immunisation (21). Disruption of immunisation services due
to COVID-19 increased the risk of vaccine preventable diseases
(VPDs) and outbreaks. Existing health and economic inequities
were exacerbated, putting the most disadvantaged and poorest
communities at even greater risk (22). Preliminary results from
the COVID-19 immunisation Pulse Survey indicate that more
than 75% (48/68 Gavi eligible countries) saw a reduction in
vaccination levels in May compared to pre-COVID-19 levels.
Additionally, 78% of the countries indicated disruptions
in demand for immunisation services (9). With COVID-19
reported in almost all Gavi-eligible countries, the Vaccine
Alliance provided immediate funding to health systems,

Uganda confirmed her first COVID-19 case on March 21, 2020.
To contain the spread of the virus, the Ministry of Health (MoH)
put in place multiple strategies and restrictions including
closure of schools, active search for all at risk people and
contacts for screening and testing, banning of mass gatherings,
curfew, among others which eventually led to the lockdown
as shown in figure 5 (24).

Figure 5: Timelines of COVID-19 response measures
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These measures significantly impacted on the health care
system and service delivery (25).; There was limited access to
maternal and child health services and pregnant women, postnatal mothers and children due for immunisation experienced
challenges in accessing services during the COVID-19 lockdown
(26). Uganda applied to and reprogrammed US$ 3.1 million
HSS funds from Gavi to help contain the spread of COVID-19
(infection prevention and control supplies, laboratory supplies,
risk communication) and maintain routine immunisation
services (21). Through Gavi, the COVAX facility allocated
3,552,000 doses of the AstraZeneca vaccine to Uganda for
the period of January – June 2021. MoH received the first
batch of 864,000 doses of the AstraZeneca COVID-19 vaccine
on March 5th 2020 (27).
In Kampala, COVID-19 response activities are coordinated by
KCCA taskforce supported by MoH and partners including
WHO, UNICEF and IDI. Following confirmation of the first case
of COVID-19 on 21st March 2020, numerous interventions
were put in place in Kampala city, including; 1) organizing the
city response into key pillars that included coordination and
leadership, surveillance, case management, laboratory, risk
communication and social mobilization, logistics and strategic
information 2) setting up of an emergency operations centre 3)
deployment of highly experienced human resource from MoH,
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WHO, UNICEF and IDI as full-time KCCA COVID-19 response
staff to provide technical support and assistance; 4) inter sector
technical committee was instituted to provide guidance on
COVID-19 response activities given the heterogeneity of
Kampala; 5) recruitment and training of staff for different
response pillars; 6) harnessing technology to conduct testing,
isolation, contact listing and tracing; 7) community based
surveillance and risk communication through full involvement
of the community in management of the response; 8) a
coordinated evacuation system for confirmed cases to the
COVID-19 treatment centers 9) use of a City Health Information
System (CHIS) to monitor compliance in workplaces including
markets, arcades and bus terminals (26).
As a member of the Partnership for Healthy Cities, KCCA
received support to implement a surveillance system to
track COVID- 19 incidence across its population. Data from
contact tracing and laboratory testing was used for predictive
modelling to forecast the likelihood of new cases and cluster
similar data trends for further analysis. This real-time data
facilitated comparative analysis between affected and nonaffected households (Data for equitable COVID-19 action).
Kampala city continues to report the highest number of
confirmed COVID-19 cases predominantly by testing alerts
and persons planning to travel.
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3.0 EVALUATION METHODS
3.1 Evaluation approach

3.3 Evaluation framework

This evaluation was conducted in two phases. Phase one
(June 2019-May 2020) focused on the demand side drivers of
immunisation coverage in Kampala, and phase two (June 2020July 2021) focused on the supply side drivers of immunisation
coverage.

The evaluation was guided by the conceptual framework and
was adapted from three frameworks including (a) defining
access to healthcare by Bailie et al 2015 (28) (b) the Global
Routine Immunisation Strategies and Practices (GRISP)
recommended by WHO (29) and (c) a landscape analysis
of routine immunisation in Nigeria by Prindle et al (30).The
framework proposes that access to immunisation services is
achieved through the interaction between five corresponding
dimensions identified on the supply (service providers) and
demand (service seeking) sides, which are influenced by
contextual domains. Details of the framework are as shown
in annex 1.

3.2 Stakeholder engagement
To ensure quality and harness stakeholder buy in, we consulted
key stakeholders at different phases of the evaluation. During
protocol development, the team regularly consulted with
Gavi, UNEPI and KCCA to develop evaluation questions and
methods. During implementation, Gavi provided technical
support; UNEPI, KCCA and UBOS provided technical input
in selection of enumeration areas and training of the survey
team. The preliminary results were presented at several highlevel meetings including (1) UNEPI and Partners meeting held
at the Ministry of Health (6th November 2019); (2) The Joint
Annual Review (JAR) (28th November 2019). Our results were
extremely well received during these presentations and
important feedback was provided. During report writing,
the team conducted several fact checking interviews with key
in-country stakeholders to validate the findings

3.4 Evaluation design
In order to answer the evaluation questions, we employed a
mixed methods study design with triangulation of qualitative
and quantitative data. Phase one (demand side) employed
a parallel convergence study design (31,32) (Figure 7) while
phase two (supply side) employed a sequential transformative
study design (31) (Figure 6).

Figure 6: Parallel convergence study design (phase one)

• Households selected (600)
• Declined (4)
• Absent (6)
• Interviewed (590)

Qualitative data

• IDIs (6)
• KIIs (30)
• FGDs (7)
• Mee�ngs observed (8)

Quantitative
data analysis

Analysis done separately

Data collection conducted concurrently

Household Survey

• Descrip�ve sta�s�cs!
• Bivariate and
mul�variate mixed
eﬀects logis�c
regression analysis
• Visualiza�on of maps!
Interpreta�on and
discussion of qualita�ve
and quan�ta�ve ﬁndings
done condurrently

fact checking
interviews at
na�onal level to
validate ﬁndings

Qualitative
data analysis

• Nvivo (QSR
Interna�onal,
quali�ta�ve data
analysis so�ware).
• Deduc�ve analysis
based on the Social
Ecological Model (SEM)

Ongoing activities: Secondary data analysis, Document review, Partner mapping
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Figure 7: Sequential transformative study design (phase two)
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Analysis of data from steps | to 3 will inform data collection at district and national level.

Ongoing activities: Secondary data analysis (HMIS, KCCA vaccine stock data, proximity analysis of health facilities) and document review

3.5 Data collection methods and data sources
3.5.1 Qualitative data collection methods
Qualitative data collection involved document review, KIIs, IDIs, FGDs and observation of immunisation sessions. Details on the
purpose, data collected and data sources for the qualitative data collection methods are as shown in annex 2.

3.5.2 Qualitative data sources
We attended meetings and conducted 7 FGDs, 6 IDIs and 55 KIIs with individuals at various levels, and 25 observations of
immunisation sessions as described in table 2 below.
Table 1: Qualitative data sources
Source

No.

Description of data sources: June 2019- February 2020

Phase one (June 2019 - May 2020)
FGDs

7

Women from a low uptake area, Somali women, South Sudanese, Indians, Men from a slum area,
Women from a slum area, research assistants. Each FGD included ten to twelve participants.

IDIs

6

Community members opposed to immunisation

KIIs

10

National-level KIIs: UNEPI, Uganda Health Federation, WHO, UNICEF, CHAI, AFENET, JSI, Living
Goods, Interaid, PATH

15

Fact checking KIIs: UNEPI, KCCA (Division Medical Officers (DMOs), EPI focal persons, VHTs)

5

Global-level KIIs

8

EPI technical working committee (3), Technical Coordination Committee (1),

Meeting
Observations

8

KCCA performance review meeting (1), Joint appraisal (1), UNEPI annual stakeholders meeting
(1), UNEPI MR campaign rollout planning meeting (1)
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Source

No.

Description of data sources: June 2019- February 2020

Phase two (June 2020 - July 2021)
KIIs

Observation of
immunisation
sessions

13

Division level KIIs: EPI focal persons (4), data officers/biostatisticians (5) and DMOs (4).

12

Health facility level KIIs: EPI focal persons at three (3) public health facilities, seven (7) Private
For Profit health facilities (PFPs) and two (2) Private Not For Profit health facilities (PNFPs).

18

Observations of static immunisation sessions: 10 at public health facilities, four (4) at PFPs and
four (4) at PNFP.

9

Observations of outreach immunisation sessions: five (5) by public health facilities, three (3) by
PNFPs and one (1) by PFPs.

3.5.3 Quantitative data collection methods and data sources
We quantitatively analysed secondary data sources, conducted a household survey and a health facility assessment. Details on
the purpose, data collected and data sources for the quantitative data collection methods are as described in table 2 below.
Table 2: Quantitative data collection methods and sources
Source

Period

Description of data sources

HMIS

July 2015-present

Immunisation data for all antigens, staffing norms

KCCA health facility master list

2018

List of health facilities (private and public) in
Kampala city by services provided

KCCA vaccine order and supplies list

July 2017- January 2019

Vaccines ordered and supplied

KCCA mapping of slums and associated
coordinates

2018

List of slums and associated coordinates

Household survey

September 2019 –
November 2019

Caregivers of children aged 12-23 months in
Kampala city

HMIS

July 2015-present

Immunisation data for all antigens

KCCA health facility master list

2018

List of health facilities (private and public) in
Kampala city by services provided

Phase one household survey data

September 2019 –
November 2019

Caregivers of children aged 12-23 months in
Kampala city

Health facility assessment

(October 2020-April
2021)

87 health facilities offering immunisation services in
Kampala city
238 mothers/caregivers who had visited the health
facility to receive immunisation services for their
children aged under five years at the health facility

Phase one (June 2019 - May 2020)

Phase two (June 2020 - July 2021)
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3.5.4 Household survey

b) Observation of immunisation sessions

The purpose of the household survey was to quantify the
demand side drivers in Kampala city. Using sample size for
two proportions, and setting the level of significance at 5%,
Power at 80%, a design effect of 2, and non-response rate of
10%required to get a 50% difference in coverage between
children with a specified barrier and those without the barrier.
The survey was conducted in all the divisions within Kampala
city among mothers/caregivers with children aged 12 – 23
months. The household survey questionnaire was adapted
from the Uganda Demographic Health Surveys (11), WHO,
UNICEF urban tool kit and prior cross-sectional community
surveys (33). The HHS was conducted among 600 randomly
selected households evenly divided between lower, middle
and upper-income parishes in Kampala city. Of these 600
households, there were 647 children - 51 children were
excluded (47 due to more than one child in the household,
6 were absent, and 4 declined); 590 children were enrolled
in the survey (a 98% response rate). Data collection took
place between September to November 2019. Details of the
household survey methodology can be found here: https://
www.gavi.org/our-impact/evaluation-studies/evaluationdrivers-urban-immunisation-uganda-kampala-case-studyphase-1 (34)

A total of 27 observations were conducted in settings where
immunisation sessions were taking place, e.g. at health facilities
(static sessions) and in outreaches. Different settings where
immunisation takes place were purposively sampled, in order
to capture; 1) Immunisation processes, health care provider’s
behaviour and interactions with the caregivers/parents, 2)
Workflow and other processes of immunisation in different
physical settings, and 3) COVID-19 safety practices during
immunisation sessions (i.e. social distancing, use of PPE, hand
washing). Health facilities were purposively selected to include
different levels of service delivery and facility ownership.

3.5.5 Health facility assessment (HFA)
The purpose of the HFA was to 1) identify and measure
supply side constraints to vaccination at health facility level
and 2) understand the effect of the COVID-19 pandemic on
immunisation service delivery. We used the Service Availability
and Readiness Assessment (SARA) methodology (35,36) to
compute a sample size of 90 health facilities. Of these, data
were collected from 87 health facilities.
The health facility assessment encompassed three (3)
components i.e. a) Assessment of the vaccine delivery system,
b) Observation of immunisation sessions and c) Exit interviews.
a) Assessment of the vaccine delivery system
The purpose of the assessment was to identify and measure
supply side constraints/drivers to vaccination at health facility
level. The assessment tool was informed by the EPI standards
(37), Health Sector Service Standards and Service delivery
Standards (38) and Immunisation In Practice Uganda (6). Data
were collected by trained research associates using tablet
computers. We collected data on eight (8) modules based on
UNEPI’s operational components (i.e. governance, financing,
vaccine supply and quality, logistics, data and surveillance,
advocacy and communication, service delivery, and human
resource).
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c) Exit interviews
These were conducted for the purposes of 1) identifying and
measuring supply side constraints/drivers to vaccination at
health facility level and 2) identifying and measuring the effect
of COVID-19 response on immunisation seeking behaviour
of mothers/caregivers. At each of the 90 health facilities, we
purposively selected three caregivers to interview irrespective
of whether their child was successfully immunized. A total
of 238 exit interviews were conducted. Data was collected
using a semi-structured questionnaire through face-toface interviews. We collected data on caregivers’ sociodemographic characteristics, reasons for choice of health
facility, experience at the health facility, perceived quality
of immunisation services and the effect of COVID-19 on
immunisation seeking behavior of caregivers.

3.6 Data analysis
3.6.1 Qualitative data analysis
We employed thematic content analysis to analyze qualitative
data collected through KIIs, documents and observation.
Observation notes, Key informant transcripts and document
review notes were imported into Nvivo (QSR International,
qualitative data analysis software) and Dedoose software. A
coding scheme was drawn inductively from transcripts and
notes in relation to the evaluation questions. Transcripts and
notes were carefully reviewed to derive and assign codes and
thereafter themes and sub-themes. Data was then coded
and a narrative on the emerging themes developed. Analysis
of observation notes took into consideration differences in
emerging themes from the different levels of immunisation
service delivery and the different immunisation settings.
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3.6.2 Quantitative data analysis
a. Secondary data analysis
Overall, secondary analyses were conducted at descriptive,
bivariate and multivariable adjusted analyses and validated
using descriptive statistics; continuous variables expressed as
the means (± standard deviation) if normally distributed and
as median (inter quartile range) if the data were skewed. We
examined trends using line graphs and established stationarity
using Dickey-Fuller test; geospatial analyses using coordinates
provided by KCCA, UNEPI, Gavi Health Facility and Household
surveys. For missing values, we visualized data so as to detect
missing data and outliers. Missing data was populated by the
average of the two data elements before and after data points.
Annex 3 shows the analysis conducted for each purpose of
secondary data.

b. Analysis of household survey (HHS) data
Data elements from the HHS were summarized as proportions;
the format for reporting the access and utilization of the
immunisation services was adopted from the microplanning
for immunisation service delivery using the Reaching Every
District (RED) Strategy (33) developed in 2002 by WHO, UNICEF
and other partners to help improve immunisation systems.
Immunisation coverage represented access to immunisation
while dropout rates represented utilization of immunisation.
The detailed analysis plan for the household survey can be
found here: https://www.gavi.org/our-impact/evaluationstudies/evaluation-drivers-urban-immunisation-ugandakampala-case-study-phase-1 (34)
c. Analysis of data from the HFA
Table 3 below provides description of the statistical analysis
organized by tool and unit of analysis.

Table 3: Analysis of data from the health facility assessment (HFA)
Study tool

Unit of
analysis

Grouping variables

Analysis details

HFA (crosssectional
data)

Facility

Level of care and
ownership of the health
facility

Health facility characteristics were described using frequencies
and percentage for categorical variables and means, standard
deviation, medians and interquartile range for continuous
variables.

HFA tool
(time
series/
repeated
measures)

Facility

Level of care and
ownership of the health
facility

• Monthly and quarterly trends of different indicators
collected were established.
• Spearman’s and Kendall tua test statistics was used to test
for presence or absence of trends in the time series data.

Exit
interview
tool

Caregiver/
child

Level of care and
ownership of the health
facility

• Caregivers and child/infants were described in respect to
their characteristics using means (standard deviation) or
medians (interquartile range) for non-normally distributed
data. Categorical characteristics were presented as
frequencies and percentages.
• Interviews captured various experiences of the caregiver
including perceived quality of care, satisfaction, waiting
time among others. Counts and percent were used for
categorical variables. Means (standard deviation) or median
(interquartile range) for continuous variables.

Observation
checklist

-

Level of care and
ownership of the health
facility

The tool captured various parameters during an actual or
ongoing immunisation session at the health facility. Means
(standard deviation) or median (interquartile range) were used
to summarise the data. For categorical outcomes used frequencies
and percentages.
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3.7 Data synthesis
3.7.1 Root cause analysis
Root cause analysis (RCA) is a mechanism for identifying causal
factors underpinning a chain of events (39). This approach was
used to uncover the why particular challenges and successes
have occurred. We conducted RCA using secondary and
primary data sources to test and refine assumptions about
causal pathways based on consensus by the evaluation team.
We used a flow chart method to illustrate the dynamic links
between observed challenges, success and potential root
causes and other situational actors. The process was iterative
and continually refined against multiple data sources.

3.7.2 Strength of Evidence
A robustness ranking scale adapted from the Gavi Full Country
Evaluation 2.0 (17) was used to assess different robustness
dimensions for the evidence related to the evaluation
questions (Figure 8). A strength of evidence rating was assigned
using a four-point scale as a general guide for ranking findings
and describing the rationale behind the ranking. The ranking
process helped identify which findings needed additional
triangulation and validation. The team underwent a validation
process that included adding data and reassessing the overall
finding statement, robustness, and strength of evidence.
Figure 8: Approach to ranking the strength of evidence

01

The ﬁnding is supported by mul�ple data
sources (good triangula�on) which are
generally of strong quality.

02

The ﬁnding is supported by mul�ple data sources (good triangula�on) of
lesser quality, of the ﬁnding is supported by fewer data sources (limited
triangula�on) of good quality but perhaps tore percep�on-based than factual.

03

The ﬁnding is supported by few data sources (limited
triangula�on) and it percep�on-based, or generally based
on data that are viewed as being of lesser quality.

04

The ﬁnding is supported by very limited
evidence (single source) or by incomplete
or unreliable evidence.

3.9 Limitations
This evaluation had some limitations.
1. In depth qualitative data collection relied heavily on key
informants thus prone to recall and respondent bias. We
triangulated data from interviews and conducted fact
checking interviews to minimize these biases.
2. Our evaluation was focused on Kampala city – however,
a significant number of people working in Kampala city
live in the surrounding districts. Immunisation coverage
and barriers among populations who dwell in Kampala
city may be different from those among populations of
surrounding districts that move into the city for work.
3. Our household survey was done in households of
people resident in Kampala and thus our findings are
generalizable to Kampala residents but may have an
additional limitation of household surveys which could
have captured respondents who are at home during the
day, who may not be representative of the typical Kampala
resident.
4. Our findings focused on a major city in Uganda might not
be representative of all urban settings in Uganda, which
range widely in level of economic development and other
factors such as cultural norms that influence demand,
access, and use of the health care system, as well as norms,
attitudes, and practices among health care providers.
5. There was limited data collection from the less visible
partners working in Kampala City who support
immunisation activities - a more comprehensive partner
mapping would have been more informative.

3.8 Ethical considerations
Approval of the evaluation was sought from Makerere
University School of Biomedical Sciences Research and Ethics
Committee (SBS IRB), and the Uganda National Council for
Science and Technology (UNCST). Administrative clearance
was sought from the Ministry of Health and Kampala Capital
City Authority (KCCA). The evaluation team sought approval
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from MoH/UNEPI to attend and observe ongoing immunisation
related meetings. Voluntary informed consent was sought from
respondents prior to interviews. To ensure confidentiality,
all data including respondents’ names, titles, and contact
information were secured in a lockable cabin and only
accessible to the evaluation team. Quotes were not attributed
to any individuals. Individually identifiable information was not
included in any reports or other external communication of
findings from the evaluation.

6. Lastly, we had a small sample of children in the HHS who
were never immunised; due to the small sample size, it
was difficult to draw conclusions on characteristics of the
unimmunised child in Kampala city.
7. We intended to determine the inadequacy of PHC funding
for public health facilities in Kampala, but we’re unable to
access financial data. More time was needed to obtain
disaggregated data for more granular level analyses.
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4.0 EVALUATION FINDINGS
This evaluation addressed three major questions; (1)
Effectiveness of the current EPI model; (2) Drivers of
immunisation coverage; (3) Adaptation of the EPI and partners
to the challenges of immunisation in an urban context and
(4) Effects of COVID19 on immunisation service delivery in
Kampala city. We present our findings and interpretation
under each of these evaluation questions. Key findings for
each evaluation question are summarised in a box followed
by the detailed findings.

4.1 Effectiveness of the
current EPI model for
immunisation service
delivery in Kampala city
We measured effectiveness of the current EPI model for
immunisation service delivery using both outcome and impact
indicators. The outcome indicators were 1) full immunisation
coverage, 2) timeliness of vaccination, 3) DPT1 coverage as a
measure of access to immunisation services and 4) DPT1-DPT3
dropout rates (as a measure of utilization of immunisation
services). These outcome indicators were estimated from the

household survey. The impact indicator was the occurrence
of outbreaks of vaccine preventable diseases in Kampala
city during the last six years (2015-2019), and was estimated
by analysis of MoH surveillance data (laboratory database).
Findings for the different indicators are as described below.
Finding 1: The effectiveness of the EPI model for
immunisation service delivery in Kampala city is suboptimal, as indicated by the following:
• Only 41% of the children were fully immunized, of
which 26.6% were immunized on time.
• Access to immunisation is high as reflected by the
high DPT1 coverage of 95.9%. However, the high
DPT1-DPT3 dropout rate (17.3%) indicates poor
utilization.
• Kampala experienced outbreaks of measles in the
period of 2015-2018.

1. Full immunisation coverage
Of the 590 children sampled, only 244 (41.4%) had received all
the vaccines in the current immunisation schedule for Uganda
(see annex 4). Six children (1%) had never received any vaccine
(Figure 9).

Figure 9: Immunisation coverage in Kampala city

Not
Immunized

1%
Par�ally
Immunized

Fully
Immunized

57.6%
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Figure 10 shows the divisions of Kampala city, the distribution of slums and the locations of the partially versus fully
immunised children based on the HHS results. There was no significant difference in immunisation coverage between slum
areas (41.8%) and non-slum areas (40.9%) in the sampling locations in slum areas versus non-slum areas.

Figure 10: Map of Kampala showing the location of partially and fully immunised children

Table 4: Immunisation coverage by antigen

2. Timeliness of vaccination
Overall, 65 of the 244 (26.6%) fully immunized children
completed their full vaccination schedule on time (Figure 11).
Table 4 shows coverage by antigen and coverage on time. In
comparison to the Global Vaccine Action Plan target of 90%
for all vaccines (40) coverage for each individual vaccine was
relatively high, but coverage on time was low (less than 60%).
Figure 11: Timeliness of vaccination in Kampala city
Fully
Immunized
not on �me

73.4%

Source: HHS, 2019
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Fully
Immunized
on �me

26.6%

Coverage

Coverage on time

(N=590), n (%)

(N=590), n (%)

BCG

567 (96)

325 (55)

Polio0

523 (89)

281 (48)

Polio1

523 (89)

240 (41)

Polio2

528 (89)

258 (44)

Polio3

518 (88)

255 (43)

IPV

361 (61)

185 (31)

DPT1

566 (96)

295 (50)

DPT2

549 (93)

309 (52)

DPT3

468 (79)

301 (51)

PCV1

567 (96)

286 (48)

PCV2

543 (92)

293 (50)

PCV3

455 (77)

293 (50)

Measles

521 (88)

264 (45)

Vaccine
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3. DPT1 coverage and DPT1- DPT3 dropout rate
Figure 13 below shows the coverage by vaccine. The proportion of children that received DPT1 was high (95.9%), indicating
good access to immunisation services.
Figure 13: Coverage in Kampala by vaccine
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The good access to immunisation services is corroborated by findings from spatial analysis of distance from household to the
nearest health facility offering immunisation services in Kampala, which show that majority (91%) of the surveyed households
were located within one kilometer of an immunizing health facility. This suggests that distance may was not be a key barrier to
immunisation services.
However, the dropout rate between DPT1 and DPT3 was higher (17.3%) as compared to the WHO acceptable rate of below 10%,
indicating poor utilization of immunisation services.
Table 6 shows the characteristics of DPT1-DPT3 drop out children. Our crude findings indicate that attaining at least secondary
education level and receiving any immunisation message through media are protective against dropping out between DPT1
and DPT3.
Table 6: Characteristics of DPT1-DPT3 dropout children
Characteristic

Categories

DPT1-DPT3 Drop out
(n=101)

Completed
(n=465)

Age of primary care
giver

Mean (SD)

29.5 (9.99)

29.7(8.31)

Mother is primary
care giver

No

63 (62.4)

279 (60.0)

Reference

Yes

38 (37.6)

186 (40.0)

0.90 (0.58 – 1.51)

Sex of household
head

Male

73 (72.3)

350 (75.3)

Reference

Female

28 (27.7)

115 (24.7)

1.18 (0.72 – 1.89)

At most Primary

50 (49.5)

154 (33.1)

Reference

At least secondary

51 (50.5)

311 (66.9)

0.51 (0.32 – 0.78)

Educational level
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Characteristic

Categories

DPT1-DPT3 Drop out
(n=101)

Completed
(n=465)

Age of primary care
giver

Mean (SD)

29.5 (9.99)

29.7(8.31)

Wealth index

Poor

57 (56.4)

224 (48.2)

Reference

Less poor

44 (43.6)

241 (51.8)

0.72 (0.47 – 1.11)

No

52 (51.5)

170 (36.6)

Reference

Yes

49 (48.5)

295 (63.4)

0.54 (0.35 – 0.84)

4 or less

98 (97.0)

436 (93.8)

Reference

Greater than 4

3 (3.0)

29 (6.2)

0.46 (0.14 – 1.54)

Male

52 (51.5)

247 (53.1)

Reference

Female

49 (48.5)

218 (46.9)

1.16 (0.75 – 1.78)

Below 4

22 (21.8)

117 (25.2)

Reference

>=4 times

74 (73.3)

338 (72.7)

1.16 (0.69 – 1.96)

NA

5 (4.9)

10 (2.1)

2.66 (0.83 – 8.53)

No

63 (62.4)

309 (66.5)

Reference

Yes

38 (37.6)

156 (33.5)

1.19 (0.76 – 1.87)

Central

3 (3.0)*

30 (6.5)

Reference

Kawempe

12 (11.9)

77 (16.6)

1.56 (0.41 – 5.91)

Rubaga

42 (41.6)

134 (28.8)

3.13 (0.91 – 10.79)

Makindye

9 (8.9)

84 (18.0)

1.07 (0.27 – 4.22)

Nakawa

35 (34.6)

140 (30.1)

2.50 (0.72 – 8.67)

Non-slum

47 (46.5)

227 (48.8)

Reference

Slum

54 (53.5)

238 (51.2)

1.10 (0.71 – 1.69)

Private

52 (52.5)

301 (65.9)

Reference

Public

47 (47.5)

158 (34.4)

1.72 (1.11 – 2.67)

< 20 meters

37 (36.6)

226 (48.6)

Reference

20.1-50.0 meters

28 (27.7)

112 (24.1)

1.53 (0.89 – 2.62)

50.0-110 meters

2 (2.0) *

19 (4.1)

0.64 (0.14 – 2.88)

Outside Kampala city

34 (33.7)

108 (23.2)

1.92 (1.14 – 3.23)

Any immunisation
message through
media
Parity
Sex of child
Antenatal Care visits
attended

History of any adverse
event
Division

Residence
Facility where
the child received
immunisation
Distance of residence
to health facility

Crude OR (95CI)

Source: HHS, 2019
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4. History of outbreaks of vaccine preventable
diseases in Kampala
A confirmed measles outbreak is defined as the occurrence of
three or more confirmed measles cases (at least two of which
should be laboratory-confirmed; IgM positive) in a health
facility/district/block (approximate catchment population of
100 000) in a month (41). Based on this definition, Kampala
experienced one outbreak in 2015, four in 2017 and one in
2018.
Figure 14: Measles outbreaks in Kampala city (2015-2018 )
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4.1.5 Interpretation of findings
on effectiveness of the EPI
model of service delivery
The low coverage of fully immunised children, high DPT1DPT3 dropout rate, untimeliness in receipt of vaccinations
and occurrence of measles outbreaks point to the sub-optimal
effectiveness of the EPI model for immunisation service
delivery in Kampala city. These results are consistent with
findings from other surveys (8–11,15,17), and imply that there
is a pool of under immunised children who are susceptible to
disease outbreaks as has been the case in Kampala. Similar
evaluations from developing countries have highlighted the
high numbers of partially vaccinated children residing in urban
areas particularly among the urban poor (41–45). This suggests
the need to develop a mechanism to track children to ensure
that they are fully vaccinated. Our findings also showed that
partially immunised children were uniformly distributed in slum
and non-slum communities. This differs from findings from
other studies (42), where un / partially immunised children
were reported to reside in urban slums. As such, there is need
to target all children irrespective of where they reside. This is
in line with Gavi’s vaccination goal geared towards protecting
every child through routine immunisation regardless of where
they reside (46). There is need to develop a mechanism to track
children to ensure that they are fully vaccinated.

4.2 Drivers of immunisation
in Kampala city
We analysed for drivers of immunisation in Kampala using
various data sources as described in section 3.5. A key driver
to successful immunisation is the readiness of health facilities
to provide services. In this section we present our findings on
health facility readiness as well as the barriers to immunisation
coverage in Kampala.

4.2.1 Readiness of health facilities to
provide immunisation services
Readiness refers to a state of preparedness in the facility to
provide immunisation services. We assessed health facility
readiness to provide immunisation services using themes
derived from UNEPI’s operational components including
governance, financing, vaccine supply and quality, logistics,
data and surveillance, advocacy and communication, service
delivery, and human resource. We found that the readiness of
health facilities to deliver immunisation services is sub-optimal,
as summarized below. Details are described in annex 5.
Finding 1: Findings from the health facility
assessment show that overall, the readiness to
deliver immunisation services is sub-optimalbased
on the findings below.
• Service delivery: Only 44% of the 87 health facilities
surveyed offered both static and outreach services.
• Human resource: The health worker client ratio
is at public health facilities is 1:20 in a static
immunisation session on a given day.
• Leadership and governance: Less than 15% of
all health facilities surveyed had all the guiding
documents (EPI policy, immunisation in practice
and EPI standards).
• Data and surveillance: 70% of the facilities have a
designated person in charge of filing data including
immunisation and only19% (10/52) of the PFPs
reported directly into DHIS2
• Vaccine supply and management: Ninety percent
of the health facilities assessed had a functional
refrigerator.
• Advocacy and communication: Only 63.3% of the
health facilities reported to have a list of community
focal persons for mobilisation. IEC materials
(Posters, Booklets, leaflets and brochures) were
available in 74% of the facilities.
• Financing: Given that public health facilities don’t
receive PHC non-wage grant, they have limited
ability to finance immunisation activities. PHC
support to PNFPs has remained constant since
2013 despite the increase in Kampala’s population
by about 158,516 from 2014 to 2020
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Though our findings show sub-optimal readiness, training of
staff in management of immunisation services may contribute
to more efficient use of available resources and improved
service delivery. Optimum utilization of available resources
at health facilities requires further study.

1. Limited social mobilisation and
understanding of the importance of full
immunisation
Finding 1: Inadequate information on immunisation
is a barrier to full immunisation of children in Kampala,
and is due to: 1) Insufficient information given by
health workers during immunisation sessions 2) Low
motivation of VHTs to conduct social mobilization, 3)
Reliance on the VHT structure for social mobilisation,
which leaves out closed communities and 4) Gaps
in community involvement in immunisation by PFP
health facilities. These reasons reflect inadequate public
engagement for immunisation.

4.2.2 Barriers of immunisation
in Kampala city
The main barriers to EPI performance in Kampala included:
1) limited social mobilization and understanding of the
importance of full immunisation, 2) vaccine stockouts at health
facilities, 3) costs to caregivers, 4) discrimination of minority
groups and 5) inadequate client centered immunisation
services (i.e. unfavorable frequency and duration of static
immunisation services, low numbers of immunisation
outreaches conducted and delays at health facilities). These
are presented and discussed below.

Robustness: (Ranking = 1). The finding is supported by
multiple data sources (i.e. household survey, FGDs, KIIs,
health facility assessment, observation of immunisation
sessions and exit interviews).
From the HHS, nearly all (99.4%) caregivers of partially
immunised children reported that their children were partially
immunised because they had inadequate information on
immunisation (table 16). Several of these caregivers thought
that their children had been fully immunised, some mentioned
that they were unaware of the need for vaccines while others
reported being unaware of the location or timing of the vaccine
services.

Table 7: Reasons for partial immunisation of children
Reason

Frequency (n=346)

Percentage (%)

Inadequate information on immunisation

344

99.4

Vaccines stock outs

71

20.5

Child not living with mother

60

17.3

Long waiting time

55

15.9

Hidden costs

18

5.2

Discrimination of minority groups

2

0.6

Reasons reported in combination to inadequate information on immunisation (n=344)
Inadequate information, Vaccines stock outs

71

12.1

Inadequate information, Socioeconomic organization (such as
child not living with mother) in the urban setting

60

10.2

Inadequate information, Long waiting time

55

9.4

Inadequate information, Hidden costs

18

3.1

Inadequate information, Discrimination of minority groups

2

0.3

Source: HHS, 2019

18

Evaluation of the drivers of urban immunisation in Uganda: A case study of Kampala City - August 2021

The inadequate knowledge on immunisation among
caregivers in Kampala can be explained by several reasons
including: a) insufficient information given by health workers
during immunisation sessions, b) low motivation of VHTs to
conduct social mobilization, c) reliance on traditional social
mobilization structures, which creates gaps in awareness on
routine immunisation among some communities and d) gaps
in community involvement in immunisation by PFP health
facilities as illustrated in annex 6.

Also, health workers are expected to refer the parents for other
appropriate health services like family planning, nutrition and
curative care(6).
According to the caregivers in focus group discussions (FGDs),
health workers always emphasized the need to come back for
follow up visits but limited explanations about the vaccines
schedules or their benefits was given.
“They also do not tell us why they are immunizing.
They just tell us the government has decided that we
take our children for immunisation but they do not first
sensitize us about its benefits.” (FGD with men from
slums)

a) Insufficient information given by health workers
during immunisation sessions
Before immunisation, health workers are expected to give
health education on the targeted immunisable diseases, the
vaccines given, the diseases they protect and the advantages
of vaccines, the number of doses of the vaccines required for
protection, the importance of completing the immunisation
schedule, possible side effects that are likely to occur due to
immunisation and their management, the return date, the
place of the next immunisation and the number of visits a child
needs in order to complete immunisation (fully immunised).

This is supported by analysis findings from exit interviews,
which show that only 37% of caregivers reported to have
received health education during immunisation sessions.
Health education was mostly received at public health facilities
(54.8%). Caregivers reported that most of the information
received was on vaccines and the diseases they help prevent
(87.6%), expected side effects (55.1%) and next return date
(53.9%) as shown in figure 15 below.

Figure 15: Information received during health education
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From observation of immunisation sessions, there is a variation in the conduct of health education, whereby there was no health
education at some sessions. At the sessions where health education was conducted, the information commonly given was on:
1) the vaccine to be given, 2) the return date for vaccination, 3) expected reactions to vaccination and how to manage them,
and 4) sites for vaccination on the body. The insufficient information given by health workers during immunisation sessions is
contributed to by the heavy immunisation workload on the health workers, which limits the time for comprehensive health
education. In addition, some caregivers arrive at health facilities when the comprehensive group health education sessions have
already been conducted.
Figure 16: Medium or form of communication used by the health facility

b) Low motivation of VHTs to conduct social mobilization
Analysis of data from the health facility assessment (HFA)
shows that social mobilisation at community level is mainly
through Village Health Teams (VHTs) who work in conjunction
with the local council leaders (LC’s) and health workers to
increase the utilization of immunisation services (figure 16).
The VHT policy in Uganda largely relies on voluntary
participation/goodwill. As such, there is no official salary
for VHT’s. However, KCCA gives an allowance of 20,000UGX
(US$5) as Standard Daily Allowance (SDA) to each VHT for every
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immunisation activity they are engaged in. Our findings show
that VHT’s are generally de-motivated to conduct community
sensitization on immunisation.
“VHT’s do a great job of mobilization, community
sensitization generally but all that is voluntary work.
Sometime back they were promised some facilitation
but it never came. So, VHT’s got demoralized. You
imagine this, a person doing that much work without
getting anything in return.” (KII, parish level)
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Indian association who will know how to meet them
and tell them it’s ok. We are having a multi antigen
campaign for refugees, we use the VHTs within the
refugee community. They are actually not VHTs but
those opinion leaders and now we are calling them
VHTs. We had to get them from InterAid, which deals
with refugees in Kampala. So it is context specific to see
that they all work for you in certain area.” (KII, VHT)

Also, the VHT’s reported that the SDA allowance they receive is
inadequate in comparison to the high cost of living in Kampala.
Even when funds are available, payment is often delayed. A
major contributor to this delay is the new payment system for
health activities in Kampala which is a post activity payment
modality of KCCA. Due to demotivated VHT’s, there is limited
social mobilization for immunisation.
c) Reliance on traditional social mobilization structures,
which creates gaps in awareness on routine
immunisation among some communities.
Social mobilization for immunisation is done through a
structure including engagement of political and local council
leaders, health workers at facility level and VHTs at community
level. However, respondents reported that unlike other
districts where the population is homogeneous and the VHT
social mobilization structure is effective, Kampala has some
closed communities like Eritreans, Indians and Karamojong
that require targeted approaches to reach as described in
the quote below.
“If you want Indians to be able to accept your
vaccination, probably you need to go through the

d) Gaps in community involvement in immunisation by
PFP health facilities.
According to MoH guidelines (6) health facilities that offer
immunisation services are expected to have contacts with
local leaders, focal points for mobilization, hold community
dialogue meetings and have community plans/ strategy for
immunisation.
PFP health facilities had the least channels for advocacy
and communication for immunisation at community level
compared to the public health facilities: only 53% had a list
of focal points for mobilisation, 9.6% mentioned having
community dialogue meetings and 55.8% mentioned having a
community strategy for immunisation (table 17). This presents
a gap in community involvement in immunisation.

Table 8: Availability of channels for advocacy and communication at health facilities
Channel

Level of health facility

Total

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Facility contact with local leader

39 (75.0)

18 (85.7)

13 (92.9)

70 (80.5)

Lists of community focal points for mobilisation available

28 (53.8)

16 (76.2)

11 (78.6)

55 (63.2)

Facility conducts community dialogue meetings

5 (9.6)

7 (33.3)

6 (42.9)

18 (20.7)

Risk communication as part of community dialogue meetings (n=18)

5 (100.0)

6 (85.7)

6 (100.0)

17 (94.4)

Frequency of community dialogue meeting (n=18)

n=5

n=7

n=6

n=18

Monthly

1

2

1

4

Quarterly

3

3

5

11

Other

1

2

0

3

IEC materials available

38 (73.1)

15 (71.4)

11 (78.6)

64 (73.6)

Communication plan/Strategy available

29 (55.8)

16 (76.2)

13 (92.9)

58 (66.7)

Facility traces immunisation defaulters

31 (59.6)

4 (19.0)

3 (21.4)

38 (43.7)

Means of tracing immunisation defaulters (n=38)

n=27

n=3

n=1

n=38

Direct calling

26

3

1

35

A VHT

1

0

2

3

Source: HFA
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As a result of inadequate information on immunisation, there
is fear and mistrust of the vaccines. This is exacerbated by
negative social influences by significant others like spouses
and religious leaders that preach against immunisation and
the misinformation and conflicting messages from the media,
as described in the phase one report here: https://www.gavi.
org/our-impact/evaluation-studies/evaluation-drivers-urbanimmunisation-uganda-kampala-case-study-phase-1.

2. Vaccine stock outs at health facilities
Finding 2: Caregivers of partially immunised
children reported vaccine stock outs. The stockouts
can be explained by a) insufficient vaccine distribution
mechanism from satellite to lower level health facilities,
and b) inadequate vaccine supply at health facilities.
Robustness: (Ranking = 1). The finding is supported
by multiple data sources (i.e. household survey, health
facility assessment and KIIs).
From the household survey, the second most frequently
mentioned reason for partial immunisation of children was
vaccine stock outs at health facilities (mentioned by 20.5% of
caregivers). Stock outs were reported by caregivers visiting
private as well as those visiting public health facilities for
their last immunisation. The stock outs can be explained by
a) insufficient vaccine distribution mechanism from satellite to
lower level health facilities, and b) inadequate vaccine supply
at health facilities as illustrated in annex 7.
a) Insufficient vaccine distribution mechanism from
satellite to lower level health facilities
In Kampala city, access to government of Uganda
vaccines by health facilities is cascaded i.e. from the Division
Vaccine Store (DVS) at KCCA to satellite health facilities to
lower level health facilities. Our findings show that prior to
April 2021, there was no functional distribution system of
vaccines from satellite health facilities to the lower level health
facilities which leads to vaccine stock outs at these facilities.
There is need to develop a distribution strategy for vaccines
in this mixed health system (i.e. a mainstream public sector
and a prominent private sector).
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“…. we’ve been having transport issues actually, but
what do we do if we don’t have transport to distribute
the vaccine? Of course, that is a challenge. KCCA
doesn’t have cars to transport vaccines. But we’ve been
writing to UNICEF to help us with a car for distribution
sometimes”. (KII, division level)
b) Inadequate vaccine supply at health facilities
Our findings show that inadequate vaccine supply at health
facilities was contributed to by i) inadequate forecasting for
vaccines, and ii) rationing of vaccines at different levels as
elaborated below.
i) Inadequate forecasting for vaccines
Planning for immunisation service delivery in Uganda is based
on geographical resident populations. However, due to the
transient population in Kampala, immunisation services are
consumed by a much larger day population. This contributes
to vaccine stock outs at health facilities as described in the
quote below:
“On the supply side we largely supply for the night
population based on UBOS, we haven’t catered for the
population that comes from other districts to come and
get services from Kampala. So that end of the day we
have stock outs of vaccines and other supplies related
to immunisation.” (KII, division level)
ii) Rationing of vaccines at different levels
While in the FY 2018/2019, 18 billion Uganda shillings was
required to procure sufficient vaccines for the whole country,
only 11 billion was released. This resulted in inadequate vaccine
stock at national level and consequently at the lower levels.
Data from the Central Vaccine Stores (CVS) show that in the
period between January and June 2019, stock levels for several
vaccines (DPT, PCV, HPV, measles and BCG) fell below the
minimum recommended level of 1.5 months of stock and
consequently, the National Medical Stores (NMS) had to ration
vaccines to all districts. This is supported by data from KCCA
which shows that from July 2017 to January 2019, the amounts
of several vaccines distributed were consistently lower than
the amounts requested as shown in figure 17. Resultantly,
there was rationing of vaccines from KCCA to satellite and
lower level health facilities.
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Figure 17: Quantities of antigens ordered and received by KCCA (July 2017 to January 2019)
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Analysis of data from the HFA (July 2019-September 2020) shows that overall, vaccine amounts supplied at health facilities are
lower than the amounts ordered. However, the gap between vaccine amounts ordered and supplied begins to reduce in January
2020 and between April and Sep 2020, the supply almost equals demand as shown in figure 18.
Figure 18: Trends in the average number of vaccine vials ordered vs. received, by antigen (July 2019-September 2020).

Source: HFA, 2020
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3226 (USD 0.9).

Finding 3: Costs to caregivers such as payment
for the immunisation services, immunisation cards,
transport as well as costs associated with meeting
special requirements at immunisation points (such
as buying pampers) may deter some caregivers from
accessing immunisation services. Caregivers also
expressed challenges in raising transport costs to
facilitate their movement to health facilities.
Robustness: (Ranking = 2). The finding is supported by
multiple data sources including health facility survey
as well as evidence from focus group discussions & key
informant interviews.
From the household survey, 5.2% of respondents mentioned
that their children were partially vaccinated because of the out
of pocket expenditure associated with accessing immunisation
services. Analysis of data from the HFA shows that no public
health facilities reported to charge any fees for immunisation.
On the other hand, the majority (96.8%) of PFPs reported to
charge fees for immunisation (figure 19).
Figure 19: Percentage of health facilities that charge a fee
for immunisation services
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As reported by community members, lack of money to pay for
the cards hindered some mothers from seeking immunisation
services at health facilities.
“Eh even selling of the cards as you see. They are
selling them at 5,000 shillings (USD 1.5). Sometimes,
mothers have walked all the way to the health facility
to immunise and are chased away because they
don’t have the money to buy the immunisation card.
Sometimes women take exercise books (notebooks)
but these are not allowed by the health workers.” (KII,
VHT)
Caregivers also reported costs associated with meeting special
requirements when presenting at the health facility like buying
a pamper for the child before they can be immunised.
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Figure 20: Items spent on during the immunisation visit
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“Yes and yet some people do not even have money for
transport to go to the health center for immunisation.
And also you need to have pampers for the child when
you take them to the facility because they may pass
urine.” (FGD, women from a slum)

Public

4. Discrimination of minority groups
Source: HFA, 2020

Costs for immunisation cards and other
requirements required at the health facility
From exit interviews, 35% of the mothers/caregivers reported
to have spent money during their immunisation visits. 87% of
the mothers reported that the fees paid to the health facilities
were charged for immunisation cards as shown in figure 2.
The average cost charged for immunisation services was UGX

Finding 4: Minority groups faced unique challenges
in their ability to seek immunisation services.
Refugees reported marginalization by the providers
of immunisation services. Marginalisation was felt
through: being skipped in queues, being left out during
mass immunisation campaigns and health workers
being rude to their community. They also felt left out of
communications on immunisation as the mainstream
media mostly used local languages when announcing
immunisation services.
Robustness: (Ranking = 4). The finding is supported by a
few data sources. Data is mainly supported by evidence
from the focus group discussions with minority groups.
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Perceived marginalisation of minority groups
by health workers
In focus group discussions, respondents from the refugee
community reported that they experienced marginalization
by health workers during immunisation. They reported that
when they visited the government health facilities they were
skipped in queues and attended to last, irrespective of having
arrived first at the health facility. They also reported that they
were asked to pay for services that were offered free of charge
to Ugandans:
“For the daughter, when she went for immunisation,
they immunised the other Ugandan children for free
and they even gave them the vaccine but for her she
had to pay; she paid 10,000 UGX.” (FGD with Southern
Sudanese refugees)
Refugees also reported that they were left out of the door to
door mass immunisation campaigns. They were reportedly
told by the health providers delivering the service that it was
restricted to Ugandans. In the quote below, a south Sudanese
refugee describes how they were left out during a mass
immunisation exercise:
“The door to door mass immunisation for polio, when I
was in Namuwongo, health workers came and knocked
on the door. I have six children and I opened the door
and they communicated in English and they talked in
Luganda. They asked me if I am a refugee and I said I
am a refugee and they said this immunisation is only
for Ugandans.” (FGD with Sudanese refugees)
Community members were also reluctant to utilize the
immunisation citing rude health workers who often belittled
them; yelling at them handling their children roughly. The
refugee community particularly felt disrespected by the
individuals carrying out immunisation as they yelled at them
or even never explained what exactly they were doing when
they interacted. In the quote below a mother narrates her
unpleasant experience with a health worker during the door
to door immunisation campaign.
“Some of them don’t talk well. I think they think that
Somalis don’t understand English. You know people
are different. Some Ugandans are good people and
some are very bad. One day, those people came to my
house and they asked, ‘do you have any children’ and I
said ‘yes’. They said, bring them for immunisation and
I said “which kind of immunisation?” I have a right to
ask. And they started talking in Luganda that Somalis
have bad manners. ‘You bring your kid. If you want
bring the child and if you do not want to, it is up to
you).” (FGD with Somali women)

Communication challenges
Refugee communities reported that messages on immunisation
are often communicated in local languages that they did
not understand. A VHT team member involved in offering
immunisation services among the refugee community
reported that despite announcements being put out on
immunisation over the radio and television, the refugees
were missed because they did not watch local television
where the announcements are placed. She (VHT) thought
the announcements were not enough to create awareness
on immunisation among refugees. In the quote below, a
refugee expresses the need for targeted messages in the
refugee community.
“Announcements are put on local television and not
every Somali watches or listens to local television. Yet
health workers will just ask, ’Haven’t you been hearing
the announcements that we are going to immunise?’
That is not enough.” (FGD with Somali women)
Refugee communities felt that the immunisation services
offered were not acceptable to them – due to cultural and
language challenges – which limited their health care seeking
behaviour.

5. Inadequate client centered immunisation
services
The current design and delivery of vaccination services in
Kampala do not adequately address the needs of clients. Key
challenges identified in this evaluation included: a) unfavorable
frequency and duration of immunisation services provision,
b) few immunisation outreaches conducted and c) delays at
health facilities. These are discussed below.
a) Unfavorable frequency of static immunisation services
Finding 5.1: Majority of PFPs (78.4%) and PNFPs
(57.1%) offer immunisation services on one day of
the week. In addition, only 20% of public, 12.5% of
PNFP and 26.5% of PFP health facilities provide static
immunisation services on Saturdays and Sundays. This
is unfavorable to some caregivers who can’t afford
to take time off work during the week to take their
children for immunisation.
Robustness: (Ranking = 1). The finding is supported
by multiple data sources including the health facility
assessment and evidence from key informant interviews
and focus group discussions.
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Our findings from the health facility assessment show
that majority of PFPs (78.4%) and PNFPs (57.1%) offer
immunisation services on one day of the week as shown in
figure 21.
Figure 21: Number of days per week on which static
immunisation services are available

b. Unfavorable duration of static immunisation
services
Finding 5.2: From the health facility assessment, we
observed that immunisation sessions lasted between
three and six hours. This relatively short time window
may limit access to immunisation services. This may
be unfavorable for some caregivers who may not be
able to take time off their jobs to take their children
for immunisation.
Robustness: (Ranking = 2). The finding is supported
by multiple data sources including the health facility
assessment and evidence from observation of
immunisation sessions.

Source: HFA

The unfavourable frequency of static immunisation services
is challenging for some caregivers who can’t afford to take
time off work during the week to take their children for
immunisation as described in the quote below:
“Others have jobs that they can’t leave to attend
immunisation schedules. When they wake up in the
morning, they take their children to these women that
baby seat them as they go to work. They never get time
off their jobs all the time and yet over the weekend they
do not do what…never immunise.” (FGD with women
from a slum)
In addition, less than 30% of the health facilities provided
static immunisation services over the weekend (figure 22).
Figure 22: Availability of static immunisation services over
the weekend

From the health facility assessment, immunisation services are
provided for a median of 6 hours (IQR: 5-7) on the allocated
immunisation day (table 11). In contrast, analysis of data
from observation of immunisation sessions shows that static
immunisation sessions lasted less than six hours (i.e. 3 - 5.5
hours at public health facilities, 4 - 5 hours at PFPs and 2.5 4.5 hours at PNFPs).
Table 9: Average hours per day for which static immunisation
services are provided
Variable

Ownership
PFP

PNFP

Public

n=52

n=21

n=14

6.4
(1.9)

6.2 (1.7)

6.0
(1.1)

6.3
(1.7)

Median ±
IQR

6 (5-7)

6 (5-7)

6 (5-6)

6 (5-7)

Range

3-12

4-12

4-8

3-12

Mean ± SD

Overall

Source: HFA, 2020

Source: HFA
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The short duration of immunisation services may be
unfavorable for some caregivers who may not be able to take
time off their jobs to take their children for immunisation.
This is supported by data from observation of immunisation
sessions, where at one public health facility a caregiver who
arrived for immunisation services after 1pm was turned away
and told to return on another day before 1pm.

Finding 5.3: Key informants partly attribute the suboptimal immunisation coverage in Kampala to the low
numbers of outreaches conducted. Reasons for the low
numbers of outreaches include:1) inadequate funding
for health worker allowances, lack of transportation
and VHT facilitation to conduct outreaches, 2) low
motivation of private health facilities to conduct
outreaches, 3) inadequate health workforce at public
health facilities and 4) restrictions in movement due
to the COVID-19 pandemic.

c. Low numbers of immunisation outreaches
conducted
Key informants at division and health facility levels highlighted
the importance of outreaches as avenue to provide
immunisation services to the ‘hard to reach’ populations such
as those who reside in slums and those who live far away from
the health facilities. In addition, our observation of outreach
sessions showed great demand for immunisation outreach
services (see photo 1).

Key informant interviews partly attribute the sub-optimal
immunisation coverage in Kampala to the low numbers of
outreaches conducted. This is supported by data from the HFA,
which shows that overall, the number of outreaches conducted
in Kampala are less than what is planned. Figure 23 shows the
total number of outreaches conducted per month and line
graph illustrating the percentage of outreaches conducted
vs planned per month. Overtime, we observe an increase
number of outreaches conducted.

Robustness: (Ranking = 2). The finding is supported by
multiple data sources including data from the health
facility assessment and evidence from key informant
interviews
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Figure 23: Planned vs. conducted outreaches by health facilities (January - December 2020

Source: DHIS3 system

Reasons for low numbers of outreaches
conducted
From our findings, the reasons for the low number of
outreaches conducted include: 1) inadequate health workers
at public health facilities; 2) inadequate funding for health
workers allowances, VHT facilitation and transportation; 3) low
motivation of private health facilities to conduct outreaches
and 4) movement restrictions due to COVID 19 lock down
measures as illustrated in annex 8.
Key informants attributed the limited number of outreaches
to inadequate funding for health worker allowances,
transportation and VHT facilitation to conduct outreaches,
which was attributed to inadequate PHC funding received
by public health facilities. Respondents also highlighted that
health facilities have inadequate health workers to conduct
outreaches, in part because the available health workers have
limited time to be away from their facilities due to a heavy
patient workload.
“…. because most of the time first we don’t have
funds for outreaches and the other thing is most of
our workers are busy; I don’t know if you’ve been to our
facilities! You find lines from Monday to Friday, they
are full to capacity so getting a health worker from
there to go for an outreach is close to impossible. You
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see just busy bodies and you just can’t imagine taking
out even one health worker with such long lines” (KII,
District Medical Officer).
In addition, respondents reported that some private health
facility owners are not motivated to conduct immunisation
outreaches. This is because the health workers are given a
standard daily allowance (SDA) of UGX 18,000 (USD 5), which
is lower than what they make during client consultations. Also,
it’s difficult for the private health facility owners to release their
health workers for outreaches due to limited staff numbers.
“One of the issues for the private sector is having to
release your health worker. People come to you for
your infrastructure and health workers. That’s why
private health facilities with less than 10 staff hardly
conduct outreaches. For those with more than 10 staff,
its more of a marketing strategy for other services”
(KII, private sector focal person).
Furthermore, respondents reported a disruption in conducting
outreaches due to restriction in movements as a control
measure for COVID 19. This made it difficult for both the health
workers and mothers/caregivers to move to outreach sites.
“These mothers didn’t have that much because
transport doubled so you find that the mother looks
at what she has it cannot even make her to move. So
doesn’t come so it really affected the numbers went
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down. So there was a big number of children who were not immunized because of that lockdown which brought many
things” (KII, EPI focal person - public health facility).
“At first it was bad because there was no way you could move, there was no means to move from where you are to come
and vaccinate so it remained those who were around, staying nearer they would walk from their homes up to the facility
they work on few clients and they go back walking up to their home but people who stayed very far from the facility like
some of us there is no way you could come” (KII, EPI focal person - public health facility).

d. Delays at health facilities
Finding 5.4: Delays at health facilities are a key challenge to accessing immunisation services. From the household
survey, the third most frequently mentioned reason for partial immunisation of children was vaccine long waiting time for
immunisation services at health facilities (mentioned by 15.9% of caregivers). Caregivers in the FGDs reported a) frequent
delays in the commencement of immunisation, and b) delays experienced as health workers waited for a requisite number
of children before opening the multiple dose vaccine vials.
Robustness: (Ranking = 1). The finding is supported by multiple data sources including data from the exit interviews as
well as evidence from observation of immunisation sessions, in depth interviews and focus group discussions.
Delays at health facilities are a key challenge to accessing immunisation services. From the household survey, the fourth most
frequently mentioned reason for partial immunisation of children was vaccine long waiting time for immunisation services at
health facilities (mentioned by 15.9% of caregivers) (table 3). This is corroborated by findings from the exit interviews, where 25.9%
of mothers/caregivers mentioned long queues as a challenge they faced during their immunisation visits as shown in figure 24.
Figure 24: Challenges faced by caregivers while receiving immunisation services
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Caregivers in the FGDs reported a) frequent delays in the commencement of immunisation, and b) delays experienced as health
workers waited for a requisite number of children before opening the multiple dose vaccine vials.
a) Delays in the commencement of immunisation services at health facilities
Caregivers reported delays in the commencement of immunisation services at the health facilities. Health workers at public
health facilities reportedly took a long time to start the immunisation process and as a result, caregivers that reported to the
health facility early had to wait a long time; sometimes several hours before their children eventually got immunized. This was
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partly attributed to late coming of health workers as illustrated
by the following quote:
“…., secondly the health workers start late, sometimes
you go early by 8:00AM you are already at the health
facility but the health worker comes in at 10:00am or
sometimes 11:00am.” (IDI with community member)
Evidence from observation shows that there is variation in
the times health workers report to health facilities. At public
health facilities, caregivers waited between 20 minutes and 2
hours before a health worker reported to work to commence
immunisation. While at private health facilities, caregivers
waited for 10 to 60 minutes before a health worker arrived.
In addition, there was an instance at one health facility where
mothers/caregivers waited for immunisation services but the
health worker didn’t turn up. This made the mothers/caregivers
feel frustrated as illustrated in their comments:
"Why did I have to waste my time braving the rain with
my child, I wish I had known, I wouldn't have come."
Another said in Luganda, " omunaku nga alabye,"
literally meaning, "a poor person has suffered."
Another one said, " why did I waste my transport, I
would have saved that money in our savings group, it
would have helped a lot." (mothers/caregivers seeking
immunisation services at a PNFP health facility, HC II
level)
The late reporting of health workers has been cited by other
studies in Uganda, where health workers report late to work
(45) and leave early because of low motivation (46). Late
arrival times of health workers negatively impact on the
commencement of immunisation activities which in turn
may deters caregivers from seeking immunisation services.
Analysis of HFA data shows that the median waiting time before
receipt of immunisation services was highest at public health
facilities (60 minutes) compared to PFP (15 minutes) and PNFP
health facilities (30 minutes) as shown in table 10. This is an
improvement from findings in a similar study conducted in
Kampala city in 2010, where caregivers reported waiting for
3–6 hours before receipt of services although this was more
common at public facilities(45).
Table 10: Waiting time (in minutes) at the health facility
Mean
(SD)

Median
(IQR)

Range

Health facility ownership

30

PFP

19.1
(18.1)

15 (5-30)

0-90

PNFP

42.6
(46.6)

30 (1060)

0-240

Mean
(SD)

Median
(IQR)

Range

Health facility ownership
Public

90.4
(77.3)

60 (30120)

3-286

Overall

37.2
(49.3)

20 (1045)

0-286

Source: Health facility exit interviews

b) Delays experienced as health workers waited for a
requisite number of children before opening the multiple
dose vaccine vials.
Caregivers reported that they experienced delays at the health
facilities as health workers waited for a requisite number
of children before opening the multiple dose vaccine vials.
This resulted in caregivers waiting a long time at the health
facilities. In cases where the requisite number of children was
not attained the caregivers present were asked to return at a
later date and they found this arrangement an inconvenience as
illustrated by the following quote from an FGD with caregivers.
“…. parents find it hard because the provider will
not immunize your child until the number of children
around is enough to use up all the doses in the bottle.
So you will get to the facility and you will sit there
waiting for more children to be brought so you can
get the vaccines and yet we also have other things
to do at home”. (FGD with women in area with low
uptake)
This is supported by findings from observation of immunisation
sessions, where the health worker at a HC II level public health
facility told the mothers that measles and BCG vaccines are only
administered on Monday because they do not want to waste
the remaining doses in case only one or two mothers come.

4.2.3 Interpretation of findings on barriers
to full immunisation coverage
Figure 25 presents a summary of the barriers to full
immunisation coverage in Kampala. These barriers include:
1) absence of a clear strategy for mobilization and education
targeting the urban context, 2) limited consideration of the
transient urban population in planning for immunisation
services, 3) Limited consideration of the socio-economic
dynamics of the urban population, and presence of closed
communities, and 4) costs to caregivers. The underlying
barriers to full immunisation coverage in Kampala may be
due to lack of an immunisation strategy that addresses the
unique context of urban settings.
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Figure 25: Analytical framework of barriers to full immunisation coverage in Kampala city

Inadequate engagement
with the private sector for
immunisation service delivery

Costs to caregivers

High number of partially immunised children in Kampala

Inadequate client centered
immunization services (i.e.
unfavorable frequency and
duration of static immunisation
services, low numbers
ofoutreaches conducted,
delays at health facilities)

Limited consideration of the
socio-economic dynamics of the
urban population, and presence
of closed communities

Inadequate
information on
immunisation

Inadequate public
engagement and
mobilisation for
immunisation

Vaccine stock outs
at health facilities

Inadequate supply
of vaccines

Insufficient vaccine
distribution mechanism
from satellite to lower
level health facilities

Inaccurate
forecasting
for vaccines

Lack of a communication
strategy for immunisation
in urban settings

Limited consideration
of the transient urban
population in planning
for immunisation
services

Lack of an urban immunisation strategy that takes into consideration the uniqueness of urban settings in health service delivery

A report by the infectious diseases research collaboration (IDRC), Uganda - August 2021

31

a) Absence of a clear strategy for mobilization and
education targeting the urban context.
The inadequate information on immunisation among
caregivers points to inadequate public engagement and
mobilization for immunisation. This suggests the lack/
absence of a clear strategy for mobilization and education
targeting the urban dwellers. The inadequate information
on immunisation in urban cities has also been highlighted
in similar studies in Ghana and Indonesia where limited
knowledge on the location of immunisation services and
side effects as well as the vaccine schedule have also led to
low numbers of vaccinated children (43,44). In the urban areas
where people have rapid and widespread access to information
from various sources including social media, misconceptions
are more likely to occur. Furthermore, the diverse and high
population density in urban settings facilitates the rapid and
wide spreading of negative messages on immunisation. There is
need for continuous communication on routine immunisation.
Also, given the socio-economic and ethnic diversity of urban
populations, there is need to segment the population so as to
determine the messaging to the different population segments
and appropriate channels for effective communication. In
addition, there is need to emphasize the key messages to be
shared by health workers during health education sessions,
as stipulated in the Immunisation In Practice Guidelines. This
can be done during support supervision at health facilities
and in-service training.
b) Limited consideration of the transient urban
population in planning for immunisation services
The inadequate vaccine stocks at health facilities can be
attributed to inaccurate forecasting. In Uganda, vaccine
forecasting is based on the geographical /resident
population However, in Kampala actual consumption is by
a larger day population. Consequently, the vaccines supplied
are inadequate leading to many children missing out on
immunisation. In addition, there are also challenges with
vaccine distribution. Compared to rural areas, Kampala has
many health facilities offering immunisation services, yet has
inadequate transportation for distribution of vaccines. PFP
health facilities which are the majority are not adequately
supported in vaccine transportation.
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c) Limited consideration of the socio-economic dynamics
of the urban population, and presence of closed
communities
The current design and delivery of vaccination services in
Kampala do not adequately address the needs of clients. Given
that urban communities are pre-occupied in social economic
activities, the current immunisation service delivery model
is not flexible enough for caregivers with competing time
demands. These findings are consistent with findings from
other studies. Evidence from urban settings in Ghana has
shown that health facilities are not open on days and times
that are convenient for working caregivers as well as those
with transport challenges (43). In the urban cities of Indonesia,
it was noted that due to services not being designed with
the convenience of the communities in mind, immunisation
coverage was low (44,47). In order to increase utilization,
there is need to ensure that services are responsive to clients’
preferences. Static immunisation services should be provided
every day of the week, as recommended in the EPI policy.
One of the key strategies for increasing access to vaccination
in Uganda is the use of immunisation outreaches. However,
only few health facilities conduct outreaches and even then,
these are not regular and are not well mobilized for. Given
the heterogeneity of the population in Kampala that reside in
different settings, there is need for a more targeted approach
to conducting outreaches which is currently not implemented.
This should take into consideration the diverse needs of the
different populations including slum dwellers, refugees, closed
communities e.g. Asians, Eritreans as well as the transient
population. Also, given the challenges faced by private health
facilities in conducting outreaches, there is need to support
the private sector to conduct outreaches.
d) Costs to caregivers
We found that costs to caregivers such as payment for the
immunisation services, and immunisation cards, and transport
costs may deter some caregivers from accessing immunisation
services. Similar to our findings, immunisation costs were
reported to be a common challenge in other urban cities like
Ghana and DRC were health facilities charge for vaccination
services, immunisation cards and pain medications thus
deterring caregivers from seeking immunisation services.
(35,38). Costs for health services including immunisation in
developing countries has been shown to negatively affect the
quality and access to health services (48,49). As such, there
is need for greater engagement of the private sector as the
largest providers of immunisation services in Kampala district.
Such an engagement may include efforts to support the private
sector to provide free or subsidized immunisation services
to improve coverage, and MOUs between MoH/KCCA and
private health facilities that clearly stipulates their roles and
responsibilities in immunisation service delivery.
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4.3 Adaptations of the
EPI to the challenges
of immunisation in
Kampala city.
Finding 1: The EPI is taking steps to address some of
the challenges of immunisation service delivery in urban
settings. These include; 1) Development of an urban
immunisation communication plan to guide social
mobilisation for immunisation in urban settings, 2)
Revision of the vaccine requisition voucher to improve
forecasting, 3) Allocation of vehicles by MoH to KCCA
to support immunisation activities, 4) Engagement of
the private sector in immunisation services delivery to
minimize delays at public health facilities, 5) Proposed
review of staffing norms to address inadequate staffing
at public health facilities and 6) Leveraging existing
partner support to conduct outreaches.
In this evaluation we defined adaptation as the conscious
efforts and systemic responses to address immunisation
challenges. Our findings show that EPI is taking steps to address
some of the challenges as described below;
a) Development of an urban immunisation
communication plan to guide social mobilisation for
immunisation in urban settings.
Through the coverage and equity grant funded by Gavi, MoH
with support from UNICEF conducted a rapid assessment on
EPI communication activities in urban settings, with the aim
of gathering evidence to inform development of an urban
immunisation communication plan, which has been drafted
and is under review by MoH/UNEPI and partners. The proposed
interventions in the draft plan include: effective use of social
media platforms; building capacity of community health
workers to improve their knowledge, skills and competence
in immunisation; engagement of informal groups to increase
demand for immunisation services; mobilisation of leaders of
religious sects, cults and resistant communities opposed to
immunisation; and media advocacy to promote accurate and
analytical coverage and reporting of immunisation activities.

b) Allocation of vehicles by MoH to KCCA to support
immunisation activities
Through Gavi HSS support, MoH allocated five vehicles to KCCA
in April 2021 to support immunisation activities, including
support supervision and vaccine distribution. Respondents at
both division and health facility levels reported that this has
improved vaccine distribution as illustrated in the quote below;
“We got vehicles per division. Yes, cars for supporting
immunisation activities for public and private
facilities in terms of supplying vaccines to them,
support supervision on them, mentorship, cold chain
maintenance there’s a fault in the fridge you go assess
and see and call those people who are supposed to
come repair, they don’t have vaccines they call you to
deliver. (KII, EPI focal person – public health facility)
“…then this routine supervision we are supposed to do
monthly, at least now, it can be easy because it used
to be a problem; there’s no way we could move in the
community without transport. At least now we are
able to move to see what is on the ground. And then
also the areas where there are gaps we are able to do
mentorship on them and see that they come up”. (KII,
EPI focal person – public health facility)
This is a positive development in the context of the limited
transportation for vaccines highlighted previously by key
informants.
c) Revision of the vaccine requisition vouchers to
improve forecasting.
In an effort to improve vaccine stock availability at health
facilities, in 2019, MoH and partners revised the vaccine
requisition voucher where computation of the required
amount of vaccines is based on monthly consumption, and
includes a 1.5 multiplier factor as a buffer to cater for the
extra number of caregivers outside the previous month’s
consumption. Key informants at health facility level reported
that the vaccine requisition voucher has greatly helped to
reduce stock outs.
“Actually UNEPI has helped us in a way that they
brought new tools, distribution tool and then
requisition tool whereby when you are requesting
you use it. There’s a formula, so, you find that it helps
you to get the right amount of doses”. (KII, EPI focal
person - public health facility)
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The reduced stock outs are reflected in analysis findings from the HFA, which show a decreasing trend of proportions of health
facilities with stockouts of DPT and measles vaccines in the period of July 2019-September 2020 as shown in figure 26.
Figure 26: Trends of proportions of health facilities with stockouts of DPT and measles vaccines

Source: HFA, 2020

Antigen

Month
Summary

p-value1

BCG

Constant trend

0.0552

DPT/Hib

Decreasing trend

0.026*

Measles

Decreasing trend

<0.001*

1p-value for Kendall’s test statistic for detecting presence or
absence of trends.
d) Engagement of the private sector in immunisation
services delivery to minimize delays
Following the realization that the private sector was a key
player in immunisation service delivery and that it had
limited readiness to provide immunisation services, in 2007
Uganda included a strategy to strengthen the capacity of the

34

private sector to deliver immunisation and other child health
services in the Health Systems Strengthening (HSS) proposal
for Gavi financial support (31). This strategy was adapted
in the reprogrammed Gavi HSS work plan of 2014 (32). The
strategy was to be implemented in Kampala city, but with
plans for subsequent scale up to the rest of the country. The
activities conducted in this strategy were: (1) Accreditation
and mapping of private clinics in Kampala city (2) Purchase of
100 cold chain refrigerators for 100 private clinics (3) Training
of health workers from private clinics in immunisation, IDSR
and reporting.
This strategy has been effective as reflected in the high
numbers of children being vaccinated at private health
facilities. From the household survey, majority (170 ,55%)
of the vaccinated children received their vaccines from only
private health facilities. In addition, 87 children (59.2%) changed
from public to private for profit (table 11).
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Table 11: Type of health facility visited by caregivers throughout children’s vaccination visits
Characteristic

Frequency

Percentage (%)

Visited only public facilities

135

44.3

Visited only private for-profit facilities

113

37.0

Visited only private not for profit facilities

57

18.7

Changed from public to PNFP facilities

9

6.1

Changed from public to PFP facilities

87

59.2

Changed from PNFP to public facilities

5

3.4

Changed from PFP to public facilities

22

15.0

Changed from PNFP to PFP

15

10.2

Changed from PFP to PNFP

9

6.1

3

23.1

Visited one type of HF in Kampala (n=305)

Changed facility types in Kampala (n=147)

Changed to facility types outside Kampala (n=13)
Changed from public to facilities out of Kampala
Source: HHS 2019

However, private health facilities are faced with challenges in immunisation services delivery in Uganda which include; high
attrition rate of health workers, high electricity bills to run the fridges and transport costs incurred when picking vaccines from
satellite health facilities (50).
e) Proposed review of staffing norms to address inadequate staffing at public health facilities.
In 2017, KCCA submitted a proposal to the ministry of public service requesting for a review of the staffing norms of public health
facilities in Kampala. This was based on the inadequacy of the current staffing norms to deliver the desired health services
optimally. The proposal is yet to be approved. Table 12 below shows the proposed staffing norms.
Table 12: Current and proposed staffing norms at KCCA health facilities
Health facility level

Current staffing at KCCA

Proposed staffing norm at
KCCA

Variance

Health centre IV

133

173

40

Health centre III

62

103

41

Health centre II

17

25

8
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f) Leveraging existing partner support to conduct outreaches
As a mechanism to fund outreaches, health facilities integrate immunisation in outreaches for other services (e.g. family planning
and HIV testing and counselling) that are supported by partners such as JPHEIGO and PSI. In addition, UNICEF and Gavi have
supported immunisation activities in Kampala as shown in the table 13 below.
Table 13: Gavi and UNICEF support for immunisation activities in Kampala
Partner

Period

Funds received by KCCA (UGX)

EPI supported activities

Gavi

2016

334,697,900

IPV introduction i.e. sensitization and outreaches for all
divisions for the period April 2016 - June 2016.

Gavi (HSS)

2016

184,044,000

Outreaches for the period of January to June 2016

UNICEF

September
2017

88,562,000

EPI focal persons meeting, update of facilities micro
plans, EPI quarterly review meetings, cold chain, routine
immunisation for October – December 2017.

November
2018

139,159,000

period October to December 2018 for Schools health
including ICHDs (HPV, TT e.t.c), child health days plus.

April 2019

110,351,000

EPI activities for the period April to June 2019

This support has facilitated outreaches as shown in figure 22. However, the funding is intermittent; payment for outreaches is
only made when there are funds from donors, which is affects continuity of services and may not be sustainable.

4.4 Effect of COVID-19 pandemic and its control measures
on immunisation service delivery in Kampala city
We assessed the effect of COVID-19, the lock down and COVID-19 vaccination on immunisation service delivery in Kampala.
Findings and their interpretation are presented below.

4.4.1 Effect of COVID-19 and the lockdown on immunisation service delivery in Kampala city
Finding 1: During the lock down period (25th March-26th May 2020) there was a decline in the number of children
receiving DPT3 and measles vaccines. This decline resulted from immunisation service disruption, which was due to:
a) limited availability of health workers, b) unstable supply of vaccines to health facilities and c) difficulty in conducting
outreaches. Also, some caregivers were skeptical and reluctant to seek immunisation services due to the uncertainty
and fear of contracting COVID-19.
A trends analysis of DHIS2 data shows a decline in the number of children immunized with DPT3 and measles vaccines in April
2020. This trend continued to August 2020, and by September 2020 the number of children immunized with both vaccines had
returned to the pre-COVID-19 trend as show in figure 27.
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Figure 27: Trends in number of children immunised with
DPT3 and measles vaccines before and during the COVID
19 period.

Month

Pre-COVID
(Apr-Sep
19)

During
COVID (AprSep 20)

%
difference

May

104.8

67.7

-35.4

June

95.2

73.3

-23.0

July

88.5

71.3

-19.5

August

93.0

69.9

-24.8

September

78.3

74.9

-4.4

The reduction in the number of children immunized with
DPT3 and measles vaccines during the COVID-19 period can
be attributed to effects of the lockdown. During the lockdown
(25th March-26th May 2020), public transport was suspended
and movement restrictions were placed on private vehicles.
This resulted in immunisation service disruption due to: a)
limited availability of health workers, b) unstable supply of
vaccines to health facilities and c) difficulty in conducting
outreaches as described below.
a) Limited availability of health workers

Table 14 shows the average number of children immunized
for both vaccines during the pre-COVID 19 period (AprilSeptember 2019) and the COVID-19 period (April-September
2020).
Table 14: Average number of children immunised for DPT3
and measles before and during the COVID 19 period
Month

Pre-COVID
(Apr-Sep
19)

During
COVID (AprSep 20)

%
difference

April

75.2

29.5

-60.8

May

71.1

46.9

-34.0

June

63.4

53.5

-15.6

July

67.0

67.4

0.6

August

68.6

63.3

-7.7

September

61.9

70.6

14.1

DPT3

Measles
April

89.5

41.1

-54.0

According to key informants at division and health facility
level, the movement restrictions during the lockdown made
it difficult for health workers to move from their homes to the
health facilities to provide essential health services, including
immunisation as illustrated in the quotes below:
“...and then the issue of transportation of health
workers also was a problem because we could not
transport all of them during the COVID 19, so the
human resource greatly went down during the COVID
19 era especially for staff who were staying very far…”
(KII, division medical officer)
“…. at first it was bad because now there was no way
you could move, there was no means to move from
where you are to come and vaccinate so it remained
those who were around, staying nearer they walk from
their homes up to the facility they work on few clients
they are able to work on they go back walking up to
their home but people who stayed very far from the
facility like some of us there is no way you could come”
(KII, EPI focal person - public health facility)
b) Unstable supply of vaccines to health facilities
Key informants reported an unstable supply of vaccines to
health facilities during the lockdown, which they attributed to
challenges in transportation given the movement restrictions
of private vehicles.
“So the transport system was down, and these facilities
that could manage to come and pick using either boda
boda cyclists or their own vehicle, you understand?

A report by the infectious diseases research collaboration (IDRC), Uganda - August 2021

37

No more movement of private vehicles, no more
movement of what… so they also stopped picking
vaccines. Actually, during that time that is when I found
the best use of the GAVI motorcycle…” (KII, EPI focal
person - division level)
c) Difficulty in conducting outreaches
Due to the ban on gatherings during the lockdown,
immunisation outreaches were affected i.e. the outreaches
could not be conducted due to the fear that people would
gather and potentially transmit the disease to other caregivers.
However, since the outreaches were not conducted and
immunisation static services experienced major reductions
in the number of children reached, it created a pool of children
who were not vaccinated and thus prone to outbreaks. This is
explained in the quotes by a health officer below;
“...So their numbers went down, that means they were
not even able to do outreaches, remember there was
even the lockdown gatherings were not allowed so the
outreaches were not done during that COVID era so
definitely the numbers had to go down” (KII, division
medical officer)
d) Fear of contracting COVID-19.
In addition, key informants at health facility level reported
that some caregivers were skeptical and reluctant to seek
immunisation services due to the uncertainty and fear of
contracting COVID-19, thus affecting the number of children
immunised.
“…Clients would fear the facility; they would say that
converging at the health facility was dangerous since
there is COVID-19. Even the mothers could fear – they
would say that my baby is not carrying a mask so they
can get sick.” (KII, EPI focal person-public health
facility)

4.4.2 Response of the Ministry of
Health and KCCA to a decline in
number of children immunized
during the lockdown
Finding 2: To reduce disruptions to immunisation
service delivery during the lockdown period, MoH
issued guidance for continuation of immunisation
service delivery amid the pandemic. KCCA: 1) provided
vehicles for transportation of health workers to and
from their homes to their places of work, 2) issued
movement permits to health workers to enable them
to use private vehicles, 3) set up and disseminated
a 24-hour call center that to respond to all public
concerns during the COVID-19 lockdown, and 4)
leveraged existing support from UNICEF to conduct
targeted outreaches. Some caregivers managed to
access immunisation services by walking to the nearest
health facility within their communities.
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a) Risk assessment in the COVID-19 Pandemic
Before Uganda got any case, a risk assessment was conducted
from which several precautionary measures were and response
actions were recommended. these included: Expedited
payment of the country obligation for co-funding Cost
Estimates 2020 for vaccines, frontloading 6 months’ worth
of stocks to avert any stock out crisis by UNEPI/NMS and
Suspension of planned mass vaccination campaigns among
others
b) Issuance of guidance on continuity of routine
immunisation service delivery.
In April 2020, MoH issued guidance on continuity of routine
immunisation service delivery. The guidelines were developed
to address the increased demand on the health system
generated by COVID-19 pandemic on delivery of essential
health service while maintaining uninterrupted quality essential
health service delivery. MoH guided that routine immunisation
services delivery will continue but with strict observance of the
COVID-19 infection prevention and control measures such as
social distancing to avoid overcrowding at the vaccination sites.
c) Issuance of movement permits to essential workers
including health workers
KCCA allocated two vehicles per health facility to transport
staff to and from their homes to places of work to ensure
there was human resource to respond to the emergencies.
Also, health workers were issued with movement permits /
stickers to enable them to use private vehicles.
d) Community linkage to community service vehicles
In March, 2020, KCCA set up and disseminated a 24-hour call
center that was to respond to all public concerns during the
COVID-19 lockdown. Clients were linked to either ambulance
services or community pick up services for routine services
including antenatal care services (ANC) and immunisations.
e) Leveraging support from UNICEF to conduct
outreaches
To catch up with vaccinations, the KCCA leveraged existing
support from UNICEF to conduct targeted outreaches and
supported the delivery of vaccines to health facilities by
providing a vehicle.
“Private facilities had closed, almost all of them had
closed because most of them didn’t have transport. So
basically, the moment UNICEF said I shall fund you, we
started outreaches for immunisation right from July
and that’s when the numbers started picking up” (KII,
division medical officer)

Evaluation of the drivers of urban immunisation in Uganda: A case study of Kampala City - August 2021

f) Accessing health facilities on foot
Despite the restrictions on vehicle movement, some caregivers
managed to access immunisation services by walking to the
nearest health facility within their communities.

4.4.3 Effect of COVID-19 vaccination on
immunisation service delivery
In a bid to prevent and reduce severe COVID-19 disease
and death, Uganda launched its mass COVID-19 vaccination
program on 10th March 2021.
Finding 3: COVID-19 vaccination increased the
workload of the already stretched human resource
for routine immunisation, and there’s more focus
by the EPI on COVID-19 vaccination than on routine
immunisation.
According to key informants at health facility level, COVID-19
vaccination has increased the workload of the already stretched
human resource for routine immunisation as illustrated in the
quote below:
“… It also came with some challenges, it is so taxing,
it also needs a lot of time we have of course we are
vaccinating we have to do both. It is already affecting
but we have nothing to do. It is part of our work, so
we cannot say we can’t do it. So you keep on doing,
you vaccinate here 10, you run there you vaccinate 10,
you come back here, on a heavy day it’s very hard so
you end up finishing late” (KII, EPI focal person-public
health facility)
Furthermore, key informants at health facility level reported
that there’s more focus by the EPI on COVID-19 vaccination
than on routine immunisation as expressed in the quote below:
“… I think it has affected everything because I’m seeing
the way it is the more focus on COVID 19 than routine
immunisation like for example we don’t have BCG
syringes but we are focusing too much on COVID and
my worry is, are we not going to get a break up of
TB with time?” (KII, EPI focal person-public health
facility).

4.4.4 Interpretation of findings on
the effect of COVID 19 on
immunisation services
The response to COVID-19 provides insight into EPI’s resilience
to crises such as disease pandemics. Resilience of a health
system is defined as the capacity of health actors, institutions
and populations to prepare for and effectively respond to
crises; maintain core functions when a crisis hits; and, informed
by lessons learned during the crisis, reorganize if conditions
require it. (51). Kruk et al propose a framework for resilient
health systems, which suggests that resilient health systems are
aware, diverse, self-regulating, integrated and adaptive. Based
on this framework, the EPI was fairly resilient in that; It was able
to reduce disruption to provision of health services in general
including immunisation services during the COVID-19 epidemic.
EPI was also able to mobilise stakeholders to formulate
solutions and initiate actions in the context of inadequate
funding (51). EPI was able to engage several actors through the
Inter-Agency Technical Coordination Committee, the National
Task Force, National Immunisation Technical Advisory group
as well as the National Coordination Committee to respond
to the COVID-19 pandemic and facilitate the introduction of
the COVID-19 vaccination.
In March 2021, MoH introduced COVID-19 vaccination as
a control measure for the COVID-19 epidemic. COVID-19
vaccination has affected routine immunisation in two major
ways: 1) it has increased the workload of the already stretched
human resource for routine immunisation, and 2) the EPI is
focusing more on COVID-19 vaccination than on routine
immunisation. These findings reflect health system gaps which
if addressed could strengthen health system resilience. Further
investigation is required to make more conclusive conclusions
and recommendations on the resilience of Uganda’s health
system in the wake of public health emergencies.
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5.0 Conclusion
We conducted an evaluation to asses the extent to which
the current EPI model for delivery of immunisation services
addresses the immunisation needs of an urban context. We
found that effectiveness of the current EPI model for delivery
of immunisation services in Kampala city is sub optimal as
reflected by the high DPT1 – DPT3 dropout rate (17.3%), low full
immunisation coverage (41.5%), low timeliness of vaccination
(26.5%) and occurrence of measles outbreaks in the city in the
period of 2015 – 2018. We found that there is no significant
difference in full immunisation coverage between slum and non
slum areas. The main barriers to full immunisation coverage
included: 1) limited social mobilization and understanding
of the importance of full immunisation, 2) vaccine stockouts
at health facilities, 3) costs to caregivers, 4) perceived
discrimination of minority groups and 5) inadequate client
centered immunisation services (i.e. unfavorable frequency
and duration of static immunisation services, low numbers
of immunisation outreaches conducted and delays at health
facilities). Findings reflect a lack of an urban immunisation
strategy that takes into consideration the uniqueness of urban
settings in health service delivery.
This evaluation has shown that in comparison to rural areas,
the urban settings are complex and require a special design
of immunisation services as highlighted below;
1. In urban settings there are multiple potential immunisation
service providers which presents opportunities but also
challenges for improving immunisation coverage.
2. The urban setting has a diverse socio economic and ethnic
population, suggesting that the design of programs needs
to be more varied and innovative.
3. “Too near but not accessible”: Unlike rural areas, physical
access to health facilities in general and immunisation
services in particular in Kampala city is not a problem as
there are many health service providers. However, access
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barriers to immunisation remain because; i) some health
facilities are not accredited to provide immunisation
services, and ii) some charge fees to access services.
4. Good coordination among partners can facilitate
improvement in service delivery and utilization of health
services during a pandemic. During the COVID pandemic,
delivery of health services including immunisation was
greatly affected, but the mobilization and coordination
of partners helped to normalize services delivery.
5. Inclusive planning and organization with representatives
from the hard to reach areas and communities is vital in
successful implementation of immunisation activities and
overcoming the challenges arising from the complexity of
urban areas, i.e. the diverse ethnic groups, social economic
set up (gated communities, slums, pockets of ethnic
minorities and refugee settlements).
The EPI is gradually adapting to the urban context through:
1) development of an urban immunisation communication
plan to guide social mobilization for immunisation in urban
settings, 2) revision of the vaccine requisition vouchers to
improve vaccine forecasting, 3) allocation of vehicles by MoH
to KCCA to support immunisation activities , 4) engagement of
the private sector in immunisation services delivery to minimize
delays at public health facilities, 5) proposed review of the
staffing norms at public health facilities in Kampala so as to
address inadequate staffing and 6) leveraging existing partner
support to conduct outreaches. These adaptations are a step
in the right direction, and will need to be consolidated into an
urban immunisation strategy.
We found that the COVID-19 pandemic and its response
measures did not significantly affect the number of children
receiving routine vaccines. However, COVID-19 vaccination
has increased the workload of the already stretched human
resource conducting routine immunisation, suggesting gaps
in health system resilience to public health crises.
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6.0 Recommendations
This evaluation has shown that the urban context is complex,
and consideration of this complexity is needed when designing
programs for health service delivery. Therefore, global and
national health sector managers and funders of immunisation
programs should pay special attention to the design, financing
and implementation of urban immunisation programs; as more
resources are needed, and strategies need to be innovative,
evolving and context specific.
Based on the findings, we recommend the following:

Policy related recommendations
1. The Ministry of Health in collaboration with KCCA, and
other partners including the private sector should develop
a national urban health policy and strategy that takes
into consideration the complexity of health care service
delivery in urban settings. This health policy should;
a. be anchored on a Primary Health Care (PHC) approach
to ensure sustainability, as PHC is the platform for
immunisation and other services that promote health
care equity.
b. clearly define the roles of the different players in the
urban mixed health system, and how to coordinate
them.
c. take into consideration both the large urban centres
and small towns in Uganda.
d. The Uganda National Expanded Program on
Immunisation (UNEPI) should:
i. ensure that the national urban health policy and
strategy clearly stipulate the urban immunisation
challenges (such as the presence of a transient
population, a diverse socio-economic and ethnic
population and a wide spread private sector) and
provide guidance on planning and implementation
of immunisation services in this context.
ii. ensure that the urban immunisation guidelines
that are yet to be developed under the coverage
and equity grant align with the development
of a national urban health strategy and EPI
comprehensive multi-year plan (cMYP).
2. UNEPI in collaboration with the private sector should
ensure that the urban immunisation guidelines that
are to be developed include provisions for cities and
districts to establish an accountability framework with
private health facilities offering immunisation services to
all in an equitable manner (e.g. through memoranda of
understanding and contracts). These provisions should:
a. reflect a financing mechanism to support the private
sector to provide immunisation services.

b. provide for capacity building of the health workers
in the private health facilities to better manage
immunisation data, the vaccine administration and
supply chain

Operational level recommendations
1. Given the high mobility of the urban population, the
Ministry of Health should develop a system for tracking
children’s vaccination status countrywide through an
electronic register. The use of electronic registers could
be informed by the lessons learned from COVID-19
electronic vaccination registry and other pilots that have
been implemented in Uganda and elsewhere.
2. KCCA with support from UNEPI should develop a vaccine
distribution strategy in Kampala. The distribution strategy
should include details on storage, distribution and retrieval
of vaccines at both the public and the private health
facilities.
3. The Ministry of Health in collaboration with the Ministry of
Public Service should revise the staffing norms for health
facilities in Kampala to reflect the workload at public
health facilities.
4. The Uganda Bureau of Statistics (UBOS) should generate
estimates of the transient population for the different
urban settings in Uganda, which should be considered
when planning for health services.

Future research and evaluation
1. To inform a workable model for immunisation in urban
settings, there is need to assess the extent to which the
urban immunisation guidelines address immunisation in
urban settings. This should include: a) assessment of the
design, implementation and results, and b) a description
of the cost effectiveness, main successes, challenges
and lessons learned from implementation of the urban
immunisation guidelines.
2. Given the increasing complexity of COVID-19 and its
vaccination (including vaccine hesitancy, negative
messaging, limited vaccine availability), there is need to
embed a prospective evaluation of the EPI’s response so
as to generate real time evidence to guide decision making
and provide learning for future public health crises e.g.
pandemics.
3. Given the increasing complexity of the EPI program
(including many new vaccines, vaccine hesitancy, and
COVID-19), it is important to strongly embed capacity
building for research on vaccines and immunisation in
Uganda so that local evidence informs decision making
and implementation in the country. This needs to cover
all the work streams of a functional EPI.
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12. Ministry of Health O. Uganda Refugees and AsylumSeekers [Internet]. Uganda: UNHCR; 2020 Jan [cited
2020 Feb 12]. Available from: https://data2.unhcr.org/
en/documents/download/73905
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ANNEXES
Annex 1: Conceptual framework showing the demand
and supply side drivers of coverage and equity
The evaluation was guided by the conceptual framework
(Figure 28) that proposes that access to immunisation
services is achieved through the interaction between five
corresponding dimensions identified on the supply (service
providers) and demand (service seeking) sides, which are
influenced by contextual domains. The supply constructs are
across the top (approachability, acceptability, availability and
accommodation, affordability, and appropriateness) and the
demand constructs are across the bottom (ability to perceive,
ability to seek, ability to reach, ability to pay, and ability to
engage). Each construct on the supply side influences and is

influenced by the opposing construct on the demand side.
For example, approachability of the immunisation services
directly influences caregivers’ ability to perceive the need for
immunisation. The constructs are also ordered from left to
right. The blue boxes indicate the factors that may influence
each of the supply and demand constructs. This framework
guided data collection and analysis. We hypothesized that most
of the demand side drivers were at the individual, interpersonal
and community levels and most of the supply side drivers
were at the facility, sub-national, national and global levels.
The contextual factors were considered at all levels.

Figure 28: Conceptual framework showing demand and supply side drivers of coverage and equity
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Conceptual definitions for the framework
Approachability of immunisation services relates to the ways
that the health system educates caregivers about the need
and importance of immunisation. This includes elements
such as advocacy and communication about immunisation,
transparency, information sharing regarding vaccinations and
services, and outreach activities.
The ability to perceive refers to the ability by caregivers to
identify the need for immunisation among children. This
is influenced by health literacy, health beliefs, trust, and
expectations.
Acceptability refers to cultural and social factors determining
how the immunisation services are provided. These aspects
may include professional values, norms, culture and gender.
The ability to seek refers to caregivers’ decision to initiate and
seek immunisation services. The ability to seek is influenced
by personal and social values, culture, gender and autonomy.
Availability and accommodation refer to the fact that
immunisation services can be reached both physically and
in a timely manner. This constitutes the physical existence of
health resources with capacity to produce services; service
delivery, vaccine supply and quality, human resource and
logistics. Elements include geographic location (Health facility
Density and distribution), accommodation, hours of opening,
appointments.

Ability to reach refers to the notion of personal mobility and
availability of transportation, occupational flexibility and
knowledge about immunisation that would enable caregivers
to physically reach service providers.
Affordability refers to the economic capacity for people
to spend resources and time to use immunisation services
resulting from the prices of services, any related expense and
opportunity costs related to loss of income.
Ability to pay for immunisation refers to the capacity to
generate economic resources -through income, assets, savings,
or loans -to pay for immunisation services without catastrophic
expenditure. This could also be through social capital or health
insurance.
Appropriateness refers to the fit between services offered
and caregivers’ needs, including the timeliness, technical and
interpersonal quality, adequacy, coordination and continuity
of the immunisation services provided.
Ability to engage relates to the participation and involvement
of the caregiver in decision making and immunisation decisions
determined by their capacity and motivation to participate
and commit to its completion.

Annex 2: Qualitative data collection methods
Method and
instrument

Purpose

Data collected

Data sources

Phase one (June 2019 - May 2020)
Document
Review

To gain insight into
the main challenges of
immunisation service
delivery in Kampala
city and how the EPI
is adapting to these
challenges.

Challenges of urban immunisation
service delivery and how EPI is
adapting to these challenges.

Gavi documents/reports, MoH/EPI
reports, Uganda national plans/
strategies, policies, guidelines,
presentations and published
articles.

Key Informant
interviews

To understand
perspectives of key
stakeholders on the
delivery of immunisation
services in Kampala city.

Key stakeholder perspectives on
the facilitators and barriers in the
delivery of immunisation services
in Kampala city.

Ministry of health (UNEPI), KCCA
EPI focal persons, EPI technical
working group members

In depth
interviews

To understand mothers’
/ caregivers’ experiences
with immunisation
services in Kampala city.

Mother and caregiver experiences
with immunisation in Kampala city.

Mothers/caregivers who access
and those that have difficulty
accessing immunisation services.
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Method and
instrument

Purpose

Data collected

Data sources

Focus group
discussions

To understand
community perceptions
regarding immunisation

Community perceptions, of
immunisation and its delivery in
Kampala city.

Community members where
immunisation of children was low
or are known to be resistant to
immunisation.

Phase two (June 2020-July 2021)
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Document
review

To gain insight into:
the current model of
immunisation service
provision in Kampala city;
the supply side drivers of
immunisation coverage in
Kampala city; how the EPI
is adapting to challenges
of immunisation in
Kampala city; the effect
of COVID-19 pandemic on
immunisation services in
Kampala city

The current model of immunisation
service provision in Kampala city
The supply side drivers of
immunisation coverage in Kampala
city
How the EPI is adapting to
challenges of immunisation in
Kampala city
The effect of COVID-19 pandemic
on immunisation services in
Kampala city

Gavi documents/reports, MoH/EPI
reports, Uganda national plans/
strategies, policies, guidelines,
presentations and published
articles.

In depth
interviews

To understand health
worker experiences in
delivering immunisation
services in Kampala
To understand how or in
what ways the COVID-19
pandemic has affected
immunisation services in
Kampala city.
To explore what can
be done to increase
immunisation coverage
and equity in Kampala.

Frontline health workers
perspectives on the facilitators
and barriers in the delivery of
immunisation services in Kampala
city.

Frontline health workers who
conduct vaccination at selected
health facilities
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Method and
instrument

Purpose

Data collected

Data sources

Observation of
immunisation
sessions

To understand
ongoing processes of
immunisation in different
settings
To gather data on
individual behaviour or
interactions between
healthcare providers and
caregivers/parents.
To understand the
different physical settings
where immunisation
takes place as well
as the workflow in
order to contextualize
immunisation service
delivery

Immunisation processes such
as the workflows, health care
providers behaviour and
interactions with the caregivers/
parents
The physical settings where
immunisation takes place (i.e. the
space, resources etc)
COVID-19 safety practices during
immunisation sessions (i.e. social
distancing, use of PPE, hand
washing).

Static and outreach Immunisation
sessions at public, PFP and PNFP
health facilities.

Annex 3: Secondary data analyses conducted
Purpose

Type of analyses conducted

To gain insight into the
operational components
of the EPI vaccine delivery
system

Service delivery – (a) numbers and proportions of health facilities offering static and
outreach immunisation services; and (b) Frequency of immunisation services offered in
health facilities by division
Human resource - number and location of health workers in public health facilities; and
trends of staffing norms in KCCA
Data and surveillance - numbers and proportions of health facilities reporting through
DHIS2, by level and type of ownership

To gain insight into the
supply side drivers of
immunisation coverage in
Kampala city

We compared the analysis results above to the standard requirements by UNEPI

To quantify the effect of
COVID on immunisation
services in Kampala city

A mixed effects model was used to analyse aggregate monthly immunisation data from
October 2018 to September 2020 using DPT3, BCG and measles antigens as proxy indicators
of coverage and utilisation of immunisation services. The analysis covered six months of
COVID19 (i.e. Apr-Sep 2020); the Pre-COVID period defined as six months before the start
of COVID (i.e. October 2019 to March 2020); and a control period from October 2018 to
September 2019. We extracted data of same or similar period one year before in order to
adjust for seasonal variation, level of health facility and type of ownership (i.e. PFP, PNFP
and Public HFs). Analysis included only health facilities that had at least 20 data points or
observation out of 24).
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Annex 4: Immunisation schedule for Uganda
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Annex 5: Readiness of health facilities to deliver
immunisation services in Kampala.
We assessed the capacity of the health facilities to deliver immunisation services at health facilities in Kampala using themes
derived from UNEPI's operational components including governance, financing, vaccine supply and quality, logistics, data and
surveillance, advocacy and communication, service delivery, and human resource.
a. Service delivery
Table 1 summarizes the static and outreach services offered. Of the 87 health facilities surveyed, majority (54%) offered only
static immunisation services while 44% offered both static and outreach services. Most of the facilities (62%) provide static
immunisation services for one day in a week. Further, 78% of the PFPs provided static services only once a week. In contrast,
most public facilities provided static immunisation services for at least all week days in a week (79%). The immunisation services
are provided for a median of 6 hours (IQR: 5-7) on the allocated immunisation day. On the other hand, most of the facilities
(72%) provide outreach immunisation services for at least two days a week. About 63% (67% of the PFPs, 45% of the PFNPs and
all public) facilities offer outreaches at least once every week in a quarter. The immunisation outreach schedule was available
in 62% of the health facilities.
Table 15: Static and outreach services offered by surveyed health facilities in Kampala
Characteristic

Ownership (n=87)

Overall
n (%)

PFP
n (%)

PNFP

Public

n (%)

n (%)

Static (at the facility)

34 (65.4)

8 (38.1)

5 (35.7)

47 (54.0)

Static and outreach

17 (32.7)

13 (61.9)

9 (64.3)

39 (44.8)

Outreach site

1 (1.9)

0 (0.0)

0 (0.0)

1 (1.2)

1 day

40 (78.4)

12 (57.1)

1 (7.1)

53 (61.6)

2-4 days

3 (5.9)

3 (14.3)

2 (14.3)

8 (9.3)

5+ days

8 (15.7)

6 (28.6)

11 (78.6)

25 (29.1)

Mean ± SD

1.9 (1.9)

2.5 (2.2)

4.6 (1.7)

2.5 (2.2)

Median ± IQR

1 (1-1)

1 (1-5)

5 (5-5)

1 (1-5)

Mean ± SD

6.4 (1.9)

6.2 (1.7)

6.0 (1.1)

6.3 (1.7)

Median ± IQR

6 (5-7)

6 (5-7)

6 (5-6)

6 (5-7)

Range

3-12

4-12

4-8

3-12

Immunisation outreach schedule available (n=39)

9 (52.9)

11 (84.6)

4 (44.4)

24 (61.5)

Type of immunisation services

Number of days static immunisation services are provided (n=86)*

Average days in a week static immunisation services are provided (n=86) *

Average hours per week static immunisation services are provided*
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Characteristic

Ownership (n=87)

Overall
n (%)

PFP
n (%)

PNFP

Public

n (%)

n (%)

Frequency of outreaches (n=24)

n=9

n==11

n=4

n=24

Once every week

6 (66.7)

5 (45.4)

4 (100.0)

15 (62.5)

Once every month

2 (22.2)

6 (54.5)

0 (0.0)

8 (33.3)

Every quarter

1 (11.1)

0 (0.0)

0 (0.0)

1 (4.2)

*excludes outreach site only, source: Health facility assessment survey

b. Human resource
Figure 29 shows the percentage of health worker cadre available to support immunisation services in the surveyed health
facilities. Majority of health facilities had a midwife (80%) or a nurse (77%) supporting immunisation services. Seventy-eight
percent reported to have a routine system in place for in-service training (public -93%, PNFP – 91%, PFP -70%) while 79% (public
-93%, PNFP – 86%, PFP -73%) had received in-service training.
Figure 29: Available human resource for immunisation

Source: health facility assessment

The median number of health workers involved in a static immunisation session on a given day was two across all types of health
facilities (Table 2). The median number of children immunised on a given day at public health facilities (39) was more than twice
that at private for-profit health facilities (17).
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Table 16: Number of health workers involved in a static immunisation session versus number of children immunised
Covariate

Ownership

Overall

PFP

PNFP

Public

n=51

n=21

n=14

n=86

Mean ± SD

1.6 (0.7)

1.8 (1.2)

1.9 (1.0)

1.7 (0.9)

Median ± IQR

2 (1-2)

2 (1-2)

2 (1-3)

2 (1-2)

Range

0-4

0-5

1-4)

0-5

Mean ± SD

20.2 (18.6)

34.2 (29.5)

41.3 (34.2)

27.1 (25.7)

Median ± IQR

17 (10-30)

35 (10-45)

39 (20-52)

20 (10-38)

Range

0-113

0-107

1-130

0-130

Number of health involved in immunisation

Number of children immunised

Source: health facility assessment

c. Leadership and governance
Table 17 shows availability of governance and immunisation management systems. We assessed capacity for leadership and
governance based on three components; 1) presence of an EPI focal person, 2) discussion of immunisation during monthly
meetings and 3) availability of guiding documents (EPI policy, immunisation in practice and EPI standards) at the health facility.
Almost all health facilities had a focal person for immunisation services (98%). Further, about 76% of the facilities reported holding
monthly staff meetings where immunisation service related issues are discussed. Less than 15% of all health facilities surveyed
had all the guiding documents. In terms of planning documents, only 6% of surveyed health facilities had all the three planning
documents in place, 37% had list of parishes served, 27% had written quarterly static (and outreach program) plans and 15%
had RED/REC micro-plans. Of note, none of the PFP health facilities had all the three plans available.
Table 17: Availability of governance structures at health facilities
Indicator

Ownership (n=87)

Overall

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Focal person

50 (96.2)

21 (100.0)

14 (100.0)

85 (97.7)

Hold meetings (include immunisation)

34 (65.4)

19 (90.5)

13 (92.8)

66 (75.9)

EPI policy

9 (17.3)

7 (33.3)

6 (42.9)

22 (25.3)

Immunisation in practice

12 (23.1)

6 (28.6)

8 (57.1)

26 (29.9)

EPI standards

12 (23.1)

6 (28.6)

6 (42.9)

24 (27.6)

All three guiding documents

4 (7.7)

3 (14.3)

5 (35.7)

12 (13.8)

4 (7.7)

4 (19.0)

5 (35.7)

13 (14.9)

Availability of guiding documents at the facility

Immunisation plans at the facility
RED/REC micro-plan
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Indicator

Ownership (n=87)

Overall

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Written quarterly static and outreach program
displayed

12 (23.1)

8 (38.1)

5 (35.7)

25 (28.7)

List of parishes served

14 (26.9)

12 (57.1)

6 (42.9)

32 (36.8)

All the three plans

0 (0.0)

3 (14.3)

1 (7.1)

4 (4.6)

Source: health facility assessment

d. Data and surveillance
Table 18 summarises the systems available in Kampala to support immunisation data and surveillance among the surveyed
facilities. The data shows that almost all surveyed facilities offering immunisation maintain immunisation records. However,
70% of the facilities have a designated person in charge of filing data including immunisation. While majority (10/14) of the public
health facilities report directly into DHIS2 system, 19% (10/52) of the PFPs reported directly into DHIS2.
Most health facility (70%) reported or submitted data on time, with 86% of public facilities as compared to 62% of PFP health
facilities reporting timely reporting. Fifty-two percent of the health facilities reported to have a routine system in place for
ensuring data quality including receiving support supervision (78.6%) on a quarterly basis (47%).
Table 18: Proportion of health facilities reporting key data and surveillance components
Components

Ownership (n=87)

Overall

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Designated person in charge of filling

32 (61.5)

16 (76.2)

13 (92.9)

61 (70.1)

Facility maintains immunisation records

51 (98.1)

21 (100.0)

14 (100.0)

86 (98.8)

Directly to DHIS2

10 (19.2)

12 (57.1)

10 (71.4)

32 (36.8)

Through another facility

41 (78.8)

8 (38.1)

4 (28.6)

53 (60.9)

Does not report anywhere

1 (1.9)

1 (4.8)

0 (0.0)

2 (2.3)

Recent copy of immunisation reported submitted on time

32 (61.5)

17 (80.9)

12 (85.7)

61 (70.1)

Routine system in place of ensuring quality of data compiled

21 (40.4)

14 (66.7)

10 (71.4)

45 (51.7)

Support supervision – data quality (n=84)

35 (71.4)

20 (95.2)

11 (78.6)

66 (78.6)

Frequency of support supervision on data quality (n=66)

n=35

n=20

n=11

n=66

Monthly

12 (34.3)

6 (30.0)

1 (9.1)

19 (28.8)

Quarterly

13 (37.1)

11 (55.0)

7 (63.6)

31 (47.0)

Yearly

10 (28.6)

3 (15.0)

3 (27.3)

16 (24.2)

Means of reporting immunisation data collected

Source: health facility assessment
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e. Vaccine supply and management
Capacity for vaccine storage was assessed based on availability and functionality of four cold chain equipment: the refrigerators,
deep freezers, cold boxes and vaccine carriers. Ninety percent of the health facilities assessed had a functional refrigerator.
Functional refrigerators were available at 85% (12/14) of public health facilities and at all PNFPs (Table 19). Fifty-seven percent
of the health facilities reported to have district support for maintenance of the cold chain equipment. The primary source of
power for the cold chain is electricity for all facilities but only 54% (39/72) reported to have a secondary backup source of power.
Table 19: Vaccination delivery, cold chain equipment and infrastructure at health facilities
Covariate

Ownership

Overall

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Availability of functional cold chain equipment’s (n=72)

n=40

n=18

n=14

n=72

Refrigerators

35 (87.5)

18 (100.0)

12 (85.7)

65 (90.3)

Deep freezers

12 (30.0)

1 (5.6)

5 (35.7)

18 (25.0)

Cold boxes with icepacks

2 (5.0)

3 (16.7)

8 (57.1)

13 (18.1)

Vaccine carriers with icepacks

100 (100.0)

15 (83.3)

13 (92.9)

68 (94.4)

District support for maintenance of cold chain equipment

23 (57.5)

11 (61.1)

7 (50.0)

41 (56.9)

Period since last support visit (n=41)

n=23

n=11

n=7

n=41

Within one month

13 (56.5)

6 (54.5)

4 (57.1)

23 (56.1)

One month ago

2 (8.7)

2 (18.2)

1 (14.3)

5 (12.2)

More than one month ago

8 (34.8)

3 (27.3)

2 (28.6)

13 (31.7)

40 (100.0)

18 (100.0)

14 (100.0)

72 (100.0)

Generator

18 (94.7)

9 (81.8)

9 (100.0)

36 (92.3)

Solar

1 (5.3)

2 (18.2)

0 (0.0)

3 (7.7)

Primary source of power for cold chain equipment
Electricity
Secondary backup source (n=39)

Source: health facility assessment

Vaccines provided by health facilities.
Table 20 below shows the how many facilities surveyed provide a particular vaccine. The colour codes show to what extent the
various levels and ownership of health facilities can provide all the antigens listed. Green implies all facilities within the category
provide that particular antigen/vaccine while yellow implies that not all facilities surveyed provide that antigen/vaccine. All PFP,
PNFPs and public health facilities provide Polio, DPT-Hib, PCV, Rotavirus and IPV vaccines. The availability of BCG, HPV, MMR,
Measles, Hepatitis B and Yellow fever however, varied across health facilities.
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Table 20: Number of facilities providing vaccines of different types
Antigen

Health facility level

Ownership

HC II

HC III

HC IV

General
hospital

PFP

PNFP

Public

n=46

n=18

n=5

n=18

n=52

n=21

n=14

Polio

46

18

5

18

52

21

14

DPT-Hib

46

18

5

18

52

21

14

PCV

46

18

5

18

52

21

14

Rotavirus

46

18

5

18

52

21

14

IPV

46

18

5

18

52

21

14

BCG

43

18

5

18

50

20

14

HPV

38

18

5

18

47

18

14

MMR

32

15

3

15

35

19

11

Measles

31

10

2

10

33

12

8

Hepatitis B

7

5

2

7

13

5

3

Yellow fever

1

0

1

3

4

1

0

Green-Provided by all, Yellow-Provided by some but not all.
Source: health facility assessment

f. Advocacy and communication
In Kampala city, social mobilization for immunisation is done through the traditional structures such as through engagement
of political and local council leaders at zonal/ward, parish, division and district levels, health workers at facility level and VHTs
at community level. Table 21 below shows the advocacy and communication channels available at health facilities in Kampala.
From the health facility assessment, majority (80%) of the health facilities reported to have contact with local leaders and 63.3%
of the health facilities reported to have a list of community focal persons for mobilisation. This proportion was lowest among PFP
facilities (53.8%) when compared to public health facilities (78.6%) and PNFPs (76.2%). Only 21% of the health facilities reported
to conduct community dialogue meetings with most of the meetings conducted on a quarterly basis. In addition, IEC materials
(Posters, Booklets, leaflets and brochures) were largely available in 74% of the facilities. The IEC materials included Posters,
Booklets, leaflets and brochures. A communication plan/strategy was only available in 67% of the health facilities.
Table 21: Advocacy and communication channels available at health facilities
Channel
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Ownership (n=87)

Total

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Contact with local leader

39 (75.0)

18 (85.7)

13 (92.9)

70 (80.5)

Lists of community focal points for mobilisation available

28 (53.8)

16 (76.2)

11 (78.6)

55 (63.3)

Community dialogue meetings

5 (9.6)

7 (33.3)

6 (42.9)

18 (20.7)

Frequency of community dialogue meeting (n=18)

n=5

n=7

n=6

n=18
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Channel

Ownership (n=87)

Total

PFP

PNFP

Public

n (%)

n (%)

n (%)

n (%)

Monthly

1

2

1

4

Quarterly

3

3

5

11

Other

1

2

0

3

Quarterly review meetings are conducted

4 (7.7)

5 (23.8)

5 (35.7)

14 (16.1)

IEC materials available

38 (73.1)

15 (71.4)

11 (78.6)

64 (73.6)

Communication plan/Strategy available

29 (55.8)

16 (76.2)

13 (92.9)

58 (66.7)

Source: health facility assessment

g) Financing
Immunisation is part of the Primary Health Care (PHC) and is integrated into the child survival activities at district and health
facility levels. The central government provides funding to districts through the PHC grant thus facilitating the provision of
immunisation services through the PHC strategy. The PHC grant is grouped into;
a) PHC conditional wage recurrent grant - caters for staff salaries
b) PHC non-wage recurrent grant – caters for employee costs other than salaries, administrative expenses, food supply,
utilities, cleaning services, training costs, outreaches, monitoring, supervision and reporting.
c) PHC development grant – used to fund health facility infrastructure rehabilitation or construction, or the purchase of
equipment (52)
From KCCA annual reports, public health facilities only receive the PHC conditional wage recurrent grant and the PHC development
grant. As such they have limited ability to fund immunisation activities. To bridge this funding gap, KCCA leverages partner support
mainly from UNICEF, WHO and PATH (see table 22).
Table 22: Partners supporting immunisation in Kampala
Partner

Activities supported/Implemented

Period

UNICEF

Supports KCCA under the Partner Engagement Framework (PEF) since 2018. The support
includes; distribution of vaccines, cold chain maintenance, outreaches, community
mobilization, supervision and performance review meetings.

2018-2020

PATH

Supports activities for HPV coverage improvement

2018-2019

Interaid

Support the implementation of maternal and child health including immunisation
activities among refugee communities

2019

AFENET

Supports national supervision of surveillance activities for Vaccine Preventable Diseases
(VPD), AFP Surveillance in Informal settlements and data improvement activities

2019

WHO

Support towards Adverse Events Following Immunisation (AEFI) and VPD surveillance

2018 to date

In line with the National PPP Act and PPPH policy (53), the government of Uganda provides financial subsidies in form of PHC
non-wage grant to 33 PNFPs in Kampala to enable them provide affordable health care. Analysis of data from KCCA annual
reports shows that despite the increase in the population of Kampala by 158,516 since 2014, the PHC funding has remained the
same as illustrated by figure 13.
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Figure 30: Amount of PHC funding allocated and disbursed to PNFPs in Kampala from FY 2013/2014 to FY 2019/2020
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Annex 6: Root cause analysis on reasons for
inadequate information on immunisation
among caregivers in Kampala city
Root cause

Response

Challenge

Context

Sub-optimal immunization coverage

Consequence

Fear and mistrust of vaccines

Reliance on traditional social
mobilization structures, which
creates gaps in awareness on
routine immunisation among
some communities.
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• Misinformation/conflicting
messages from the media

Inadequate information on immunization

Demotivated VHTs
to conduct social
mobilisation

Inadequate facilitation
for social mobilisation

• Negative social influence
by significant others

Prolonged

KCCA payment
process

Insufficient information
given by health workers
during immunization
sessions

• Heavy immunisation
workload
• Caregivers arrive at
different times for
immunisation
services

Inadequate public engagement for immunisa�on

Gaps in community
involvement in immunization
by PFPhealth facilities

PFP health facilities
have limited channels
of communication with
the community
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Annex 7: Root cause analysis for vaccine stockouts
at health facilities in Kampala city
Root cause

Response

Challenge

Context

Partially immunised children

Consequence

Vaccine stockouts at health facilities

Inadequate supply of
vaccines at health facilities

Rationing of vaccines at
different levels (i.e. from
national to district, to satellite
and lower level health facilities)

Planning for vaccines is
based on geographical
resident populations

Insufficient vaccine distribution
mechanism from satellite to
lower level health facilities

Lack of transportation
means at KCCA to deliver
vaccines at health facilities

Inadequate vaccine
stock at national level

Inadequate funds to procure
vaccines at national level in
FY 2018/2019
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Context

Challenge

COVID-19
Pandemic

Lack of financial support
for private health facilities

outreaches are not profitable
for private health facilities

Low motivation of
health workers to
conduct outreaches

Restrictions in movement,
lockdown measures

Consequence

Response

Root cause

Inadequate financing for
immunisation in Kampala

Inadequate Primary
Health Care Funding

Inadequate funding for
health worker allowances,
VHT facilitation and
transportatioin

Low number of
outreaches conducted

Reduced access to
immunisation sevices

Sub-optimal
immunisation coverage

Health work
load of patients

Inadequate health
workers at public
health facilities

Annex 8: Root cause analysis for low numbers of outreaches
conducted by health facilities in Kampala city

Planning is based on
night population rather
than night population
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