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PREFACE 

 

There is a considerable and growing disease burden from non-communicable diseases and injuries. 

Over the last couple of decades, public health has come to the realisation that the prevention of 

these conditions lies largely in use of a multi-sectoral approach (e.g health, ministry of works, 

police). Road traffic crashes are by far responsible for the greatest number of injuries, and these 

injuries are the number one killer of young people between the ages of 14 and 29 years worldwide. 

Yet for the majority of countries, data critical to prevention, such as exact locations of crashes, 

involvement of known risk factors, or access to post-crash care are still lacking. In many countries 

including Uganda, even the actual numbers of the road deaths are contested. 

Countries in the African Region of the WHO have some of the highest road fatality rates in the 

world (Global Status Report on Road Safety, 2015). Interventions to reduce road crashes with their 

attendant injuries and deaths are now a global priority, and the subject of Sustainable Development 

Goals (United Nations, 2015).  

 

This report is a contribution to the efforts of documenting the road traffic injury burden in Uganda 

and to identifying strategies for improving data management across different stakeholders. It is 

hoped that with good quality data, strategies for improving road traffic outcomes can be identified 

and/or evaluated efficiently. 
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EXECUTIVE SUMMARY 

 

In many low-income countries (LICs) such as Uganda, the data on traffic crashes, injuries and 

deaths; mostly derived from police reports, do not provide the complete picture of the burden of 

road traffic injuries in these countries. The burden is underestimated, as injury surveillance in 

many LICs is not well established. Data on fatalities, non-fatal injuries, economic costs, and other 

indicators (such as motorcycle helmet and seat-belt usage rates and proportion of deaths related to 

alcohol) are absent in many countries. Where such data exist, they are often incomplete. There is 

therefore need for standardized data collection on road traffic deaths, non-fatal injuries, and 

disability.  

 

The objective of this study was to collect and assess the quality of currently available data on the 

epidemiology of road traffic injuries in Uganda and to provide tools and mechanisms for improved 

collection and management of good quality road traffic data to guide the prevention of road traffic 

injuries in Uganda. 

 

We conducted a national survey to describe the epidemiology of road traffic crashes for the year 

2016 using data from three major data sources: Uganda Police Force (police stations), Ministry of 

Health (health facilities), and mortuaries. The study was conducted in 16 of the 27 Uganda Police 

regions. We used cluster sampling proportional to size to select 13 police regions. Three regions; 

Greater Masaka, Rwizi, and Kigezi, were purposively added to the study due to their location along 

the Trans-African Highway which is a high traffic route. Districts along the Eastern section of the 

highway were captured in the initial sample. From each of the 16 regions, two districts were 

selected as follows: the district with the highest number of road traffic crashes and another one 

from the rest. One tool was used to capture crash data at the police stations, health facilities and 

mortuaries; another to assess the quality of the data, and a third one to conduct key informant 

interviews with hospital, mortuary and police workers.  

 

The highest number of crashes was reported in Kampala, the West and North came second and 

third respectively. The most affected age group was individuals aged between 25 and 34 years, 

with this age group recording the highest number of fatal crashes (16.4%). Majority of the injuries 
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occurred among males (75%). Among road users, pedestrians followed by motorcyclists were the 

most affected with fatalities of 26.8% and 16.8% respectively. Only 1.3% of injured persons 

reported using protective gear (e.g. helmets, seatbelts and reflective jackets) at the time of the 

crash.  

 

Fatal crashes were more common on roads outside towns (61.6%) compared to roads within towns. 

In addition, roads in good condition had higher proportion of fatal crashes (31.3%) than roads in 

bad condition (4%). This increased fatality is likely due to higher speeds associated with highways 

outside of town and roads in better condition. Indeed, highways had the highest proportion of fatal 

crashes (51.8%) compared to urban and other roads where speeds are lower. In terms of pre-

hospital emergency care, only 3.6% of injured persons received pre-hospital care following the 

crash. Police patrol vehicles transported the largest number [786 (5.6%)] of crash victims followed 

by private cars 632 (4.5%). However, across many variables of interest, there was incomplete data.  

 

In terms of data systems, we found nation-wide data systems at the health facilities and police 

stations although no standard data collection and routine reporting system exists at the mortuaries. 

In addition, there exist clear data flow and reporting structures for transmission of data (e.g. from 

the health facility/police station to the regional and national levels) and majority of the study 

participants had an understanding and appreciation of the importance of data use for various 

purposes including enforcement and planning. Some form of regular supervision (either internally, 

externally, or both) was reported to be going on. While the health sector had a largely digital health 

management reporting system, the police data system was still almost entirely manual. Tools for 

data collection were in place in both systems, and some form of training was being done, although 

in many instances there is a dire need for personnel have either preparation or supportive 

supervision or continuing professional development for the type of data management tasks that 

they are entrusted with.  Of concern was the fact that a lot of the data collected at police stations 

on road traffic crashes was not being relayed beyond the stations, and even the manually compiled 

summaries that were relayed to the regional offices were hand delivered. Using the data provided 

by the Police for 2016, we found under-reporting by 27%. Efforts to link police and health facility 

data, or to estimate the level of overlap (duplication or other multiple counting) were unsuccessful 
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as there were no unique identifiers to use for the linkages. It was therefore impossible estimate the 

true burden of road traffic crashes.  

The results point to the need to improve road traffic injury data systems for the three main sources; 

health, mortuary and police. Focused discussions should be undertaken by the relevant players to 

find out how exactly these improvements can be undertaken.  
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BACKGROUND 

 

Injuries constitute a major global public health problem. In 2010, there were 5.1 million deaths 

from injuries, almost one out of every 10 deaths in the world, and the total number of deaths was 

greater than the combined numbers (3.8 million) who died from HIV/AIDS, tuberculosis and 

malaria (Global Burden of Disease, 2010). Between 1990 and 2010, the fraction of global deaths 

due to injuries rose slightly from 8.8% to 9·6%, a change that was driven by a 46% rise in road 

traffic deaths (1·3 million in 2010) and a rise in deaths from falls (Lozano et al., 2013).  

 

Although the African region remains the least motorized of the six World Health Organization 

(WHO) regions, it suffers the highest rates of road traffic fatalities, with 37 of 44 surveyed 

countries in 2010 having death rates well above the global average of 18.0 deaths per 100 000 

population (World Health Organization, 2013). Data from the Global Burden of Disease 2010 

show that between 1990 and 2010, the African region registered an average of 84% increase in 

road traffic deaths (Institute for Health Metrics and Evaluation, 2013).  

 

In many low-income countries (LICs) such as Uganda, the data on traffic crashes, injuries and 

deaths, mostly derived from police reports, do not provide the complete picture of the burden of 

road traffic injuries in these countries. The burden is underestimated, as injury surveillance in 

many LICs is not well established. Data on fatalities, non-fatal injuries, economic costs, as well as 

monitoring and evaluation indicators (such as motorcycle helmet and seat-belt usage rates and 

proportion of deaths related to alcohol) are absent in many countries. Where such data exist, they 

are often incomplete (World Health Organization, 2013). There is therefore need for standardized 

data collection on road traffic deaths, non-fatal injuries and disability (Norton and Kobusingye, 

2013). 

 

The aim of this study was to contribute to the reduction of road traffic injury-related morbidity 

and mortality by identifying implementation opportunities and providing tools and mechanisms 

for the collection and management of quality road traffic data for monitoring and evaluation of 

interventions for the prevention of road traffic injuries in Uganda. Specifically, we sought to to 

collect and assess the quality of currently available data on road traffic injuries in Uganda. This 

was in line with the data-related recommendations from the Brasilia summit (Box 1) 
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Box 1: Data related recommendations of the Brasilia Summit 

 

 Improve the quality of systematic and consolidated data collection on the occurrence of 

road traffic crashes, including information from different sources, as well as on mortality 

and morbidity and disabilities, comprising disaggregated data; in order to address matters 

of data reliability and underreporting, data collection should be conducted by the 

appropriate authorities, including traffic police and health services, in line with 

international standards and definitions.  

 … the WHO to further standardize definitions, indicators and reporting practices, including 

on road traffic fatalities, injuries, and risk factors with a view to producing comparable 

information; and building on existing best practices in this area.  

 Encourage researching and result-sharing to support evidence-based approaches to prevent 

road traffic crashes, deaths and injuries and to mitigate their consequences. 

 

 

METHODS 

Study design and sampling methodology 

This was a cross-sectional national survey that assessed the 2016 road traffic crash data from the 

Police, hospitals and mortuaries. Sixteen of the 27 administrative regions of the Uganda Police 

Force (UPF) were selected. Each of the UPF administrative regions is composed of several 

districts. For the purpose of the study cluster sampling (proportional to the number of road traffic 

crashes reported for the year 2016 per region) was used, to select 13 police regions. 

Three additional regions; Greater Masaka, Rwizi, and Kigezi, were purposively added to the 

sample due to their location along the Trans-African Highway. Altogether, 16 regions were 

included in the study. From each of the 16 regions, two districts were selected one with the highest 

number of crashes and one other from the remaining pool of districts through random process. 

Figure 1 below shows the districts that were selected for the study.  
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Figure 1: Map of Uganda highlighting districts included in the study 

 
 

In each district, we purposively sampled as follows: one regional referral hospital or general 

hospital or health centre IV (depending on the highest level of health facility available at the 

selected district), one mortuary, and one police station. Where more than one general hospital 

existed in a district, we randomly selected one for inclusion in the study. Mortuaries were included 

in the study irrespective of ownership (government or private sector). Our study sample consisted 

of 32 polices stations, 31 health facilities, and four mortuaries. Figure 2 below provides a visual 

summary of our sampling methodology.   
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Figure 2: Visual representation of the study sampling methodology 

 

 

 

Data collection  

Three tools were used to collect and assess the quality of currently available data, namely the tools 

used to extract data from the police, the tool used to assess the quality of data, and one to conduct 

key informant interviews.   

 

Data extraction tool 

The data extraction tool was used to capture road traffic crash data at the police stations, health 

facilities and mortuaries. This tool was divided into two major sections; the first section captures 

individual data (e.g. age, sex, type of road user, and injury severity) and the second crash data (e.g. 

crash scene, crash time, crash location, and crash severity).  

The data extraction tool was digitized using the open data kit on android powered tablets to capture 

crash data from police, health facilities and mortuaries.  

At the police stations, where case files were not available, crash data were extracted from the traffic 

accident register (a standardized book used for logging all crashes handled by police). A police 

file typically contains a standard form (Form 57) that contains information concerning a crash, 

witness statements, copies of drivers’ licenses, sketches of the crash scene if done, and  other 

documents deemed relevant to the case.  
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At the health facilities, crash data were extracted from patient files, and where these are not 

available, inpatient and outpatient registers were used to obtain the data. Lastly, at the mortuary, 

data was extracted from the registers. 

 

Routine data quality assessment tool 

To assess the quality of the road traffic crash data, the routine data quality assessment tool from 

the Global Fund (http://www.theglobalfund.org/en/me/documents/dataquality/) was adapted for 

the study. The tool was used to assess the following dimensions of data quality: accuracy, 

completeness, reliability, timeliness, confidentiality, precision and integrity. 

Two study coordinators conducted the data quality assessment at the police stations and health 

facilities. Two indicators were reviewed (i.e. number of fatal road traffic crashes and number of 

road traffic injuries) in terms of the following supporting data management structures.  

 M&E structure, functions and capabilities, 

 Indicator definitions and reporting guidelines, 

 Data collection and reporting forms/tools, 

 Data management processes, 

 Links with national reporting systems. 

At the UPF, the data quality assessment was conducted at three levels of administration (i.e. the 

headquarters which carries out the tasks of M&E, and the regional and district levels through which 

road traffic crash data are reported). At the Ministry of Health (MOH), the data quality assessment 

was conducted at two levels (i.e. the health facilities which were the service delivery points, and 

the MOH resource centre which oversees reporting).   

 

Key informant interview guide  

We conducted in-depth interviews with 21 key informants from health facilities, mortuaries, and 

police stations across the country in order to supplement the findings from the quantitative part of 

the study (i.e. crash data). The key informants were purposively selected to represent the diverse 

opinions and experiences of health workers, mortuary workers, and police officers in the country. 

Participants provided written consent and were interviewed in a setting/space of their choosing. 

The interviews were conducted by two study coordinators and recorded. Where a participant 

declined recording of the interview, notes were taken by hand. The recorded interviews were 

http://www.theglobalfund.org/en/me/documents/dataquality/
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transcribed verbatim into Microsoft Word with the aid of audio software, VLC Media Player. Once 

transcription was completed, the transcripts were proofread for typing errors and then combined 

into three master transcripts (one each for health workers, mortuary workers, and police officers) 

in preparation for analysis.  

Data management  

The data collected electronically during the study were stored on secure servers hosted within 

Makerere University. Data security was enforced at three levels: on the data collection devices, 

passwords were used to limit unauthorized access to information on the tablets; during 

transmission, data were sent over a secure service layer (SSL) to the servers; and at the server side, 

the data were stored on secure firewalled servers with access limited to the project data 

management team. To protect the data from loss, the data management team downloaded and kept 

an extra copy of the data in a password-protected computer on a daily basis.  

Data quality assurance checks were built into the tools before, during, and after the data collection 

process. For example, skip patterns and data validation checks were preprogramed into the 

electronic data tools and constraints were built into fields identified as key to reduce the chances 

of having missing data with prompts displayed to the research assistants when inconsistent 

information is entered.  

A key component of the data assurance process for the project was a comprehensive training of 

the research assistants on the project protocol and tools. During the training, research assistants 

were taken through standard procedures for use in the data collection phase.   

Handling duplicate records from the multiple data sources 

One of the major drawbacks of collecting data from three different data sources was the possibility 

of collecting information about an individual involved in a crash from more than one source. For 

instance, an individual who survived a serious crash could be picked up by the Police and delivered 

to a hospital. If this patient then died in the hospital, and was taken to the mortuary, they had the 

possibility of appearing in the databases of the Police, the hospital, and the mortuary. In all three 

places the individual is given a different ‘identifier’, such as a Police case number, a hospital in-

patient number, or a mortuary number. This was due to the absence of mechanisms and systems 

in place to enable data and information sharing across the three different data sources involved in 

the study. To overcome this challenge, the data analysis team generated a unique ID which was a 

combination of several variables. However due to the fact that several observations had missing 



 

 

14 

information, it was not possible to uniquely identify all the observations. Records that appeared 

more than twice had more variations in information collected and therefore only records that 

appeared only twice were considered “duplicates”. Using this assumption, 90 records were 

dropped and those that appeared more than twice were all retained.  

Data analysis 

Crash data 

The un-weighted data for both road traffic crashes and individual injuries were summarised using 

frequencies and proportions for categorical variables and using means and corresponding standard 

deviations for continuous variables. The unit of analysis in the injury dataset was the individual 

involved whereas for the crash dataset, it was the crash. Since the outcome variable for both 

datasets (crash/injury severity) was ordinal with 3 levels (1=fatal, 2=serious, 3=minor/slight), 

ordinal logistic regression was used to investigate the potential predictors of injury or crash 

severity. In cases where the proportional odds assumption was violated, the generalized ordered 

logistic regression model which is less restrictive on the assumption was used. We conducted 

bivariate analysis to investigate factors independently associated with individual injury severity. 

Additionally, multivariable regression was carried out in order to control for confounding, and 

account for multicollinearity and interaction among variables. All variables that met the 20% 

threshold for significance at bivariate level were considered for the multivariable analysis. The 

analysis investigating factors associated with crash severity were weighted using the probability 

proportionate to size sampling in order to obtain appropriate measures of association and standard 

errors. Statistical significance for factors jointly associated with injury severity was set at the 5% 

level of significance. 

 

Qualitative data 

The master transcripts from the in-depth interviews were imported into Atlas.ti (Version 6) for 

analysis. For analysis, we created a list of 19 topical codes (e.g. data concerns, data management 

role, job description/position, data improvement, and data flow) based on the questions on the 

interview guide. These were then independently applied to the three master transcripts by three 

members of the study team. Upon completion of this initial coding process, the team met to discuss 

their coding decisions and to harmonize the codes. Where there were differences in the codes 

applied, a decision on the appropriate code (s) was made by consensus, and the codes appropriately 
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applied. From the coding process and the memos, the team came up with five overarching themes, 

which were not mutually exclusive, with some of the issues raised applying to more than one theme.  

RESULTS 

Table 1 below shows the summary of the unduplicated data collected using the three different data 

tools at the three major sources of road traffic crash data.  

 

Table 1: Summary of data collected by data source and tool 

 

Crash data were aggregated for the four administrative regions of the country (North, West, East, 

and Central) and the capital city, Kampala (Table 2). Across all the three data sources, the highest 

number of crashes was reported in Kampala, with the West and North regions coming second and 

third respectively in total number of crashes in 2016. Figure 6 in the Appendices shows the geo-

spatial distribution of the crashes within Kampala and its surrounding areas where majority of the 

crashes occurred. A high concentration of the minor and serious crashes is seen in the heart of the 

city along a major road known as Kampala road that cuts through the city. Fatal crashes are seen 

mostly in the eastern part of the city (Figure 6).  

 

Table 2: Summary of crash data by data source and administrative region 

Region Police Health facility Mortuary Total 

North 816 1,398 0 2,214 

West 1,018 1,747 0 2,765 

East 626 1,063 92 1,781 

Central 1,036 898 1 1,935 

Kampala 1,530 3,319 505 5,354 

Total 5,026 8,425 598 14,049 

 

 Police Health Facilities Mortuary  

Records of traffic crashes 7065   

Records of individuals involved 5026 8425 598 

Key informants interviewed 7 7 5 

Data quality assessments 16 15 0 
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Distribution of road traffic fatalities: 

The distribution of fatal crashes by region is shown in Table 3. Kampala region posted the highest 

number of fatal crashes standing at 893 followed by the Central region with 354 fatal crashes. 

Majority of the road traffic fatality data in Kampala are from the mortuary while the North, Central, 

and West regions had almost no road fatalities recorded in the mortuary registers. The lack of 

fatalities from the mortuary in these regions is likely due to the fact that the police (who bring 

majority of the victims to the mortuary) usually keep the crash data records in their files.  

Table 3: Road traffic fatalities by region and data source* (see Box 2 for definition of fatality). 

Region Police Health facility Mortuary Total 

North 204 15 0 219 

West 261 45 0 306 

East 125 13 92 230 

Central 341 12 1 354 

Kampala 138 250 505 893 

Total 1,069 335 598 2,002 

 

*Box 2: Definition of a road traffic fatality and sources of data 

 

There are many different ways to define a road traffic fatality, usually based on the interval 

between the crash and the death. Underlying these variations are the different ways in which these 

data are captured. In Uganda the police is usually the first official agency to arrive at the scene, 

and is mandated with documenting the particulars of the crash, including the presence and severity 

of injuries. In the exceptional cases where paramedical personnel go to the scene (e.g. Red Cross) 

they also document injuries and deaths. Because the police and health system data collection 

processes are not linked, and because the police lack the capacity to follow up all those hospitalized 

with injuries, there is some under-reporting of fatalities that do not occur at the scene of the crash. 

The longer the interval, the more likely some deaths will be left out of official records. The current 

recommended definition of a road traffic fatality is "any person killed immediately or dying within 

30 days as a result of a road traffic injury accident" (Adeloye et al. 2016).   

 

  Table 4: Extrapolating crashes to the national level 

Severity of accidents Abstracted National estimate 

Fatal 1019 6406.263 
Serious 3262 15054.31 
Minor 2784 9354.348 

Total 7065 30814.92 
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Table 4 presents the population estimates of the injuries. It shows that fatal injuries were about 

6407 in the whole country. We however could not validate the weights used in probability 

proportionate to size sampling. 

 

Profile of people affected 

The following section gives the demographics of the individuals involved in crashes. Across the 

three major sources of road crash data, the mean age and standard deviation in years of the persons 

involved in crashes stood at 31.2 (13.9), 29.6 (15.1) and 29.6 (15.1) for the police, health facilities, 

and the mortuaries respectively (Table 5). Therefore, on average, the people in the police records 

were slightly older than the people in the health facility and mortuary records. The data shows the 

average age of individuals involved in traffic crashes is 30.1 across the three facilities.  

Table 5: Demographics of the individuals involved in road traffic crashes. 

  Police 

n (col_%) 

Health facility 

n (col_%) 

Mortuary 

n (col_%) 

Total 

n (col_%) 

Age: mean(sd) 31.2 (13.9) 29.6 (15.1) 29.6(15.1) 30.1(14.8) 

Age groups     

<5 87(1.73) 328(3.9) 1(0.2) 416(2.9) 

5 - 14 281(5.59) 728(8.6) 12(2.0) 1,021(7.3) 

15-24 852(16.9) 2,102(24.9) 22(3.7) 2,976(21.2) 

25-34 1,354(26.9) 2,380(28.3) 28(4.7) 3,762(26.8) 

35-44 819(16.3) 1,324(15.7) 18(3.0) 2,161(15.4) 

45-54 361(7.2) 751(8.9) 8(1.3) 1,120(7.9) 

55 + 261(5.2) 544(6.5) 7(1.2) 812(5.8) 

*Missing  1,011(20.1) 268(3.2) 502(83.9) 1,781(12.68) 

Total 5,026 8,425 598 14,049 

Sex     

Male 3,766(74.8) 6,322(75.0) 472(78.9) 10,560(75.1) 

Female 1,140(22.7) 2,075(24.6) 125(20.9) 3,340(23.8) 

*Missing 120(2.3) 28(0.3) 1(0.1) 149(1.1) 

Total  5,026 8,425 598 14,049 

 

 

Table 6 below displays the summary of characteristics of injured persons by injury severity. The 

most affected age group across the injury severity levels was persons aged between 25 and 34 

years with this age group further recording the highest number of fatal crashes (16.4%). Majority 

of the injuries occurred among males (75%). Vulnerable road users who included pedestrians, 
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motorcyclists, pedal cyclists and passengers on motorcycles were the most affected road users with 

fatalities at 59.5%  as compared to non-vulnerable road users. For pedestrians, across the three 

injury severity levels, crossing the road stood out as the activity being carried out at the time of 

the crash.  

In terms of use of protective measures, only1.3% of injured persons reported using protective gear 

(e.g. helmets, seatbelts and reflective jackets) during the crash. However, across all characteristics, 

the highest percentage was for the missing, other, or unknown category, highlighting the 

incompleteness of the available road traffic data for Uganda.  

Table 6: Distribution of injured person characteristics by injury severity 

  
Fatal 

(n=1999) 

Serious  

 (n=9542) 

Slight  

(n=2508)  
Total 

(n=14049) 

Characteristic n(col%) n (col%) n (col%) n (col%) 

Age group     

<5 47(2.4) 273(2.9) 97(3.9) 417(3.0) 

5-14 120(6.0) 671(7.0) 231(9.2) 1022(7.3) 

15-24 230(11.5) 2122(22.2) 627(25.0) 2979(21.2) 

25-34 327(16.4) 2717(28.5) 718(28.6) 3762(26.8) 

35-44 214(10.7) 1566(16.4) 381(15.2) 2161(15.4) 

45-54 109(5.5) 811(8.5) 200(8.0) 1120(8.0) 

55 and above 123(6.2) 575(6.0) 114(4.5) 812(5.8) 

*Missing 829(41.5) 807(8.5) 140(5.6) 1776(12.6) 

Sex of road user     

Male 1561(78.1) 7267(76.2) 1732(69.1) 10560(75.2) 

Female 417(20.9) 2176(22.8) 747(29.8) 3340(23.8) 

*Missing 21(1.1) 99(1) 29(1.2) 149(1.1) 

Road user type     

Not vulnerable 117 (5.9) 816 (8.6) 125 (4.9) 1058(7.5) 

Vulnerable 
1190 

(59.5) 
6722 (70.5) 851 (33.9) 8763 (62.4) 

*Missing 692 (34.6) 2004 (21.0) 1532 (61.1) 4228 (30.1) 

Type of activity of pedestrian before crash   

Other 14(0.7) 45(0.5) 5(0.2) 64(0.5) 

Crossing the road 194(9.7) 500(5.2) 60(2.4) 754(5.4) 

Pedestrian on the road 19(1) 110(1.2) 5(0.2) 134(1.0) 

Pedestrian by the road 47(2.4) 276(2.9) 44(1.8) 367(2.6) 

Missing/not a pedestrian  1725(86.3) 8611(90.2) 2394(95.5) 12730(90.6) 

Personal protection measures used    

Did not have protective measures 241(12.1) 1119(11.7) 136(5.4) 1496(10.6) 

Had protective measures 25(1.3) 140(1.5) 17(0.7) 182(1.3) 

*Missing 1733(86.7) 8283(86.8) 2355(93.9) 12371(88.1) 
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Possession of a driving license by the driver    

Did not possess a driving license 31(1.6) 154(1.6) 42(1.7) 227(1.6) 

Possess a driving license 25(1.3) 309(3.2) 88(3.5) 422(3.0) 

*Unknown 1943(97.2) 9079(95.1) 2378(94.8) 13400(95.4) 
 

Characteristics of road traffic crashes 

 

Table 7 presents characteristics of the road traffic crashes in 2016. There doesn’t appear to be any 

difference between occurrence of injuries by day of the week or by month of the year. Fatal crashes 

were more common on roads outside towns (61.6%) relative to those within town (22.7%). In 

addition, roads in good condition had higher proportion of fatal crashes (31.3%) than roads in bad 

condition (4%). This increased fatality is likely due to higher speeds associated with highways 

outside of town and roads in better condition. Indeed, highways had the highest proportion of fatal 

crashes (51.8%) compared to urban and other roads where speeds were likely lower. 

Table 7 Characteristics of road traffic crashes by crash severity 

    

    Fatal (N=1019) Serious (N=3262) Minor (N=2784) Total (N=7065) 

    n (Col_%) n (Col_%) n(Col_%) n(Col_%) 

Day of week of traffic crash      

Mon  131(12.9) 467(14.3) 429(15.4) 1027(14.5) 

Tue  131(12.9) 467(14.3) 426(15.3) 1024(14.5) 

Wed  127(12.5) 442(13.5) 413(14.8) 982(13.9) 

Thurs  134(13.2) 463(14.2) 406(14.6) 1003(14.2) 

Fri  150(14.7) 495(15.2) 401(14.4) 1046(14.8) 

Sat  176(17.3) 451(13.8) 418(15) 1045(14.8) 

Sun  170(16.7) 477(14.6) 291(10.5) 938(13.3) 

Month of crash      

January  91(8.9) 289(8.9) 251(9) 631(8.9) 

February  109(10.7) 280(8.6) 242(8.7) 631(8.9) 

March  107(10.5) 314(9.6) 225(8.1) 646(9.1) 

April  93(9.1) 254(7.8) 249(8.9) 596(8.4) 

May  64(6.3) 301(9.2) 285(10.2) 650(9.2) 

June  78(7.7) 276(8.5) 230(8.3) 584(8.3) 

July  83(8.1) 237(7.3) 183(6.6) 503(7.1) 

August  85(8.3) 269(8.2) 253(9.1) 607(8.6) 

September  88(8.6) 280(8.6) 242(8.7) 610(8.6) 

October  71(7) 245(7.5) 205(7.4) 521(7.4) 

November  68(6.7) 268(8.2) 197(7.1) 533(7.5) 

December  82(8) 249(7.6) 222(8) 553(7.8) 

Proximity of the crash to a town/township    

Within town  231(22.7) 1433(43.9) 1570(56.4) 3234(45.8) 

Outside town  628(61.6) 1325(40.6) 889(31.9) 2842(40.2) 

Not indicated  160(15.7) 503(15.4) 324(11.6) 987(14.0) 

Missing*  - 1(0.03) 1(0.04) 2 (0.03) 
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Road condition      

Good condition  319(31.3) 673(20.6) 524(18.8) 1516(21.5) 

Bad condition  41(4) 97(3) 59(2.1) 197(2.8) 

Under repair  16(1.6) 57(1.7) 42(1.5) 115(1.6) 

Not indicated  643(63.1) 2435(74.6) 2159(77.6) 5237(74.1) 

Road surface at the spot where the crash occurred    

Wet  7(0.7) 12(0.4) 24(0.9) 43(0.6) 

Dry  351(34.4) 845(25.9) 709(25.5) 1905(27) 

Missing*  661(64.9) 2405(73.7) 2051(73.7) 5117(72.4) 

Lighting condition at the crash location     

Daylight  444(43.6) 1771(54.3) 1497(53.8) 3712(52.5) 

Darkness  305(29.9) 725(22.2) 688(24.7) 1718(24.3) 

Missing*  270(26.5) 766(23.5) 599(21.5) 1635(23.1) 

Class of the road where the crash occurred    

Highway  528(51.8) 1033(31.7) 679(24.4) 2240(31.7) 

Urban road  321(31.5) 1670(51.2) 1673(60.1) 3664(51.9) 

Other  49(4.8) 73(2.2) 57(2) 179(2.5) 

Missing*   121(11.9) 486(14.9) 375(13.5) 982(13.9) 

 

Post-crash events (Hospital data) 

Only 3.6% of injured persons were reported to have received first aid of any kind following their 

road traffic crash (Table 8). Of the patients seen at health facilities, police patrol vehicles 

transported the largest number [786 (5.6%)], followed by private cars 632 (4.5%). Only 3.9% of 

the patients transported to hospital died while 87.9% were discharged without any incident. It is 

however not known how many injured persons died at the scene or on the way to a health facility. 

Table 8: Post injury data 

Characteristic Frequency % 

Pre-hospital care given   

First aid by police 164 1.2 

First aid by other agency 120 0.9 

First aid by lay bystanders 179 1.3 

No first aid given 2,298 16.4 

Unknown 11,288 80.3 

Road user tested for alcohol    

Yes 158 1.1 

No 4,147 29.5 

Not indicated 9,744 69.4 

Transport used to the health facility/morgue   

Police ambulance 210 1.5 

Ambulance-other 48 0.3 

Police patrol vehicle 786 5.6 

Private car 632 4.5 
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Taxi 65 0.5 

Boda-boda 370 2.6 

Other 42 0.3 

Unknown 11,896 84.7 

Outcome of crash following hospitalisation   

Died 336 3.9 

Discharged 7,413 87.9 

Undetermined 281 3.3 

Referred to other health facility 198 2.4 

Unknown 197 2.3 

Total 8425 100 

 

Factors associated with injury severity in individual injuries comparing fatal versus non-fatal 

injuries 

Results for factors associated with injury severity are presented in Table 9. At the unadjusted 

analysis level, possessing personal protective measures and the type of activity done by the victim 

prior to the accident variables were not significantly associated with the injury severity. Using the 

generalised ordered logistic regression approach, the odds of experiencing fatal versus a non-fatal 

(serious or slight) injuries are presented for the predictor variables in Table 8. 

The unadjusted analysis indicates that the odds of experiencing a fatal injury are lower for all other 

age groups apart from individuals aged 5-4 and over 55 years as compared to individuals aged 

younger than 5 years. However, a statistically significant difference only existed for those aged 

15-14 years (OR=0.66, 0.47 – 0.92). Females were less likely (OR=0.82, 0.73-0.92) to experience 

a fatal injury relative to males. People possessing driving licenses were found to be less likely 

(OR= 0.39, 0.23 – 0.69) to experience a fatal injury compared to those that did not possess licenses. 

Following adjustment for other variables in the analysis, multivariable regression retained the age, 

sex and type of road user as the only three variables that jointly influence severity of an injury. 

Compared to children aged younger than 5, individuals aged 5 to 44 years were less likely to 

experience fatal injuries controlling for sex and type of road user and this was statistically 

significant. These data showed that females were 21% less likely (OR=0.79, 0.67 – 0.94) to 

experience fatal injuries as compared to males while controlling for age and type of road user. 

 

Table 9 Factors associated with injury severity in individual injuries comparing fatal versus non-fatal injuries 

  Total (n=14049) 
Fatal 

(n=2002) Unadjusted Adjusted   
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Characteristic N.(col%) N.(col%) OR (95% CI) OR (95% CI) p-value 
Age group          

<5 417(2.9) 47(4.0) 1 1  

5-14 1022(7.3) 120(6) 1.05(0.73-1.5) 0.86(0.59-1.27) 0.455 
15-24 2979(21.2) 230(11.5) 0.66(0.47-0.92) 0.47(0.33-0.67) <0.001* 
25-34 3762(26.8) 327(16.4) 0.75(0.54-1.04) 0.49(0.34-0.69) <0.001* 
35-44 2161(15.4) 214(10.7) 0.87(0.62-1.21) 0.54(0.38-0.79) 0.001* 
45-54 1120(8) 109(5.5) 0.85(0.59-1.22) 0.63(0.43-0.93) 0.021* 

55 and above 812(5.8) 123(6.2) 1.41(0.98-2.01) 1.12(0.69-1.49) 0.928 
Sex of road user      

Male 10560(75.2) 1561(78.1) 1 1  

Female 3340(23.8) 417(20.9) 0.82(0.73-0.92) 0.79(0.68-0.94) 0.005* 
Road user type      

Not vulnerable 1058(10.77) 117(8.9) 1 1  

Vulnerable 8763(89.2) 1190(91.1) 1.26(1.03-1.54) 1.06(0.84-1.32) 0.602 
Type of activity of pedestrian before crash     

Other 64(0.5) 14(0.7) 1   
Crossing the road  754(5.4) 194(9.7) 1.24(0.67-2.29)   

Pedestrian on the road 134(1) 19(1) 0.59(0.27-1.27)   

Pedestrian by the road 367(2.6) 47(2.4) 0.52(0.27-1.02)   

Personal protection measures used      

Did not have protective 
measures 

1496(10.6) 241(12.1) 1  
 

Had protective measures 182(1.3) 25(1.3) 0.88(0.62-1.26)   

Did the driver possess a driving permit      

Did not possess a driving 
permit 

227(1.6) 31(1.6) 1  
 

Possess a driving permit 422(3) 25(1.3) 0.39(0.23-0.69)     

*Significant at α= 5%, ⁋Variables that exhibited multicollinearity 

**Driving permit possession was only collected for motorcyclists 

 

Factors associated with experiencing fatal crashes 

Table 10 presents results of the analysis investigating factors associated with crash severity. The 

odds ratios compare the likelihood of experiencing a fatal compared to a non-fatal (combined 

serious and minor) crash. 

The adjusted analysis showed that compared to persons driving on good roads, persons driving on 

roads undergoing repair had lower odds of experiencing a fatal crash (OR=0.64, 0.45 - 0.90). This 

is not surprising as persons driving on such roads are more likely to be going at much slower 

speeds that reduce any risk of fatality in the event of a crash. Furthermore, driving on urban roads 
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was associated with lower odds of a fatal crash (OR=0.72, 0.58-0.91) than driving on a highway. 

This is likely due to higher speeds while driving on highways resulting in fatalities. Lastly, the 

odds of a fatal crash on roads outside towns were twice (OR=2.19, 1.45 – 3.29) the odds of a fatal 

crash on roads within towns. 

Table 10 Factors associated with crash severity comparing fatal versus non-fatal crashes 

  Total N(%) Fatal N(%) 
Unadjusted 
 OR (95% CI) 

Adjusted  
OR (95% CI) 

p-value 

Time of crash   1.02(1.01-1.04) 1.04(1.01-1.06) 0.005* 

Month      

January 631(8.9) 91(8.9) 1 1  

February 631(8.9) 109(10.7) 1.19(0.88-1.61) 1.89(1.15-3.1) 0.02* 

March 646(9.1) 107(10.5) 1.38(0.67-2.86) 2.49(0.87-7.07) 0.08 

April 596(8.4) 93(9.1) 0.95(0.64-1.39) 1.17(0.72-1.91) 0.50 

May 650(9.2) 64(6.3) 0.71(0.56-0.92) 1.04(0.65-1.66) 0.86 

June 584(8.3) 78(7.7) 0.92(0.69-1.21) 1.53(1.19-1.96) 0.002* 

July 503(7.1) 83(8.1) 1.14(0.92-1.41) 1.45(0.81-2.57) 0.19 

August 607(8.6) 85(8.3) 0.89(0.78-1.02) 1.27(0.81-1.99) 0.28 

September 610(8.6) 88(8.6) 0.79(0.65-0.99) 1.35(0.96-1.91) 0.08 

October 521(7.4) 71(7) 0.79(0.63-1.00) 1.21(0.84-1.73) 0.29 

November 533(7.5) 68(6.7) 0.83(0.56-1.24) 1.41(0.89-2.24) 0.13 

December 553(7.8) 82(8) 0.79(0.54-1.2) 1.26(0.72-2.19) 0.40 

Road condition      

Good 1516(82.4) 319(84.8) 1 1  

In bad condition 197(10.8) 41(10.9) 1.05(0.67-1.65) 1.08(0.7-1.68) 0.69 

Under repair 115(6.27) 16(4.3) 0.63(0.46-0.86) 0.64(0.45-0.90) 0.01* 

Road class      

Highway 2240(36.8) 528(58.8) 1 1  

Urban road 3664(60.2) 321(34.8) 0.63(0.42-0.96) 0.72(0.58-0.91) 0.009* 

Other 179(2.9) 49(5.4) 1.39(0.89-2.19) 1.25(0.35-4.47) 0.710 

Day of the week      

Mon 1027(14.5) 131(12.9) 1   

Tue 1024(14.5) 131(12.9) 0.58(0.29-1.18)   

Wed 982(13.9) 127(12.5) 0.85(0.61-1.19)   

Thurs 1003(14.2) 134(13.2) 0.68(0.36-1.27)   

Fri 1046(14.8) 150(14.7) 0.76(0.49-1.16)   

Sat 1045(14.8) 176(17.3) 0.92(0.56-1.52)   

Sun 938(13.3) 170(16.7) 0.94(0.57-1.54)   

Proximity to 
town 

   
  

Within town 3234(45.8) 231(22.7) 1   

Outside town 2842(40.2) 628(61.6) 2.19(1.45-3.29)   
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Not known 987(13.9) 160(15.7) 1.87(1.23-2.85)   

Lighting      

Day light 3712(68.4) 444(59.3) 1   

Darkness 1718(31.6) 305(40.7) 1.35(0.98-1.85)   

Road surface      

Wet 43(2.2) 7(1.9) 1   

Dry 1905(97.7) 351(98.1) 1.35(0.55-3.29)     
 

Quality of the data 

Data quality assessment results were obtained from the police stations and health facilities. The 

assessments evaluated the supporting structures for producing high quality data. These structures 

included functions and capabilities of the M&E structures, indicator definitions and reporting 

guidelines, data collection and reporting forms, data management processes and links with national 

reporting systems.  

Police 

Figure 3 below shows a summary of the performance of the supporting structures at the police 

stations. On a scale of 0 to 3, data collection and reporting forms/tools was the strongest performing 

supportive structure at 2.7 followed by M&E functions and capabilities at 2.6. The weakest support 

structure identified was the indicator definitions and reporting guidelines at 1.5.

 

Figure 3: Police data quality assessment summary 
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Table 11 presents a comparison of the fatal crashes reported by the police and the data abstracted 

by this study. Percentage differences between the numbers abstracted and the numbers reported by 

the police are presented. It can be seen that of the 32 police stations from which data was collected, 

only 3 had reported similar numbers of fatal crashes in 2016 as that from the data abstracted, 11 

(34.4%) had under reported whereas 18 (56.2%) had over reported fatal crashes. 

 

Table 11: Completeness of reporting fatal accidents by the police 

 <= 5% 6-10% 11-20% 21-30% >30% Total 

Over reported 
2 

(11.1) 
5 (27.8) 

5 
(27.8) 

2 (11.1) 
4 

(22.2) 
18 (100) 

Same 3 (100) - - - - 3 (100) 

Underreported 
- 2 (18.2) 

4 
(36.4) 

4 (36.4) 1 (9.1) 11 (100) 

Total 
5 

(15.6) 
7 (21.9) 

9 
(28.1) 

6 (18.8) 
5 

(15.6) 
32 (100) 

 

 

Missing information was analysed for key variables as presented in figure 4 below. It was found 

that of all data collected from the three sources, 12.6% did not have ages of the injured recorded 

but only 1.1% did not have sex recorded. Among the drivers and riders, over 80% did not have 

information recorded on permit possession or possession of personal protective equipment.  

 

 
Figure 4: Missing data by selected variables collected in the individual dataset 

 

With regards to road crashes, it can be said that a commendable job was done in capturing the 

number of people injured and killed in crashes with only 1.8% and less than 1% missing 
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respectively.  Information was majorly not captured for the road conditions under which the 

accident took place. 

 
Figure 5: Missing data by selected variables collected in the crash dataset 

 

In terms of challenges, police participants reported inadequate training and understaffing as the 

two main challenges in their work with road traffic data. Participants reported that majority of the 

staff had undergone induction trainings before they were posted to the department of traffic and 

road safety while a small number learned on the job. Participants reported lack of refresher 

trainings once the induction training was completed. There was also lack of staff dedicated to the 

role of data management as the staff responsible for record management did this as an additional 

role to their law enforcement responsibilities. Moreover, record keeping was done using paper-

based forms which generated an enormous amount of paper work that raised the need for properly 

planned filing and bulk storage systems. Lastly, although there were several forms and tools like 

the traffic accident report (police form 57), the medical examination of an injured person (Police 

Form 3) and the motor vehicle inspection order (Police Book 31) for use for data collection right 

from the scene of the crash, their utilization was poor.  Furthermore, there were no written 

guidelines for their use. 

 

Health facilities 

At the health facilities, links with the national reporting system was the strongest data quality 

support structure scoring 3 out of 3 while the weakest was M&E structures, functions and 

capabilities scoring 1.4. Figure 6 below shows the health facility data quality summary. 
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Figure 6: Health facility data quality assessment summary 

 

At health facilities, 64.3% underreported road traffic injuries, 100% had data missing or 

unavailable and 98.6% of them had incomplete source documents. A major strength of the records 

department of the health facilities was the separation of the records department personnel from 

those of other departments which enabled dedicated focus on data management and reporting. This 

was something that was lacking in most police stations.  

Within the health facilities, there were standard forms used for the collection of patient 

information. These forms however did not provide any guidelines for the capture of this 

information. The standard forms required health personnel to state the diagnosis, which in the case 

of injuries was the nature of the injury (e.g. a fracture). However, there was no specification about 

the cause of the injury (e.g. a road traffic crash). Equally important was that information on the 

road user category (e.g. pedestrian), location of injury (e.g. corner of Jinja Road and Lugogo 

Bypass), and activity at time of injury (e.g. crossing the road) were not captured in the health 

facility forms. All these led to incomplete capture of road traffic crash data.  

Police report crashes compared with survey data 

We compared the road traffic crash data reported by the UPF for the year 2016 to the police data 

abstracted in this study. Table 12 presents the results from this comparison. It shows absolute 

percentage differences between the police report and the abstracted data and whether there was 
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under or over reporting. Both over and under reporting was observed from the police report. Six 

(18.2%) police stations were within the 5% difference on comparison. Only one police station was 

found to have the same number of crashes reported by the police and those abstracted by the study 

team. On the other hand, data from 21 police stations were underreported. Overall, there was a net 

underreporting of 27% across all surveyed stations. 

 

Table 12 Comparison between road crash data reported by the UPF for the year 2016 and the police data 

abstracted by the survey team 

  5% 6-10% 11-20% 21-30% >30% Mean (sd) Total 

Over reported 2 (18.2) 2 (18.2) 4 (36.4) 1 (9.1) 2 (18.2) 20.9(21.4) 11  

Same 1 (100) 0 0 0 0 0  1  

Under reported 3 (14.3) 4 (19.1) 2 (9.5) 5 (23.8) 7 (33.3) 27(20.6) 21  

Total 6 (18.2) 6 (18.2) 6 (18.2) 6 (18.2) 9 (27.3) 24.1(21) 33 

 

Key informant interview findings 

To understand the supportive structures for the collection, processing, reporting and utilization of 

road traffic crash data, key informant interviews were conducted and the following were the main 

themes that emerged from the interviews.  

Main themes  

 

1. Data systems exist at the health facilities and police stations where interviews were conducted. 

However, there is no data system at the mortuaries. Participants at police and health facilities 

described functional data management systems with clear data flow structures, dedicated or 

assigned records staff, and an understanding of the importance of data use. Where standard 

operating procedures and guidelines were unavailable, participants stated that standard tools had 

fields that are easily understood. 

 

“There are no guidelines but for us we just follow what is written on it, like it says serial 

number, the date of death, patient name or hospital number, the sex, the address, where 

the person comes from then the clinical diagnosis and what happened to the person.” 

(IDI participant from a mortuary in the North region) 

 

2. Clear data flow and reporting structures for transmission of data (e.g. from the health 

facility/police station to the regional and national levels) were reported to be in place and followed 

to the extent possible. In the UPF, there are three levels of administration; the headquarters which 
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carries out the tasks of M&E, the regional level, and the district level through which road traffic 

crashes are reported. For the Ministry of Health on the other hand, health facilities report directly 

to the Ministry of Health Headquarters resource centre through an online reporting system. No 

equivalent system exists for mortuaries. 

 

3. Majority of the participants interviewed reported receiving some form of regular supervision 

(either internally, externally, or both). Supervision and mentorship were discussed in the form of 

performance appraisals and regular supervisory visits mostly by an external team (e.g. from the 

MOH or the police headquarters). During these visits, participants could receive feedback and 

mentorship but these were not always provided. 

 

 “Yes sometimes but once in a while they don’t bring feedback. They don’t tell you 

whether you have done well or whether you have not done well. They only give feedback 

when you have done something wrong.” (IDI participant from a police station in the 

North region.) 

 

Sometimes the feedback received can be used in report writing and in decision making. The 

following quote from a police officer summarizes what road traffic data are generally used for at 

the police level. 

“Within the station, for us we only look, we use the data to find out whether there has 

been an increase or there has been a decrease in the number of road crashes in a 

particular month and if there has been an increase we find out what was the cause of the 

increase. Was there laxity in enforcement? Was it the weather condition? Was it the 

industrial actions of the court prosecutors? We try to find out what was the cause.” (IDI 

participant from a police station in the North region)  

 

4. Respondents have an understanding and appreciation of the importance of data use for various 

purposes including enforcement and planning purposes. The main uses for the road traffic data fell 

under the following broad categories: 

 

 Enforcement (by the police): Key informants described using the road traffic data for 

identifying locations where traffic police officers could be stationed. 

 

‘’We also use them [data] for enforcement because we get to know why people are dying 

most let us say because of high speed so our enforcement is guided by those reports…” 

(IDI participant from a police station in the Central region)  
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 Research/study purposes:  Researchers from various institutions for example universities, 

NGOS often collect data from the police and health facilities for study purposes. 

 

 Planning purposes (e.g. for UNRA and MoW, and for staffing in general): Key 

informants described how data on road traffic crashes and injuries could be used by the 

Uganda National Roads Authority and the Ministry of Works to help with road design. 

“These reports for example help UNRA in working on the roads normally when 

they are working on roads they come for those roads to guide them on how to 

work, where many accidents occur, which sections to be improved, among others 

UNRA uses them for those purposes.” (IDI participant from a police station in the 

Central region) 

 

 Intervention or program development (e.g. sensitization of the community on road 

safety): Participants felt that community members need to have a stake in reducing the 

road traffic morbidity and mortality burden in Uganda. Communities need to be 

sensitized about road safety and tasked with being part of the effort to reduce road traffic 

crashes. 

 

“First people would know that people die of accidents, that is the first reality. Then 

people would know the group of people that die of accidents which is mainly the 

young then maybe they will make an intervention. Then which group of road users 

which are the motorcyclists also an intervention will be made of finding a way to 

reduce them or talking to them.” (IDI participant from a mortuary in the Central 

region) 

 

 Litigation or court cases: Road traffic data were used in courts to litigate against 

offenders. 

“At the station level when you want to take a file to court, you have to refer to the 

data, you have to refer to the records.” (IDI participant from a police station in the 

North region) 

Despite these data uses, some participants felt not enough effort is being put to use the existing 

road traffic data. One participant said:  

  

“...the only unfortunate thing is that this data is not studied because I believe if we make 

data, at the end of the day we should sit down and study data, this time of the year to this 

time of the year, we have seen the accidents that take place are this. From this time to 

that, so that we can have counter measures to counter those accidents.” (IDI participant 

from a police station in the North region) 
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Challenges 

The following were the main challenges reported by the key informants.  

1. Lack of a functioning electronic data system across the various levels. Participants 

discussed at length the lack of an electronic (computer-based) data system at the various 

levels where data are handled, and how this is associated with challenges in storage of 

very large volumes of paper records.  

 

“Paperwork also is an issue when it comes to storing more so if one is transferred the next 

person may not have the interest of proper storage despite the same training as we are all 

trained differently but if it comes to a software there is no way someone can tamper with 

data.” (IDI respondent from a police station in the East region) 

2. Limited and infrequent opportunities for training and continuous professional development 

at the health facilities and mortuaries.  

 

“Government does not value data people. They do not value us at all yet we are the 

hearts of all the units. Without data no unit will be run or institute. We need the 

government to see the value of the data departments because we are not valued. We are 

not taken for workshops; they don’t take us for training” (IDI participant from a health 

facility in the North region) 

 

“The people we use here all learn on job and many here started work because they are 

brave not because of training but if they get it, it could help.” (IDI participant from a 

mortuary in the Central region) 

 

This however, does not seem to be the case with the police where some key informants 

reported relatively frequent trainings. 

 

“Our traffic personnel are trained. They undergo training and we do training even at the 

district level and at the regional level. Periodically like every two months we meet and we 

take them through the procedures and our headquarters also carries out training 

periodically.” (IDI participant from a police station in the West region) 

 

3. Staff competence (due to limited training) and capacity (limited personnel /workload) 

issues. Existing staff might be competent but limited in their ability to work efficiently due 

to the volume of work assigned to them. Conversely, there may be adequate staff at the 

health facility or police station but who are not competent enough to perform their assigned 

duties efficiently. Both scenarios were reported by the key informants interviewed. 
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“It is just to train people and leave them to do that work only. So that they are not 

interrupted by other commitments, because I see my records officer once he is doing the 

monthly returns, he really needs space. He needs total space.” (IDI participant from a 

police station in the North region)   

 

“Give us more man power. If there is no man power, reports will always go late because 

few people cannot capture all the information. Like here we have 17 units…” (IDI 

participant from a health facility in the North region) 

 

4. Stock out of existing tools and lack of standard (nationally harmonized) tools for capturing 

RTC/RTI data. Participants at some health facilities and police stations reported frequent 

stock out of standard tools, forcing them to adopt strategies to continue to collect and report 

data as described by one participant below. 

 

“... you can see currently the papers we are using for admission, are not the recommended 

admission forms. For any other patients that get admitted, we are using plain paper got 

from the middle of the exercise book and turn it into a medical document for clerking a 

patient....” (IDI participant from a health facility in the North region) 

 

There are no standard tools for capturing and reporting patient data at the mortuary level. 

As a result, mortuary data are captured through tools either adapted from health facility 

registers or created by the mortuary/hospital staff, with the exception being the police 

forms (Form 48) that are provided to mortuary/hospital staff when requesting for post-

mortem results. 

“Now you look at the books we are using now; they are modified versions of books that 

were made for hospital data so we don’t have any special book to keep our data.” (IDI 

participant from a mortuary in the Central region)  

 

SUMMARY OBSERVATIONS & CONCLUSIONS  

 

We conducted a national survey to assess the quality of currently available data on the 

epidemiology of road traffic injuries in Uganda. Our study found both the health sector and the 

Police have nation-wide data systems, although the systems are crippled with many challenges 

including limited staff capacity, constrained data storage, and widely varying degrees of data 

quality. While the Police remains the go-to agency for road traffic data at the national level, their 

data systems are plagued with serious process gaps that are likely to impact the credibility of the 

results. The health sector on the other hand has in place a data management system that combines 
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manual and digital components, and that manages to provide data at various levels in a timely 

manner. The biggest challenges for the health sector with regard to the collection and management 

of road traffic crashes are right where the data get captured. The almost total lack of clear 

definitions and standards for the capture of road traffic crash and injury information make it 

impossible to determine how many injuries are missed, or misclassified by the frontline health 

workers. Once the information is lost at this point, no level of efficiency will retrieve it, and for 

RTI this proves to be the weakest link in the health system data management.  

The lack of a unique identifier between health sector and Police, which would ensure that 

individuals appearing in both datasets are not multiply counted, and that the two datasets can then 

supplement each other, makes the holistic appreciation of the burden of road traffic crashes 

impossible. This is compounded by the fact that the pre-hospital space is for the most time a black 

hole – there are no systems to collect data on patients who do not make it to health facilities, and 

the information on those who do end up in mortuaries has no place in any regularly reported 

dataset. Most mortuaries surveyed were no more that storage spaces for the dead pending the 

retrieval of the bodies for burial. No data links were possible between mortuaries and health facility 

or Police data.   

RECOMMENDATIONS 

1. Guidelines and standards are needed within health facilities, to allow for the meaningful 

collection and management of road traffic injury data. 

2. Guidelines, standards, and appropriate tools are needed in mortuaries for the collection and 

management of data generally, and road traffic injury specifically. 

3. Urgent consultations should be undertaken to explore specific ways in which the Police 

can be assisted in improving their data management capabilities. In particular, digitization 

of the system should be considered. 

4. The two most important sectors in the management of RTI data, health and Police, should 

discuss the possibility of creating linkages in their data systems in order to provide the 

country with better estimates on the burden.  

5. The Uganda Police force should revise the crash data tool (form 57) that is currently being 

used so as to capture only key variables so as to improve the completeness of the data 

collected by reducing the burden and time taken to capture information at the crash scene. 
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 APPENDICES: 

Figure 6: Distribution of road traffic crashes in Kampala Metropolitan area. 

 

 

 

Definitions for crash and injury severity 

Injury severity Crash severity 
Fatal 

 

Person killed immediately or dies 

within 365 days as a result of a road 

traffic injury accident 

 

Fatal 

 

Any road traffic crash resulting in a 

person killed immediately or dying within 

30 days as a result of the crash 

Serious/severe 

 

Injury that requires admission to hospital 

 

Serious/severe 

 

Any road traffic crash resulting in at 

least one injury 

Slight/minor 

 

Injury that requires little or no 

medical attention (e.g. sprains, bruises, 

superficial cuts and scratches) 

 

Slight/minor 

 

Any road traffic crash which does 

not result in any injuries 

 

Traffic accident report (police form 57) 

Medical examination of an injured person (police form 3)  
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Motor vehicle inspection order (police book 31) 


