AN ASSESSMENT OF COMPLEMENTARY FEEDING PRACTICES AND THEIR
EFFECTS ON IMPROVING CHANCES OF CHILD SURVIVAL
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Anthropometry:

The technique that deals with the measurements of the size,
weight, and proportion of the human body.

children
Complementary
feeding:

Offspring between 6-24 months
The transition from exclusive breast feeding to family foods.

Confidence interval (ci)

Computed interval with a given probability (e.g 95%) that the
true value of variable (mean a proportion, rate) is contained with in
the interval.

Crude mortality rate or Mortality rate from all causes of death for a population formula.
(CMRIDR)

Number of death during a specified period x time period
Number of persons at risk of dying during that period

ENA

Its program which help in data management package ,it analyses

EPIINFO

height, weight, and age
It’s a 2005 program which realizes variables like water, feeding
practices etc

Family foods
Low birth weight
Malnutrition:

Foods that are part of family meals
Birth weight of less than 2500grams
The word “malnutrition” means ‘bad’ nutrition, which can either
under nutrition or over nutrition, In this study ‘malnutrition’ will mean be

Micro nutrients

Essential nutrients required by the body in small quantities like vitamin~
minerals

Morbidity
Mortality:

Condition Related to Disease and Illness
The number of deaths in a given area or period or from a particular
cause

Nutrients:
Nutrition:

Nourishing substances contained in food and drink that we consume
Is the process of providing or obtaining the food necessary for health
and growth.

Nutritional needs

The amount of nutrients needed by the body for normal
functioning growth and health
Exposure to one or more risk factors leading to an increased
chance of having poor nutritional status

Nutritional
Vulnerability:

Oedema:
Odd ratio
Pathogens
Severe acute malnutrition

Accumulation of fluid in the body leading to swelling, usually in the
feet and lower legs
Risks of malnutrition
Any organism that cause disease
SAM includes all children suffering from severe malnutrition; % of
children under 5 who have low weight for height measured by
3Z scores and with or without Oedema.
The process in which each unit is selected at random one at a time
from a list of all the sampling units in the population.
—

—

Simple random sampling
Stunting:
Wasting:

Children who are too short for their age (chronically under nourished)
Children who are too thin for their height (acute under nutrition>
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ACRONYMS
ARI

Acute Respiratory Infections

CHC

Child Health Card

CMR

Crude Mortality Rate

DPT

Diphtheria Pertusis T

ENA

Essential Nutrition Assessment (ENA)

EPI IN EQ

Epidemiological information

EGD

Focus Group Discussion

GAM

Global Acute Malnutrition

IBFAN

International Baby Food Action Network

lMCl

Integrated Management of Childhood Illness

I PT

littent Preventive Treatment

HMIS

Health Management Information System

IYCF

Infant and Young Child Feeding

ITN

Insecticide Treated Nets

M0H

Ministry of Health

NGO

Non Governmental Organization

SAM

Severe Acute Malnutrition

SMART

Standardized Monitoring and Assessment of Relief and Transition

SEC

Supplementary Feeding Centre

SEP

Supplementary Feeding Program

TEC
UNICEF
VAC
WfA
WEP
WHO

Therapeutic Feeding Centre
United Nations Children’s Fund
Vitamin A Capsule
Weight for Age
United Nations World Food Program
World Health Organization
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ABSTRACT
The study aimed at carrying out an assessment of complementary Feeding practices and their
effects on improving chances of child survival in Masindi district. It was guided by specific
objectives; to assess the effect of complementary feeding practices on infants, to establish the
factors affecting safe and appropriate complementary feeding practices, to evaluate the
impact of complementary feeding practices on nutrition status and mortality rates.
Sampling was done according to Standardized Monitoring and Assessment of Relief and
Transition (SMART) Nutrition survey Guidelines. Anthropometric measurements were taken
on children ranging (6-24 months). One set of structured questionnaires was administered.
Qualitative data was obtained through interviews with Focus group discussions and Key
informant.
The results obtained indicated that breast feeding was widely practiced with 60% and 51.8%
in Miirya and Nyangahya sub counties respectively. Timely complementary infant food was
practiced and mothers introduced appropriate foods between 6-10 months. It was found that
46% in both Miirya and Nyangahya feed children on milk tea and there was also wide spread
feeding of liquids and foods in this age group. Vaccination coverage in children of 6-24
months was determined by vaccination card record 49%in Miirya had cards and 51% in
Nyangahya. For DPT3 was 49% and 51% in measles vaccination it was 48% and 52% in
Miirya and Nyangahya respectively. The feeding of Infants and young children was not in line
with the Infant and Young Child Feeding Policy with less than 1 % of children receiving 5
meals a day and almost half of the children sharing a plate with adults.
This therefore revealed that there is need for a comprehensive social mobilization strategy
with an Information, Education and Communication campaign on maternal and infant and
young child feeding with specific focus on Complementary Feeding. Provision of health and
nutrition education by community health workers with more emphasis on breastfeeding and
complementary feeding practices, food preparation, hygiene, and sanitation targeting is also
very crucial. Strengthening of the Maternal and Child Health programs should be done to cub
down the prevalence of preventable diseases such as diarrhea and cough. Therefore with all
the above, reducing childhood malnutrition requires a multi-sectoral approach that included a
variety of interventions to address its major cause.
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CHAPTER ONE
~NTRODUCTlON
ti Background to the Study

Globally, over lOmillion children under-five die every year with a bigger percentage
of them from developing countries (VVHO 2000). MOFPED (2002) in Sub-Saharan
Africa, reported that the absolute number of deaths among children under five
continues to rise while worldwide, there is a worrying slow down in improvements;
the rate of decline in childhood mortality has increased considerably from 1.1 % to
2.5% in the last decade.
Growth in relation to nutrition and health, occupies the attention of several scholars
and policy makers around the world. Significant emphasis is put on undernourished
children who are at high risk of not only increased mortality and morbidity but also
poor cognitive development (Bartley, et al, 2005). In 2000, over l50million preschool
children were estimated to be underweight and stunted (Bartley, et al, 2005). There
are suggestions that indicate that by the year 2020; about one billion children will be
growing up abnormally as a result of early abuse to their growth and development
probably resulting from improper transition of breastfeeding to other types of food
given (Claesen & Waldman 2000).
Child Malnutrition remains a common problem in developing countries, Uganda
inclusive. Early growth retardation is associated with a broad range of adverse
functional consequences including delayed motor development and impaired
cognitive function and school performance, and malnourished children have a higher
risk of infection, ill health and death. Indeed, recent analyses indicate that as much
as one half of less than five child mortality is associated with malnutrition CDC &W F
P (2005). In many countries poor complementary feeding practices; primarily
nutritionally inadequate and frequently contaminated foods that are introduced too
early or too late
are a major contributing factor to infant and young child
malnutrition, growth failure and high morbidity and mortality therefore affecting child
survival, growth and development (WHO, 2002).
—

Adequate nutrition and health during the first few years of life is fundamental for the
child survival and prevention of malnutrition. It is during infancy and early childhood
1

that irreversible faltering of lineal growth and cognitive deficits associated with anemia
occur. Poor nutrition during these critical formative years has both immediate and long
term consequences. Immediate consequences include significant morbidity and
mortality and delayed physical and mental development while long term
consequences include impaired intellectual performance, work capacity and
reproductive capacity as well as increased risks of diseases. The causes of
malnutrition are both behavior and resource related. Poor breastfeeding and
complementary feeding, coupled with high rate of diarrhea and acute respiratory
infection, are the immediate direct causes and environmental sanitation health care
are immediate causes of malnutrition (Adair & Gurikey, 1997). A recent consultative
paper on child survival ranked nutrition interventions among the most effective
preventive actions for reducing under-five mortality (Assefa & Jabarkhil 2001).
Promotion of exclusive breastfeeding was estimated to have the potential to prevent
1,301,000 or 13% of all deaths. Improved complementary feeding ranked second and
was estimated to have the potential to prevent 587,000 or 6% of all deaths, Actions to
improve breastfeeding and complementary feeding constitute the two most effective
interventions to prevent child mortality; while water, sanitation and hygiene are also
estimated to have potential to prevent about 3% of all preventable deaths (Karamagi,
2006).
In Uganda, under nutrition is an issue of public health concern as poor nutrition affects
a large part of the population, despite having favorable agro-ecological conditions.
Uganda faces problems of famine and hunger all levels, thus resulting in diverse
health and welfare consequences in the vulnerable population groups. The Uganda
Demographic and Health survey (UDHS, 2006) revealed that about 60% of all deaths
that occurred before the age of 5 years were related to malnutrition. In addition, health
facility based reports from a significant number of districts indicated that malnutrition
ranked among the top ten causes of morbidity and mortality in these vulnerable groups
of the population (Assefa F. M. Z. & Jabarkhil Etal (2001)
The survey further indicates that up to 38% of children under five years of age were
stunted, 6% wasted and 16% under weight. The northern (17.3 %) and western (17.6
%) parts of the Country had the highest levels of stunting compared to those in the
central (15.2 %) and eastern (12.5 %) parts.

2

Inadequate feeding practices for example breastfeeding and complementary feeding
are among the main root causes of high malnutrition rates in Uganda. According to
the UDHS 2006; although 60.1% of infants were exclusively breastfed, only 42.2% of
infants initiated breastfeeding within 1 hour after delivery. The report further indicates
that 40% of caregivers gave their children water in addition to breast milk and solid
foods before six months of age. While this interferes with the benefits of breastfeeding,
it also increases exposure to diarrhea diseases and the risk of mother to child
transmission of HIV. Complementary feeding often begins either too early or too late,
and foods are often nutritionally inadequate and unsafe.
The UDHS report further indicated that 89% of the children received breast milk or
other milk in the last 24 hours prior to the survey, 56% had a minimally diverse diet
based on the minimum number of food groups and 36% had been fed the minimum
number of times appropriate for their age. This clearly indicates that less than 24% of
infants and young children met the minimum standards on Infant Young Child
Feeding.

I ~2 Study Area

Masindi District is located in the Mid Western part of Uganda, 217 Km North West of
Kampala; the capital city of Uganda. It is bordering Gulu in the North, Apac in the
North East and Nakasongola in the South-East, Kiboga in the South, Hoima in the
South West and Buliisa District in the West

3
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Figure 1: Map of Masindi District showing the area of study

The district is divided into 3 Counties that form 3 Health Sub Districts (HSDs) namely
Bujenje, Kibanda and Buruli. It has 12 administrative sub counties and 38 parishes
with 56 ethnic groups. The commonest languages spoken are Runyakitara, Swahili,
Luo and English.
Health Sector in Masindi
The health sector comprises government agencies, NGOS private and community
providers, and various partners, exists to promote better health out comes through
the monitoring and health out comes through the monitoring and provision of
services but also supervision of the private sector which provides every significant
proportion of health care in Masindi public services are also provided .There is a
general hospital at the district and village health teams are being introduced to work
at the community level. There a number of development partners in the district but
are mainly focussing on HIV prevention, control and treatment, leaving out the most
critical component of maternal, child health and nutrition. The District has been
allocating funding for the component through the Minimum Health Care Package but
the funding is inadequate to cause an impact on the target group especially in the
areas of child survival growth and development.
Masindi like other parts of Uganda has almost all women breastfeeding. Information
related to this area is generalized with reports from the western region. The reports
from the UDHS 2006 among all children aged 6 23 months indicate that the
—

western region had 89.9% of the infants were being given either breast milk or milk
products and 26.6% observed the three infant feeding practices of early initiation,
exclusive breastfeeding and timely introduction of complementary foods were
inadequately practiced. However there is limited information about the district as an
independent entity with challenges that may vary from that of the other parts of
western Uganda.
Basing on the argument that appropriate complementary feeding practices could be
crucial for child survival, growth and development, the Ministry of Health in
collaboration with its line ministries and development partners have put in place
policies and programs that would improve the complementary feeding practices
specifically and child survival in general. The present status of National policies and
programmes demonstrate impressive achievements as well as daunting challenges.
It was therefore worthwhile to examine the impact on the role of complementary
feeding in improving child survival.
Causes of Nil Health
Reproductive health services have been the major causes of ill heath. The rate of
antenatal clinic attendances has not been good although it is continuously improving
(Claesen et al, 2000).
Poverty and inequality: increasing poverty in crop farming house hold and house
hold with small non-agricultural enterprises driven by falls in producer’s price. The
increase in poverty is a disturbing fact which even increases the level of inequality
hence affecting the level on nutrition.
Interventions of ill Health
There are numerous possible approaches to improving the health of poor
populations. The most essential task is ensuring the satisfaction of basic human
needs: shelter, clean air, safe drinking water, and adequate nutrition. Other
approaches include reducing barriers to the adoption of healthier modes of living and
improving access to appropriate and effective health and social services. Physicians
as clinicians, educators, research scientists, and advocates for policy change have
contributed to all of these approaches. Physicians and other health professionals
have understood poverty and its effects on health and have endeavored to influence
5

policymakers locally and nationally to reduce the burden of ill health that is a
consequence of poverty.
Many of the improvements in life expectancy and infant mortality rates that had
occurred in the district are overshadowed by the countervailing influence of
increasing disparities between rich and poor.
Improving the income of the poorest persons by involving in commercial activities
have improved health in Masindi District. National data have been used to show this.
The distribution of income within households also influences health. It has been
suggested, for example, that it takes 10 times more spending to achieve a given
improvement in child nutrition Masindi when income is earned by the father than
when it is earned by the mother because the mother is more likely to spend the
money on essentials for the family.
There are programs that target high-risk groups; outreach programs that include
home visits; and programs that overcome barriers to the use of services by providing
transportation or convenient access and by using prompts and reminders. Largescale multidisciplinary interventions involving a range of agencies like Action Aid and
programs may be cost-effective, The Special Supplemental Food Program for
Women, Infants and Children (WIC) was initiated and provides healthy food,
education about nutrition, and health services to low-income women and their
children. Data analysis suggests substantial reductions in the number of babies with
low and very low birth weights as a result Action Aid in collaboration with health
sector Masindi provides preschool children and their families with education, health
care, and social services. Short- and long-term benefits have been shown.
There is improved access to water supply which has potential benefits. Waterborne
diseases are important part of the disease burden in Masindi, through more study is
needed of the magnitude of the effects of improved water on these diseases. the
quality of safe water when finally consumed is frequently diminished as a result of
poor domestic hygiene practices in maintaining safe water chain .the time burden off
water collection falls mainly on women and girls in Masindi and can be very
significant.

6

1.3 Problem Statement
Rates of malnutrition among children usually peak between 6-24 months, the time of
complementary feeding. During this period other foods or liquids should be provided
along with breast milk. The second half of the first years is a vulnerable time
because infants are learning to eat and must be fed soft foods frequently and
patiently. Safe and adequate complementary feeding is well recognized as a critical
factor in preventing child malnutrition. Unfortunately there has been very few well
designed intervention trial to evaluate the efficiency and effectiveness of various
strategies for improving complementary feeding to improve child survival.
At the community level, the Local Government has put in place an institutional and
financial component to cater for child health development, for instance Local
Government Development Program (LGDP) emphasized the allocation of resources
to child health nutrition development initiatives. A number of initiatives have been
implemented in the area of Infant and Young Child Feeding to include
Complementary Feeding at the community level, however there has been a
continuously prevailing decline in Child Health and increasing child mortality
especially among the rural communities, an example of which is in Masindi district.
The increasingly alarming rates of declining Child survival called for the investigation
on the assessment of Complementary feeding practices in relation to Child Health
improvement in Masindi district. The district according to the National Health Sector
report of 2006 had its performance below average hence prompting the researcher
to assess whether this had some impact of the child health nutrition programmes in
the district.
1.4 Objectives
1.4.1 General objective

An assessment of complementary feeding practices and their effects on
improving chances of child survival in Masindi district, Uganda
I .4.2 Specific Objectives
1. To assess the effect of complementary feeding practices on infants in Masindi
District

7

2 To establish the factors affecting safe and appropriate complementary feeding
practices in Masindi District
3, To evaluate the impact of complementary feeding practices on nutrition status and
mortality rates in the district.
I ~5 Research Questions

1.

How do complementary feeding practices affect Child Survival in terms of
growth and health?

2. What are the factors affecting complementary and feeding practices?
3. What is the impact of complementary feeding practices at house hold level?

8
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Figure 2: The conceptual frame work showing the causes of malnutrition
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CHAPTER TWO
LITERATURE REVIEW
2.0 OvervieW of the chapter

This review brings out critical issues that are related to the study. The study makes
use of textbooks, journals, newspapers and the internet. The review contains
observations and conclusions reached by various scholars, writers and researchers.
The chapter looks at documents that were put across by previous studies and reflect
matters of concern. This chapter is handled thematically according to the objectives
of the study.
2.1 OvervieW of ComplementarY Feeding

Assessments and review of the nutrition situation in Uganda provides insight into
developing approaches aimed at improving the nutritional status of children,
Alderman, et al (2001). Identified what is needed to operationaliZe a core set of
proven cost effective nutrition interventions in the area of maternal and child health
services. The interventions included improving child nutrition through improved
feeding practice5~ (complemefltaI~Y feeding) and addressing micronUtrieflt
deficiencies, improving a national micrOnUtrient strategy through supplementation,
food fortification and food-based approaches.
Child survival has been greatly recognized globally to the extent that it has been
institutionalized and given global thematic focus as evidenced by the Millennium
Development Goals, where reduction with specific targets and indicators of child
mortality rates and health improvement have been shown (MOFPED, 2002).
The Ministry of Gender, Labor and Community Development in collaboration with the
Ministry of Health, are spearheading interventions to improve child Survival. The
reason behind this is the high child mortality rate mainly caused by curable and
communicable diseases affect child survival in general.

Complementary feeding means giving other food in addition to breast milk, these
other foods are called complementary foods. During the period of complementary
.~‘

‘~?
I..

~

feeding, a baby gradually becomes accustomed to eating family foods at the end of
this period (usually at around the age of2years), breast milk is entirely replaced by
family foods; although a child may still some times suckle for comfort. As a baby
grows and becomes more active, an age is reached when breast milk alone is not
sufficient to meet the Childs nutritional needs. So complementary foods are then
needed to fill the gap between the total nutritional needs of the child and the
amounts provided by breast milk.. Poor infant feeding practice mediates significant
impact on child growth and development and the persistence of relatively high levels
of wasting and stunting (WHO, 2000, 2004)
2~2 The Effect of Complementary Feeding Practices on Infants
To minimize devastating outcomes in child health, nutrition emphasis is made on
correct identification and service provision to all people especially the poor and most
vulnerable in society. Recent studies have shown that counseling on feeding in
health facilities is effective, not only to improve breastfeeding practices but also
improve complementary feeding. In Brazil, for example where complementary foods
are introduced early, counseling in health facilities was associated with the
prevention of growth faltering among children older than six months, Improvements
in maternal knowledge about complementary feeding, the timely introduction of
complementary foods, the quality of appropriate foods and feeding practices resulted
in significant increases in energy and nutrient intake and growth (Food and
nutritional bulletin, 2003).
Dewey & Brown (2003), further explained that healthy growing children in addition to
breast milk need a balanced diet that includes fruits, vegetables, whole grains, lean
meat and \or legumes and low fat dairy products to achieve a dietary pattern that
maintains appropriate blood cholesterol levels while at the same time provides
optimal energy. Each child should receive sufficient servings of fruits and vegetables
to ensure that good sources of Vitamin C are provided every day as well as Vitamin
A. These should be served at least 3 times a week. Whole grain products should
also be included to ensure adequate daily intake of dietary fiber. This is because
infection and poor feeding produce ever-worsening under-nutrition and illness. A
child who is ill usually does not want to eat. If the illness is severe or lasts for a long
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time, the child may become malnourished. If the child is already malnourished,
illness makes the malnutrition worse. This can be shown in figure 2 below.
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Figure 3: Infection and poor feeding
Source: World health organization (2005)
Hutchinson, (1999), in his book goes ahead to clarify on the menus that should be
provided to children based on their activities. He emphasizes nutritionally adequate
foods for instance; every child should receive adequate amounts and combinations
of foods that provide nutrients in proportion to the amount of their day spent at a
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child-care facility. A child in a part day program (4 to 7 hours) for example, should
receive food that provides at least one third of the daily nutritional needs, whereas
those in a full day program (8hours or more) should receive foods that meet at least
one half to two thirds of the child daily nutritional needs,
To assess the upsetting outcomes of child health nutrition, the World Health
Organization (WHO) recommends the use of linear growth retardation (stunting). In
the biomedical arena, stunting is attributed to a wide range of prenatal and postnatal
factors. These include low birth weight (Meister & Guernsey (2005), & Adair and
Guilkey, 1997) and insufficient feeding and recurrent infections.
In this regard, Governments have emphasized efficacious nutrition related
interventions to improve child survival and development. However, most of these
interventions have traditionally addressed proximal determinants; with limited effort
on distal determinants since many of them lie outside the health sectors. Recently,
Victoria (2003) made calls for interventions to address the more distal determinants
due to inadequacy of data in this area.
In Uganda however, despite the substantial improvements in the community
infrastructure and incomes as well as other welfare indicators, child health indicators
have not been improving overtime. In Masindi for example, the 2001 population
census indicated that many children were malnourished. This motivated the
researcher to assess whether the time of transition from exclusive breasifeeding to
complimentary feeding was related to the presence of malnourished children in the
district.

2.3 Factors Affecting Safe and Appropriate Complementary Feeding Practices
2.3.1 Infant Feeding and Morbidity

The efficiency of public health measures for prevention of diseases is measured by
the prevalence of morbidity as well as mortality rates of a population. In Uganda,
data available for driving these indices is mainly facility based occasionally backed
with a few population based studies. District monthly reports to MOH Planning
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Department, through the Health Management Information System (HMIS), have
been used to compile these figures (Uganda Health Bulletin, 2003).
There are a number of different analytical frameworks through which the effects of
various determinants of child health can be scrutinized ranging from problems in the
environment to the feeding practices, Mackinnon J, (1995). In their study presented
intermediate biomedical factors that represent underlying mechanisms that influence
the disease process. In their demographic research, a distinction was made between
variables considered to be exogenous (such as cultural, social, economic,
community, and regional factors) and endogenous or biomedical factors (such as
breast feeding patterns, hygiene, sanitary measures, and nutrition).
The effects of the exogenous variables are considered to be indirect because they
operate through the endogenous biomedical factors. Likewise, the biomedical factors
are called intermediate variables because they constitute the middle step between
the exogenous variables and child health (Evans et al, 1994).
Social scientists also widely accept that health improvement is an important
component of people’s well being. In that regard, a number of studies have focused
on the determinants of child health showing that even though biological and
genetical factors determine most of the variation, social and economic factors play a
significant role in explaining some differences in child health. For example there is
limited support, the hash economic condition which care givers face, limited ability to
assess complementary foods. Because of that, there is a greatest tendency among
care givers not to give care and support to their children, living them vulnerable to
malnutrition, stunted and wasted; Kimberly 2003)
Barber & Gertler (2002), identified that in Indonesia, children who live in communities
with high quality care are healthier compared to children who live in areas with poor
quality care. Peabody, at. a!, (1998) also showed that Jamaican Women with access
to high quality prenatal care have higher birth weights than women with access to
poor quality care.
Evidence according Victoria (2003), to further suggests that increasing the provision
of basic health services (birth services, availability of drugs, and immunization
vaccines) considerably improves child health. Conversely, establishing causal
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relationship between access and! or quality care and child health is extremely
difficult. Research on the dietary management of the sick child has found that while
African mothers may hold specific beliefs about foods to avoid during specific illness
(John & Alderman, 1997). They do not generally stop all solid feeding or refrain from
providing most liquids and breast milk during childhood illness Bentley et all 2005 in
most cases it is usually the children who regulates his or her intake.

Although reductions in malnutrition have contributed substantially to reductions in
child mortality, the rate of reduction in mortality has exceeded that of malnutrition, in
part this is because while the wide spread use of oral rehydration therapy and
,

antibiotics has led to declines in disease severity and mortality from diarrhea and
acute respiratory infections, the prevalence of these infections has not been
significantly reduced. As a result, their negative effect on nutrition continuous.
Diarrhea and acute respiratory infections are highly prevalent early in life. Morbidity
causes stunting because of its effects in suppressing appetite, increasing energy
needs, and, in the case of diarrhea, loss of nutrients through the stool. And
environmental contaminations remarkably play an important role in this. This is most
likely related to the hygiene practice in and around food storage, preparation,, and
serving, and to the environment that crawling infants and active young children are
exposed to, (WHO, 1998)
Finally in a recent study, Under-nutrition and over nutrition were being viewed as
major public health problems that are responsible for large burden to diseases
especially in developing countries where food insecurity, hunger and poor nutrition
still affect over 800 million people CDC & WFP (2005).

2.4 Impacts of Complementary Feeding Practices on Nutrition Status and
Mortality Rates
2.4.1 Trends of Malnutrition
The conceptual framework of malnutrition figure 3 indicates that the causes of
malnutrition are multi-sectoral with several linkages that have to be taken into
consideration if a significant and sustainable impact is to be made. The biologically
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vulnerable groups are the under-five, school age children and women of reproductive
age.
Malnutrition among the under five children has remained a major public health
problem in Uganda, without significant improvements over the years and is one of
the leading causes of morbidity and mortality among the under five children (Ministry
of Health, 2005). According to the analysis done by Pelletier (19931 and adopted by
WHO (1998), over half of all under-five deaths in countries with high death rates are
associated with malnutrition, As stated, UBOS and Macro International Inc. (2007)
estimated that 39% of all deaths that occur before the age of five years in Uganda
are associated with under nutrition from protein-energy malnutrition.
This could be attributed to numerous factors like: Health which includes
immunization, infectious diseases, HIV/AIDS, reproductive health; Nutrition which
includes breastfeeding, feeding behaviors, micronutrients deficiencies; Agriculture
which covers food insecurity, post harvest loses; Education covering literacy, school
enrolment, school health program; And ~
(e.g. political structure, community involvement) and poverty/gender (%age below
the poverty line, access to credit, women’s role, access to food, utilization of
contraceptive). The use of stunting indicator avoids the measurement pitfalls like
improper case definitions, time and/or expenditure to compare health inequalities
(Pradhan, et. a!., 2003 and Frank et. a!. 1995) Stunting varies systematically with
socio-economic status with the poorest being the most affected. This relationship is
observed in a number of studies in the African region (Zere & Melnyre, 2003).
As for the national status in the Country, most of the vulnerable groups in many parts
of Uganda are reported to be under serious threat of malnutrition and related health
problems. It is reported in the Uganda Demographic and Health Survey 1988/1989
that the level of stunting among Ugandans children was second only to Burundi, in
Ugandan children being stunted and 25% are wasted.
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CHAPTER THREE
RESEARCH METHODS
3~O Overview of the chapter

This chapter describes the methods that were used to collect data and its analysis. It
basically focuses on the research design, the study population, the area of study,
target respondents, data collection procedures, research instruments used, type of
data collected, data processing/analysis procedures and difficulties encountered in
carrying out the study.
31 Research Design

The research used descriptive survey design which involved both qualitative and
quantitative research methods. Qualitative research was involved in observation of
child’s current health and social status, interviews with some beneficiaries and key
informants and review of district reports.
Quantitatively, information was obtained from anthropometric measurements,
interviews of the child feeding practices, interviews of the child health status using
the quantitative questionnaire
3~2 Target population

Children with the ages of 6 to 24 months were included in the Assessment to
determine their feeding practices in improving their survival. In situations where the
data of the children’s ages was not available due to absence of child health cards,
age was estimated through discussions with the household head.
3~3 Survey Design

Sampling was done according to SMART Nutrition survey Guidelines. Two stage
cluster sampling method was adopted. There were 10 clusters (villages) selected in
the district. Relatively accurate and reliable population estimates were up to parish
level, which were used as geographical units in Essential Nutrition Assessment
(ENA) software. The number of clusters (villages) that were visited in each parish
was obtained.
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3~4 Sample size
The population of Miirya Sub County is 140,000 people, while for Nyanganya Sub

county 120,000 people thus making the total population of the two sub counties to be
260,000 people.
The sample size was computed basing on Slovenes’ formula (1978), for children of 6
24 months to be identified. The estimated sample size was 399 for children of 6
24 months. The method of selecting the sample was purposive sampling, which was
—

-

applied to the key informants consisting of senior health worker and his assistant,
two local council chair persons and senior nutritionist. Stratified sampling was used
for the households within the two sub counties.
n=N
1+Ne2
Where: n

=

Sample size

N

=

Study population

e

=

Level of significance and is 0,05
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3~5 Sampling Methods
Parishes and households in the district were randomly selected using the available
population figures. Parishes were grouped in Sub Counties that were arranged in
alphabetical order and their corresponding cumulative population of less than two
years determined. The number of clusters visited in each parish was computed by
the ENA software. Parishes with selected clusters were included in this assessment.
The lists of villages in the parishes were randomly selected until the target number in
the selected parish was attained.
3~6 Data Collection Methods
Data was collected from the head of household or the mother or care giver of the
children in the household was interviewed and asked questions related to the
household child feeding practices as well as child health (See questionnaires 1 and
2). Also, anthropometric data was taken for all children 6 24 months of age that
live in a household.
—

Secondary Data collection: Desktop research was conducted to collate information
on the Complementary Feeding practices. Secondary information was also gathered
through desktop and field research by visiting internet sites, Government libraries,
NGOS etc.
Primary Data Collection: Field research was undertaken using a questionnaire

designed based on the key family care practices to include complementary feeding
practices. The questionnaire was designed such that it would have both structured
and unstructured questions and would solicit information which would provide
information for the purpose of the study. This instrument was chosen because it was
quite flexible, adaptable and could be used in both rural and urban settings.
Stake holder’s participatory research methodology was used to identify the key
players and analyze whether the stake holders expectations on improving
complementary feeding practices in the communities were met. This involved
stakeholder analysis on the district roles, responsibilities, interest and the likely
impacts of the complementary feeding on nutrition specifically and child survival in
general.
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3~4 Sample size

The population of Miirya Sub County is 140,000 people, while for Nyanganya Sub
county 120,000 people thus making the total population of the two sub counties to be
260,000 people.
The sample size was computed basing on Slovenes’ formula (1978), for children of 6
24 months to be identified. The estimated sample size was 399 for children of 6

—

-

24 months. The method of selecting the sample was purposive sampling, which was
applied to the key informants consisting of senior health worker and his assistant,
two local council chair persons and senior nutritionist. Stratified sampling was used

for the households within the two sub counties.
n=N
1+Ne2
Where: n

=

Sample size

N

=

Study population

e

=

Level of significance and is 0.05
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Anthropometric and child feeding questionnaires were administered to house-holds
with eligible children. The questionnaires on access to water and sanitary facility
coverage as well as mortality were administered to house-holds with or without
children. Respondents were clearly informed that the survey was purely for gathering
information on complementary feeding and were requested to give accurate
answers.
3.6.1 Data Capture Tools

•

One set of structured questionnaires i.e. Child Health and anthropometric,
household health and mortality were administered in each selected household.

• Qualitative data was obtained through conducting Focus group discussions in
villages and Key informant interviews with at least 5 district leaders.
• Anthropometric (weight, Age) data was obtained by measuring using the UNICEF
solar scale.
3.7 Indicators, Guidelines and Formulas used
Acute Malnutrition using the Weight for Height Index
Underweight (indicating recent or prolonged food shortages and/or acute illness) was
estimated using weight for Age (WFA) index values combined with the presence of
oedema. The WFA indices were compared with NCHS and WHO, 2005 reference
population. WFA indices were expressed both in Z-scores and in percentage of
median. Children were categorised according to their nutritional status i.e.
Malnourished using the index of underweight (moderately or severely). The
underweight children were classified using the guidelines in Appendix 4.
ortality
The mortality rate (MR) was determined for the whole population (C R) and children
under 5 years (U-5MR) old using April 1st as the beginning of the recall period.
Mortality data was entered into the ENA soft ware and the mortality rates were
generated. The recall period of 90 was used for the district. The
severity/rigorousness of mortality in the districts was determined using the bench
marks in Table 2 for both Crude mortality rate (CMR) and under five mortality rate
(U-5MR).
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Tab~e 1: Cut off va~ues for Crude Mortality Rate (CRM) and Under Five Mortality
Rate (U-5MR)
Situation in the area

CMR

U~5MR

Alert Level (relief Program under control)

1110,000/day

2/10,000/day

Critical Emergency Level (Emergency out of control)

2/10,000/day

4/1 0,000/day

Famine or major Catastrophe

5/10,000/day

10/1 0,000/day

Morbidity
This was estimated from the number of reported cases of the illnesses over the past
two weeks prior to the survey and was computed as follows:
Prevalence of disease

=

Number of children who reported illness
Total number of children (6-24 months).

x 100

3~8 Limitations
One of the variables that posed a challenge to obtain was age. This is because a few
children possessed Child Health Cards. Women could not easily remember the ages
for their children. To an extent that calendar of events was used in estimating age
though would not always give accurate ages since some of the women failed to
remember any events. This would have included children outside the sample.
Data on mortality was under reported because of attitude of people avoiding to talk
about death, especially the youths was captured therefore.
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CHAPTER FOUR
DATA PRESENTATION, INTERPRETATION AND ANALYSIS

4~O Introduction
The data was collected from a total of 246 children of the ages 6 to 24months in
Masindi district. The targeted number of children of 369 was not met because some
of the questionnaires were not returned by the respondents.

4~1 Data Analysis and Presentation

The data collected was analyzed qualitatively and quantitatively. The qualitative data
was processed through content analysis, in order to identify common problems and
their magnitudes, child nutrition improvement and the way forward (Quantitative data
was analyzed using the EPIINFO 2005 and ENA software)
The data was edited before leaving the respondents; here the researcher tried to
check for uniformity, accuracy and constancy. The various data, which was obtained,
were analyzed by coding; this was done basing on the answers that were given to
the researcher by the respondents.

The prevalence of different illnesses was computed using the equation below;
Prevalence of Diarrhoea

=

Number of children who reported diarrhoea x 100
Number of children surveyed

Infant feeding practices: The length of exclusive breast feeding, introduction of
solid and liquid foods before six months, timely complementary feeding practices,
duration of breast feeding and care during feeding of children were obtained using
questionnaire in Appendix 3.
ImmunizationlSupplementation; Vitamin A supplementation (in last 6 months) and

Measles vaccination coverage (children >9 months), De~worming in the last six
months for children (> 11 months) was ascertained from mothers’ recall and Child
health cards.
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Water and sanitation; household source of water, ease of accessing the water and
daily water usage were obtained. Availability of latrines in households and extent of
sharing (people/stance) were established through focus group discussions (see
guide in Appendix 2) with village leaders and Household questionnaire in Appendix
2.
Status of health care services: Access to health centres, health care workers,
antenatal or postnatal care were investigated using the questionnaire (Appendix 3),
Focus group guide (Appendix 2) and Key Informant Interviews (Appendix 2).
Frequency of health campaigns was also determined. Availability of drugs or
appropriate medical supplies was ascertained through primarily focus group
discussions. Number, availability and quality/type of health care staff within
communities were obtained by using the FGD and Key informants.

The prevalence of different illnesses was computed using the equation below.
E.g. Prevalence of Diarrhoea

Number of children who reported diarrhoea x 100
Number of children surveyed
Infant feeding practices: The length of exclusive breast feeding, introduction of
=

solid and liquid foods before six months, timely complementary feeding practices,
duration of breast feeding and care during feeding of children were obtained using
questionnaire in Appendix 3.
ImmunizationlSupplementation; Vitamin A supplementation (in last 6 months) and
Measles vaccination coverage (children >9 months), De~worming in the last six
months for children (> 11 months) was ascertained from mothers’ recall and Child
health cards.
Water and sanitation; household source of water, ease of accessing the water and
daily water usage were obtained. Availability of latrines in households and extent of
sharing (people/stance) were established through focus group discussions (see
guide in Appendix 2) with village leaders and Household questionnaire in Appendix
2.
Status of health care services: Access to health centres, health care workers,
antenatal or postnatal care were investigated using the questionnaire (Appendix 3),
Focus group guide (Appendix 2) and Key Informant Interviews (Appendix 2).
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Frequency of health campaigns was also determined, Availability of drugs or
appropriate medical supplies was ascertained through primarily focus group
discussions. Number, availability and quality/type of health care staff within
communities were obtained by using the FGD and Key informants.
4~2 Demography
4~2.1 Age and Sex Distr~but~on

The results from the study indicated that there were more males 54% than their
female counterparts 46%. Possible reasons for imbalances maybe related to
misreporting or recall of age by mothers as dates of birth are not often known
particularly in absence of child health cards. A local calendar of events and
corresponding age chart were used to estimate the ages. The number of child
assessed was higher in the age groups 18—24 with 55% and 11 17 months with
24.7%. The age group 6 to 9 months had the least number of children assessed with
—

19.5%.
4,3

Feeding Practkes

4~3~1 Comp~ementary Foods

The complementary foods given to children in Masindi District included cereal meal,
legumes, fatty foods, milk and milk products, meat and meat products, vegetables
and fruit and tubers. Among the mothers interviewed in Miirya, 19% fed their children
on cereal meal as complementary food, 18% gave milk and milk products, 16% gave
legumes, while 15 % gave fruits and vegetables as shown in Figure 4.
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•Mllrya
I Nyangahya

•Mlirya

Figure 4: Types of complementary foods given to children aged 6-24 months In
Miirya and Nyangahya sub counties in Masindi District
In Nyangahya, 19% fed their children on cereal meal as complementary food, 18%
gave Milk and milk products, 16% gave fruit and vegetables, while 14% fed their
children legumes. The study revealed that mothers in Masindi introduced
complementary foods between the ages of 5
6months. The most common
—

complementary food introduced to children in Masindi is, cereal meal, followed by milk
and milk products, meat and meat products, and legumes. The presence of these
diverse nutritious foods may explain why most of the children were healthy.
4.3.3 Number of Meals given in a day
Research result indicates that, 54.4% of the mothers in Miirya gave their children 3
meals, while 45% gave four meals and 0.6% gave 5 meals; 48.7% of the mothers in
Nyangahya gave 3 meals, 50.6 % gave 4 meals and 0.6% gave five meals as shown
in Figure 5. It was evident that the majority of the children were fed on less than 5
meals in a day since less than 1% received 5 meals a day.
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Figure 5: Number of meals given to children aged 3-5 months per day in Miirya
and Nyangahya sub counties in Masindi Districts.

Information from the Ministry of Health guidelines on management of malnutrition
emphasizes that children should be given at least six meals per day, however this
practice is not being done in Masindi and may be responsible for the cases of
malnutrition.
4.3.4 Techniques that Were Used for Serving Food
The research findings revealed that almost half (44.2%) of the children in Nyangahya
shared food with adults while 35.6% in Miirya shared food with adults. 35.6% in
Nyangahya were assisted by adults while 28.1%in Miirya were assisted by their care
givers. Only 22.5% in Miirya and 20.1% in Nyangahya ate on their own plates as in
Figure 6.
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Figure 6: Ways of serving food to children aged 6-24 months is served food in
Miirya and Nyangahya sub counties in Masindi District
4.4

Factors Affecting Complementary Feeding Practices

4.4.1 Infant and Young Child feeding practices
(ii).

Exclusive breastfeeding

The majority of mothers in Miirya and Nyangahya 60% and 51.6% respectively
introduced solid foods at the age of five months as shown in Figure 7, an indication
that they carried out exclusive breastfeeding for only five months. Those who
provided other feeds at the recommended age of 6 months were 35.6% for Miirya
and 46.5%for Nyangahya.
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Figure 7: Frequency of introduction of solidslliquids to children aged 624months in Miirya and Nyangahya sub counties in Masindi District
(iii).

Types of Supplementary Foods Given To Children

The majority of the mothers who were interviewed practiced supplementary feeding.
The supplementary foods given to infants included water, milk tea, traditional
medicine, juice, cereals, and tea. Of the mothers who were interviewed in Miirya Sub
County, 46% had given their children milk tea, 30% had given water, while 20% had
given cereals (Figure 8).
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Figure 8: Supplementary foods Introduced to children aged 6-24months in
Miirya and Nyangahya sub counties in Masindi District.
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No mother in Miirya had given her child traditional medicine. In Nyangahya,.46.0% of
mothers interviewed gave their children milk tea; 36.0% had given children water,
while 7.1% had given cereals. Only 1.9% of the mothers interviewed gave their
children traditional medicine. The main food supplements given to infants in Masindi
were, therefore, milk tea, water, and cereals. The disadvantage with supplements as
seen in the discussion of various scholars is that, they are given at a time when the
lining of the child’s stomach is not developed to digest these solids and liquids. This
probably explains the presence of diarrhea among infants in the study which would
in extreme cases limit the chances of the child surviving to its next birthday.
4.4.2 Prevalence of Diseasesllilnesses
A number of diseases were reported in Masindi. These included malaria, diarrhea,
measles, and respiratory tract infections. The study revealed that malaria was the
most common disease among children in Miirya with 83.6% and 77.8% in
Nyangahya, followed by diarrhea 10.9 % in Miirya and 22.2 % in Nyangahya as
shown in Figure 9.
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Figure 9: Prevalence of Diseases among children aged 6-24 months in Miirya
and Nyangahya sub counties in Masindi District
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4.4.3 Health related Interventions
(i)

Mosquito Net Coverage

From the research finding it was discovered that more than half of the children
68.1% in Miirya and 51.3% in Nyangahya did not sleep under insecticide treated
mosquito nets. However the number of children who had nets was bigger in
Nyangahya Sub County (48.7%) than in Miirya (31.9%) as shown in figure 10.
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Figure 10: Mosquito net coverage among the sampled children in Miirya and
Nyangahya sub counties in Masindi District
(II) Health Care Seeking Behaviors
Figure 11 shows that in Masindi district, the major source of medical treatment is the
private clinics (83.3%) and hospitals (16.7%). The findings further revealed that only
the sub county of Miirya (2.9%) was utilizing the services of the health centres.
Information from the focus group discussion revealed that most people however
could not afford the cost of obtaining services in the private clinics and often went
mainly during extreme cases.
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Figure 11: Health seeking behaviors of care givers among patients in Miirya
and Nyangahya sub counties in Masindi District
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Figure 12: Accessibility to Health Services Miirya and Nyangahya sub counties
in Masindi District
Information obtained from the FGDs revealed that Health centres were located at the
main centers of the sub counties and the private clinics were found at the different
centers of the village. Therefore people who lived near the centers traveled a short
distance while those who stay far away and did not have money to access private
clinics traveled for longer distance. This explains the reason as to why more
respondents from Nyangahya accessed health services than Miirya. This may be

related to the fact that for them they are nearer the main hospital with more qualified
personnel who can offer therapy to different complications as revealed from figure
12.
The FGD participants revealed that there were health workers at the various health
centres with doctors who worked on people with complications. The health centers
were stocked with drugs for common sicknesses but the extreme cases were often
referred to private clinics or the main hospital at Masindi town. However the issue of
referral had far reaching effects as people did not have the money to cover travel
and medication expenses. This leads to loss of lives especially when time is taken to
mobilize funds for medical problems that required urgent attention.
(IV)

Vaccination and Vitamin A Supplementation Coverage

The Vaccination and Vitamin A supplementation could be attributed to the
implementation of the child day’s strategy and vigorous implementation of the
immunization schedule at the health facilities though there had not been any recent
national immunization campaigns in the villages since the previous year in
September. In Nyangahya, coverage was 51%.
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Figure 13: Vitamin A supplementation among children aged 6-24 months in
affected sub counties in Masindi District.
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Figure 14: Coverage of De-worming among children aged between 6-24
months in affected sub counties in Masindi District.
The figure above shows deworming coverage was 49% in Miirya and 51% in
Nyangahya. And Nyangahya had the highest coverage followed by Miirya.
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Figure 15: DPT 3 coverage among children aged between 6-24 months in
Miirya and Nyangahya sub counties in Masindi District
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Figure 14 DPT 3 vaccination coverage was 49% in Miirya 51% in Nyangahya. it
shows that the DPT 3 coverage had the highest coverage in the Nyangahya sub
county followed by Miirya with 49%.
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Figure 16: Measles Vaccination among children aged between 6-24 months in
Miirya and Nyangahya sub counties in Masindi District.

Figure 16 show that the vaccination coverage for measles with evidence of Child
Health Cards was 48% in Miirya and an additional of 15.5% reported vaccination but
with no cards. The relatively low vaccination coverage found for measles and DPT3
are concerning. It is recommended that the management of vaccination system is
reviewed so as to identify reasons for the low coverage and implement
improvements. And the distribution of vaccination\health cards should be improved
to enable effective record keeping and monitoring.

4.5

Impact of Adequate Complementary Feeding Practices

4.5.1 Prevalence of Malnutrition based on Weight for Age
Of the 246 children sampled, 2.4 % were malnourished 0.8% were Moderately
Malnourished, while 1.6% was Severely Malnourished. In Miirya Sub County, 3.4%
of the children were malnourished, Of these, 0.8 % were moderately malnourished,
while 2.5% were severely malnourished. There were no cases of Oedema.
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In Nyangahya, 1.6% of the children were malnourished. Of these 0.8% were
moderately malnourished, while 0.8% were severely malnourished. There were no
cases of Oedema. Overall, malnutrition rates were higher in Miirya Sub County
compared to Nyangaya Sub County.
Table 2: Prevalence of Acute Malnutrition based on weight4or~Age in Nyangahya
& Miirya Sub~counties in Masindi district
Sub Counh,‘

Sampled
Size
(n)
N
119
127
246

Miirya
Nyangahya
Total

Severe
malnutrition
(%)

N
3
1

%
2.5
0.8

4

1.6

(Moderate
malnutrition) (%) GloballAcute
MalnutritionRate(%)
N
1
1
2

%
0.8
0.8
0.8

N
4
2
6

%
3.4
1.6
2.4

____

Table 3: Nutritional Status based on weight4or~age among sampled children by
Major Age Category in Miirya and Nyangahya sub~counties Masindi District

Age group (n) N

Global Acute Malnutriti(
(%) Cl ~
Odds rati N

0/

(n=200)

Severe Acute Malnutrition
CI 950/
Odds Ratio
1.0

13—24 months 4
(n =46)

8.7

2.4—20.8 P

0.41

2

4.3

0.5—14.8 P 1.00

Table 4 presents the results of malnutrition by age category. The odds ratio shows
that for every child in the 6 12 month age category who is malnourished; there are
two in the 13 24 month age category who are malnourished, It is therefore evident
that older children (13
24 months) in these sub counties are more prone to
—

—

—

malnutrition. Indeed, this is the age where inappropriate complementary feeding
practices could influence the rates of malnutrition in this age group. There was no
significant difference in severe malnutrition between the two age categories as
shown by an odds ratio of 1.0 and probability value of 1.00.
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Assessment of malnutrition rates between boys and girls (Table 5) shows a
significant difference (p

<

0.5) in malnutrition between the sexes. The odds ratio

shows that there are two girls who are malnourished for every boy who is
malnourished. Girls are therefore likely to be malnourished as compared to the boys.
However, there was no significant difference in severe malnutrition between the boys
and girls (odds ratio =1.0, p

1.00). (odd ratio=1.Osig=1.00 at p=0.5)

Table 4: Nutritional Status based on weight4or~age among sampled children
by Sex category in Miirya and Nyangahya sub~counties Masindi District in
Masind i

Sex (n) Global Acute Malnutrition

Boys

Severe Acute Malnutrition

N

(%)

Cl 95
%

Odds
ratio

N

%

Cl 95% Odds
Ratio

2

1.85

0.2-6.5

2.0

2

1.85

0.2-6.5

1.0

4

2.90

0.9-7.3

P=

2

1.44

0.2-5.9

P=(1.0

(n=133

)
Girls
(n=113

(0.414)

)

4.5~2 Mortality
The mortality data is based on the two sub counties of the district.
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Table 5: Number of deaths that occurred in the last 3 months in Miirya and
Nyangahya sub~counties Masindi District

Miirya
1194

Sub Counf
Nyangahy
a
244

TOTAL
1438

Number of Children less than 5 years

243

71

314

Total Number of People in House
holds

1433

315

1748

Number of Deaths of 5 yrs and above

6

2

8

Number of deaths of less than 5 yrs
olds

4

2

6

Total Number of Deaths in
Households

10

4

14

Numberof People above5yrs

Crude Mortality Rate
Crude mortality death rate

=

no of death (Total nopulation) x time interval
10000
=

deaths/I 0000/day

The Crude Mortality Rate was 0.0021 people per 10,000 per day. The major causes
of death were mainly malaria (83.0%) in Miirya and diarrhoea (1.9%) Malaria was
the number one killer of both children and adults.
Under Five Mortality Rate
The Under Five Mortality Rate was 0.0041 children per 10,000 per day the major
causes of death were mainly malaria (77.0%) in Nyangahya Measles (0.0%) and
diarrhoea (22.2%)
The low malnutrition rates and high mortality rates could partly explain the
inadequate complementary feeding practices which were identified as being
moderately poor by the researcher. There is need however to further examine the
cause of the high death rates in the two sub counties.
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Assessment of malnutrition rates between boys and girls (Table 5) shows a
significant difference (p

<

0.5) in malnutrition between the sexes. The odds ratio

shows that there are two girls who are malnourished for every boy who is
malnourished. Girls are therefore likely to be malnourished as compared to the boys.
However, there was no significant difference in severe malnutrition between the boys
and girls (odds ratio =1.0, p

1.00). (odd ratio=1.Osig=1.00 at p=0.5)

Table 4: Nutritional Status based on weight$or-age among sampled children
by Sex category in Miirya and Nyangahya sub-counties Masindi District in
Masindi

Sex (n) Global Acute Malnutrition
N
Boys

(%)

Severe Acute Malnutrition
N

%

Cl 95%

%

Odds
ratio

Odds
Ratio

Cl 95

2

1.85

0.2-6,5

2.0

2

1.85

0.2-6.5

1.0

4

2.90

0.9-7.3

P

2

1.44

0.2-5.9

P=(1.0

(n=133
Girls
(n=113

(0.414)

)

4~5.2 Mortality
The mortality data is based on the two sub counties of the district.
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CHAPTER FIVE
DICUSSION CONCLUSIONS AND RECOMMENDATIONS
5~1 DISCUSSION
5~t1 Effect of complementary feeding practices on infants

Through an efficient and effective Health Care Delivery System, intervention
programmes can be designed to improve child feeding practices including
breastfeeding and complementary feeding to enhance the energy and nutrient
content of complementary foods and/or ensure the safety of these foods (WHO,
2002) in their findings on complementary feeding also supports this ideal. In relation
to complementary feeding practices in improving child survival the reality is ; the
higher the number of mothers and/or caregivers accessing and utilizing the health
care services, the higher the possibility that they are provided with appropriate
information on complementary feeding practices. In relation to this the availability of
programmes that have adequate resources (Human and Financial) and their priority
in the health sector, provide opportunities for integrating Complementary feeding
interventions for their effective delivery to the communities. Several nutrition
education interventions concerning complementary feeding have also been
thoroughly evaluated. The analysis of the findings revealed that it is possible to
change child feeding practices through a combination of inter personal education
and mass media, although the face to face counseling appeared to be most effective
which was mainly done as a health care facilities, Jam, 1988 in his book
determinants of regional variation in infant mortality also supports the idea of face to
face intervention and improved sensitization.

In addition complementary foods should be started when the baby can no longer get
enough energy and nutrients from breast milk alone. For most babies this is between
4 and 6 month of age. This is also the age when nerves and muscles in the mouth
develop sufficiently to let the baby munch, bite and chew, and it becomes easier to
feed thick porridges, purees and mashed foods because children: can control their
tongue better, start to make up-and-down munching movements, start to get teeth
and are always interested in new tastes.
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However it was found out that in Nyangahya and Miirya The majority of mothers
introduced solid foods at the age of five months, an indication that they carried out
exclusive breastfeeding for only five months. Those who provided other feeds at the
recommended age of 6 months were 35.6% for Miirya and 46.5% for Nyangahya.
This clearly indicates that the community members were introducing solid foods to
their children before the recommended age of 6 months which directly relates to the
literature presented by Uganda Health bulletin, (2001) which stated that introduction
of complementary foods at an early age could be associated with growth faltering
among children older than six months. Therefore the presence of the few cases of
malnutrition could be attributed to the early interruption of exclusive breastfeeding.

It was further revealed that across a wide range of cultures, family care practices
during the period of complementary feeding and weaning from the breast are
oriented to promoting independence, commonly at the expense of early infancy. At
the same time, people’s conception about young children’s nutritional needs and
development capacities are not always congruent with scientific knowledge, and
families were un aware of the potentially negative growth in habiting consequences
of some traditional practices over the years. This is in line with Dewey & brown
(2003).whose findings revealed that the concept of responsive parenting has been
proposed to describe the type of sensitive and supportive care giving that is
associated with good growth.
Children should be provided with nutritionally adequate foods, However in
Nyangahya and Miirya sub counties this was not practiced adequately for instance;
every children were not receiving adequate amounts and combinations of foods that
provide nutrients as expected. Thus the practice of sharing food with adults hinders
proper nutrition intake of the child. Pilant (1994), in his book clarified that and he put
more emphasis on parents to help feed there children and attending to them to
improve on their feeding habits.
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5.1,2 Factors affecting safe and appropriate complementary feeding practices

In feeding behaviors, feeding styles were identified as a major factor contributing to
poor intakes. Children need assistance that is appropriate to their age and
developmental needs to ensure that they consume adequate amounts of
complementary foods that will give warranty of their survival, However it was found
out that in Masindi, care givers were often unaware of the importance of responsive
feeding, this therefore calls for the attention and support from health professionals
and community based workers or peers in this matter.

The Mosquito net coverage indicator provides information on the mothers’
accessibility to information on the proper utilization of the nets and also prevention of
malaria. The same information was also used to integrate in the Complementary
feeding practices. It was found that whenever the children felt sick, they either lost
appetite hence loosing the nutrients acquired from complementary foods and was
not adequately immersed leading to malnutrition and eventually death if not
immediately attended to. More than half of the community members accessed health
care services; these would have an opportunity of receiving Nutrition education of
complementary feeding practices and therefore influencing these practices at the
community level. This also corresponds with the finding of Brown ea I (1999), who
found out that during illness children lose a lot of nutrients which can lead to severe
malnutrition or death. In addition, there were a number of children affected by
malaria. The prevalence of malaria in Miirya was higher than that of Nyangahya and
could be attributed partly to the higher coverage of mosquito nets in Nyangahya than
Miirya. As observed from the assessment, malnutrition was higher in Miirya than
Nyangahya and malaria could be partly attributed to this difference.

Reflecting to the results, it was revealed that inappropriate feeding practices of
children were a major cause of the onset of malnutrition in young children, Children
who were not breast fed appropriately had repeated infections, grew less well, and
were more likely to die by the age of one month than children who receive at least
some breast milk, since from six month onwards, when breast milk alone is no longer
sufficient to meet all nutritional requirements, infants enter particularly vulnerable
period of complementary feeding during which they make a gradual transition to
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eating family foods, The incidence of malnutrition rises sharply during the period
from 6 to 18 month of age, however the researcher found out that progress had not
been made in the area of complementary feeding, yet research and development by
Sabates et al (2001), have contributed to an expanding evidence base for
recommendations on appropriate feeding and effective interventions for children
after six month of age.

5.1.3 The impact of comp~ementary feeding practices on nutrition status and
mortality rates,
It was also revealed that Vitamin A deficiency increases the severity and risk of
mortality from infections such as measles, it also contributed to the development of
anemia and Worms which parasitized children for their survival, and cause a lot of
problems related to their health and nutrition. De-worming was one of the most cost
effective methods to caregivers which were used at least once in 6 months alongside
vaccination and supplementation to get rid of worms. Iron Deficiency anemia also
caused delays in neuro-psychomotor development and other functions, Vitamin A
Supplementation and measles immunization were the most cost effective
interventions in preventing diseases/illnesses that would affect the proper intake and
utilization of the complementary foods in the two sub-counties. This corresponded
with Nestle Foundation (2006) who attributed presence of diseases especially in
developing countries to be responsible for cases of poor nutrition. In this case
therefore infants and children needed specific nutritional care when sick to
recuperate and prevent increased risk of mortality. Continued feeding and more
fluids during illness are important to prevent weight loss. Feeding after illness with
more frequent and larger amounts of nutrients over a sustained period of time is also
required to regain lost nutrients and energy.

Generally the poor infant feeding practice which was revealed in this research was
mediating a significant impact on child growth and development and the presence of
relatively high levels of wasting and stunting. The trends in acute and chronicle
malnutrition with age, as well as the overall prevalence may be amenable to
implement if this component is focused on, as well as well targeted supplementary
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and therapeutic feeding programmes. Strengthening of growth monitoring and
promotion should be considered as a strategy to increase nutritional awareness and
the early detection on malnutrition. These findings were also in line with WHO 2004
who stated that strengthening and growth monitoring should be considered as a
strategy to increase nutritional awareness.
The findings further revealed that during the time of complementary feeding care
giving behaviors have been very poor, In the two sub counties of Miirya and
Nyangahya, there was no active or interactive feeding as contrasted with passive
presentation of food to the young child, the greatest percentage of mothers!
caregivers could not select foods that were appropriate to the child emerging motor
capacities, tastes and preferences, feeding in response to the child’s hunger cues,
feeding in anon destructing and safe environment, and talking and playing with a
child, in the context of the meal. The efficiency of these behaviors needs to be
directly tested empirically, to correspond with Dewey and Brown (2003) findings who
explains that health growing children in addition to breast milk need a balanced diet
that includes fruits, vegetables, lean meat etc which provide optimal energy to avoid
over worsening under-nutrition and illness, leading to death, figure 2 explains this in
detail. Therefore with respect to this, in order to improve the intake of complementary
foods and physical growth, is teaching care givers broader concepts of child
development, and the interrelationship of infant psychological and physical needs as
effective as teaching specific feeding behaviors, which will lead to improvements in
psychological development.
Therefore programs to improve feeding practices during and following childhood
illness in Uganda, Masindi in particular must develop strategies to improve the
dietary intake of children with depressed appetites, Effective education messages
must be developed with an understanding of local feeding practices and diet, as well
as mother’s motivations and resistances to changing their feeding style and
behavior. Health providers, knowledge, beliefs and nutrition education practices must
also be studied in order to identify education and interpersonal counseling skills.
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5.2 Conclusions
5.2.1 Effect of complementary feeding practices on infants
The Nutrition situation in the 2 sub counties of Nyangahya and Miirya was
acceptable (< 10%), however the Crude and under five Mortality Rates of 0.002 and
0.004 per 10,000 person per day respectively were benchmarks for alert by
humanitarian emergency. The current nutritional status could however be affected by
the poor health status of the children as well as inappropriate feeding practices. This
calls for specific interventions to target the feeding practices and health status of the
population. The poor health status could easily affect the feeding practices hence
affecting the overall child survival of infants and young children.
5.2.2 Factors affecting safe and appropriate complementary feeding practices
Although infants and young children are primarily fed within the context of family and
home, complementary feeding customs and habits are influenced both positively and
negatively by global, national, and community actions. Therefore, there is need to
foster the customs and habits that lead to optimal nutrition which requires changes in
both micro- and macro-context in which infant and young child feeding decisions are
made and carried out. This requires the initiation of new policies and programmes,
the environment of many stakeholders, and the willingness to coordinate our efforts
that includes a variety of interventions to address its major cause.
5.2.3 The impact of complementary feeding practices on nutrition status and
mortality rates,
The findings show that Infant and young child nutrition and heath will be improved
only through comprehensive and integrated policies and programmes that have a
deep and enduring impact on every day customs and habits. In this context,
improved complementary feeding is a necessary, but not sufficient option.
Improvements must also be made in breastfeeding, environmental hygiene, and
health care. In the nut shell, reducing childhood malnutrition requires a multi-sectoral
approach that includes a variety of interventions to address its major cause.
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5~3 Recommendations
5~3~1 Effect of complementary feeding practices

Growth promotion and monitoring Interventions need to be reviewed and
strengthened, to enable effective and efficient screening of children to identify those
with severe and moderate malnutrition for referral and early treatment.
Strengthening of the Maternal and Child Health programmes should be done to cub
down the prevalence of preventable diseases such as diarrhea and malaria. The
distribution of insecticide treated nets (lTNs) and the use of community health
workers in the distribution of anti-malarial drugs, free service for treatment and
identifying the malnourished is recommended.
The communities should be more sensitized about the importance and values of
complementary feeding to reduce severe malnutrition, and Pessimistic beliefs that
complementary feeding can spoil children.
Mothers! care takers should always take an active role in child feeding. Care-givers
also need to understand that children 6-24month require intensive feeding and
health care. Mother’s therefore should adopt improved feeding practices and provide
alternative for overcoming their children’s resistances to new foods and behaviors.
They should continue breast feeding and small modifications of existing practices,
such as enriching a traditional weaning porridge.
5~3~2 Factors affecting safe and appropriate complementary feeding practices

Programs to improve feeding practices during and following childhood illness in
Uganda Masindi in particular must develop strategies to improve the dietary intake of
children. To meet this effectively, education messages must be developed with an
understanding of local feeding practices and diet. NGO must ensure that Health
provider’s knowledge; beliefs and nutrition education practices are organized to
identify training needs and improved community knowledge.
There is also urgent need for wide spread advocacy and better information on the
importance of special care on a girl child on complementary feeding to boost their
nutrition.
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5~3~3 Impact of complementary feeding practices on nutrition status and

mortality rates
A comprehensive social mobilization strategy with an information education and
communication (IEC) campaign on maternal, infant and young child feeding with
specific focus on Complementary Feeding should be developed and disseminated.
Nutrition should be incorporated in school syllabus at different level of education.
This would help to increase awareness and knowledge on complementary feeding
practices.
NGOs should ensure that educational programmes carry out formative research
whenever possible. In collaboration with the community, they need to design
Strategies on feeding behaviors.
Educating funding agencies, program managers and policy makers must ensure
management on funds and the importance of inventory program beneficiaries and
health providers in the design of nutrition education programs.
5~4 Areas for further research

Ethenobotanical (medicinal plants) studies need to be conducted that should provide
treatment and protection for malaria. Some of the plants which could be looked at
are aloe Vera and nime tree could be used as cheap option.
There is need to research on local foods to identify values, vitamins and proteins in
them for proper recommendations on the type of foods best for appropriate
complementary feeding to care givers.
To meet the above therefore, there is need for better and increased cooperation,
collaboration and coordination among bodies, institution and agencies that deal with
matters to do with nutrition, especially in areas of complementary feeding.

45

REFERENCES

Adair. L.S. & Gurikey. D.K. (1997). Age Specific Determinants of Stunting in Filipino
Children”. iNut, 127:314-320.
Alderman H., Hentschel. 3. & Sabates R. (2001). “With the help of ones neighbors;
externalities in the production of nutrition in Peru”. World Bank Working
paper.
Assefa F. M. Z. & Jabarkhil (2001). Malnutrition and Mortality in Kohistan District,
Afghanistan, April 2001. Jama, 286, (21) 2723- 2728.
Barber S. & Gerther P (2002). “Child Health and his Quality of Medical Care” Mimea.
Bartley M.E.,.Stallings, R.Y & FUKUMOTO. M. (2005). “Soc/a/Determinants of health
in research Policy and Service del/very” 2nd Edition, Washington D.C
Barton T. & Wamai G., (1994). Equality and Vulnerability: A situation Analysis of
Woman, Adolescents and Children in Uganda; published in KampalaUganda; NCCP11-18
CDC & WFP (2005). A Manual Measuring and Interpreting Ma/nutrition and Mortality
Rome Centers for Diseases Control and World Food Programme.
Cebu Study Team, (1992). “A child Health Production Funchan Estimated from
Longitudinal Data”. Journal of Development Economics Vol 38: 323—351.
Claesen M. & Waldman R. 3 (2000). “The Evolution of Child Health programmes in
Developing countries from targeting diseases to targeting people”. Bull
World Health Organt?~ation, 78:1234-1245.
Dewey K.G. & Brown K.H. (2003). Update on technical issues concerning
complementary feeding of young children in developing countries and
implications for intervention programs. Food and nutrition bulletin 2003,
24:5-28

46

Ehiri J. E, & Prowse J.M (1999): Child Health Promotion in Developing countries; the
case for integration of environmental and social interventions”. Health Pol
Plann 1999, 14: 1-10.
Evans R.G., Barer ML, & Marmor T.R. (1994). Why Are Some People Healthy and
Others Not? The Determinants of Health of Populations., New York: Aldine
de Gruyter, 1994.
Evans R.G., Barer M.L., & Marmor T.R. (1994). Why Are Some People Healthy and
Others Not? The Determinants of Health of Populations., New York:
Aldine de Gruyter, 1994.
Falkner F.& Grifflth,M (1995). International Child Health: A digest of current
information. Revised Edition, Oxford University Press, p 21-24
Glick P. & Sahn D. (1998). “Maternal labor Supply and Child Nutrition in West
Africa”.

Oxford Bulletin of Economics and Statistics, Vol 60 (3): 325

—

355.
Hutchinson Paul, (1999). “Health Care in Uganda; Selected issues”. World Bank.
Jam A. (1988). Determinants of Regional Variation in Infant Mortality in
Rural India. Mc Hill Publishers, New Delhi, India pp 40-41, 52-59.
John D. & Alderman. H. (1997). “On the Determinants of Nutrition in Mozambique:
The Importance of Age-specific Effects”, World Development Vol 25(4):
577

—

588.

Karamagi, G. (2006). National Child Survival Strategy. Ministry of Health, Kampala
Kimberly, M. (2003). chronic poverty in Uganda, evidence from UPPAP”chronic
research centre Uganda (CPRC) and Development Research and training.
Lwamafa, M. (1999). Implementation Strategy on Nutrition Interventions at National
and District levels. Ministry of Health, Entebbe

47

Mackinnon 3, (1995). “Health as information good: the determinants of child
nutrition and mortality during political and economic recovery in
Uganda”. The centre for the study of African Economies Working paper
27.
Meister 5, & Guernsey de Zapien (2005). “Bringing Health Poilcy i~sues front and
centre

1i7

coalitions,

the community: Expanding the role of community health
5th

Edition, MC Hill Publishers, New York.

Ministry of Health (2001). “A Journal on Health and Poverty”. Uganda Health
Bulletin, Vol 7 (1):1.
Ministry of Health (2006). Health Management Information System Annual Report.
Kampala, Uganda.
MoFPED (2002). “Infant Mortality in Uganda 1995

2000; Why non-Improvement”,

—

Uganda Health Bulletin, Vol 8 (314: 211

—

214).

Ministry of Health (2005). National Guidelines on the Management of Moderate
Ma/nutrition at Supplementaiy Feeding Centres. Kampala.
Peabody 3, Gertler P. & Leibowitz A. (1998). The Policy Implications of Better

Structure and Process on Birth Outcomes in Jamaica’ Health Pollcy Vol.
43 (1): 1-13.

Pelletier (1993). “Child Nutrition and Development Journal of Nutrition New Delhi,
India.
Pradhan M.A., Sahn D.E., & Younger 5. (2003). Decompassing World Health

Inequality

2~d

edition, Dallas, Texas.

Policy & Strategy Opportunities for Programming and Impact: Volume 3, 4th Edition,
McMillan Publication, New Delhi, India p111-113

48

Pyle, F, (2000).”Nutrition policy and strategy opportunities for programming and

impact: volume

3,4th

Edition, McMillanpublication, New Delhi, India

p111-113.
Rasmus. H, (2002). “Does Economic Growth Reduce Child Nutrition?” World Bank
Working Paper, Washington D.C.
Sahn. D. (1994). “The Contribution of Income to Improved Nutrition in Cote
D’ivoire”. Journal of Africa Economics, Vol 3(1): 29— 11.
Uganda Bureau of Statistics (UBOS) & Macro International Inc (2007).

Uganda

Demographic and Health Survey 2006. Calverton, Maryland, USA: UBOS and
Macro International Inc.
Victoria C. (2003). “Applying an equity lens to Child Health and Mortality: More of
the same is not enough” The Cancet362:233

—

241.

WHO (2002). Complimentary Feeding: Report of the Global Consultation, and
Summary of Guiding Principles for Complementary Feeding of the Breastfed
Child.
WHO (2000). Complementary Feeding: Family foods for breastled Children.
WHO/NHD/00. 1, WHO/FCH/CAH/00.6.
WHO (1998). Complementary Feeding of Young Children in Developing Countries: A
Review of Current Scientific Knowledge. WHO/NUT/98.1.
WHO, (2004). GlobIe data base on child growth and malnutrition:

5t17

report on the

World nutrition situation for improved developed out come Geneva

Zere E. & Melnyre D, (2003). “Inequities in under five child malnutrition in south
Africa” Internationaljournal for Equity in Health 2:2.

49

APPEN DICES
Appendix 1: Mortality Questionnaire
IMPACT ASSESSMENT ON COMPLEMENTARY FEEDING PRACTICES IN MASINDI DISTRICT
District:
Team:

_____________

Sub County:

___________

Number of people Nu ‘ of Totalnô
HH N~-~ in H14 5 years and children ~
a!)ovi
,5
“~
—~

=

Diarrhea, 2

_________________

ENUMERATOR: ________________________

____

=

Bloody diarrhea, 3

:

=

VILLAGE:
DATE

______________

I

...

I

Numberof
Totâldeaths~
deaths
5 years~N
<5~ths~
ears
inHH
Knownor assumed
and above ~
causes of death 5
~InIast~nor~th
years~ãndIbove

CLUSTER NO.

~‘

-.

§ I

Parish:

Measles, 4

~.

=

Malaria (fever of 2-3days standing), 5

=

.~

...

_____

.

Known~or assumed ~
causes of d--a
below5years

Lower respiratory tract

infection, 6 = Gun shot, 7 = Accident, 8 = Other (specify), 9 = Unknown
These questions will allow the calculation of both the Crude Mortality Rate and the Under Five Mortality Rate as
well as probable cause of death.
Case definitions for causes of death
Diarrhea
any episode of more than three stools per day.
Bloody diarrhea any episode of more than three stools per day in which there is presence of blood in stools
Measles any episode of fever accompanied by cutaneous eruption, may be accompanied by rhino-pharynitis and/or conjunctivitis
Fever elevated body temperature
Lower respiratoiy tract infection any episode with associated fever and cough and at least one of the following signs: sputum, thoracic pain, dyspnoea, wheezing
Malnutrition any individual presenting with bilateral oedema and/or wasting
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Appendix 2: Interview Guide for Key Informants (FGDS)
Date:

Interviewer:

__________________________

District:

_____________________________

Village:

Members of Focus Group:

A. General questions on access to food:
1.

What are the main types of food for the majority of people in this community?

2.

What are the major food sources in this community?

3.

Of all the foods in this community, which one is the most important? What are
the main reasons for its importance?

4.

Are some people in this community unable to consume the most important
food as often as would be desired? If so why?

5.

How good has the recent food crop harvest been and why has it been so?

6.

Incase the harvest is not good, where else do you get your food?
B. Health situation and the status of health care services in the community

1.

What are the most common diseases afflicting people in the village at
present? What are the causes of these diseases?

2.

Is there a hospital, health centre or any other health facility for this village? If
yes, how many and how far is it/are they?

3.

Is there a health worker at health centre?

4.

Is it well stocked with drugs/medicines?

5.

What services are available?
6. Do you think the people in the community are benefiting from the available
health facilities at the centre?

7.

If no hospital, health centre or facilities are available, what do people do if
they get sick?
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8.

Is there any antenatal or postnatal care available to mothers? If so, describe?
(This could be TBA’s, clinic or health centre staff, community health workers or
other)

9.

Are there any growth monitors/promoters in the village, if they are available
how do they operate?

10.

Have there been any recent immunization campaigns at this village? When
were they?

11.

Have mosquito nets been distributed in this village in the last 6 months? If so
by who, and how many households received them?
C.

1.

Infant feeding practices
What are some of the infant feeding practices that are practiced in this

community? Probe.
2.

What are some of the reasons why children are fed the way they are in the
community?

3.

Do you think mothers in this community are able to identify a case of
malnutrition in a young child?

4.

Are there any hindering factors (Social, cultural, economic, diseases among
others) especially in this area to these practices? Probe
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Appendix 4: classification of nutrition and malnutrition.

Classification of nutrition status using WFH expressed in Z scores and
%age of median
Nutritional Status

Expressed in Z Score

Expressed in %age of
median
Severe Underweight
WFA <-3 SD and/or existing WFA <70% and/or existing
bilateral oedema
bilateral oedema
Moderate Underweight WFA -3 to -2.01 SD
WFA 70 to 79.99%
Global Underweight
WFA <-2 SD and/or existing WFA <80% and/or existing
bilateral oedema
bilateral oedema
The severity of the malnutrition situation in the district was assessed with the
help of the bench marks provided in Table 3.
Table 3:

Classification of malnutrition in community using prevalence

of Underweight
Severity of malnu
Acceptable
Poor
Serious
Critical

Underweight (%)
(Weight For Age)
<-2 Z Scores
<10
10-19
20 29
≥30%
-
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