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Summary of the report 
 

 
The present nutrition and health survey was carried out in the Katakwi district of 

Uganda to assess the nutritional and health status of the population after the floods which 
hit the Region of Teso from July to October 2007. 

 
Data were collected from December 14th to 21st, 2007. The methodology follows 

SMART guidelines using a two stage 30x30 cluster sampling. A total of 922 children 
were surveyed for anthropometry and morbidity and 4501 people for the mortality rates.  

 
Table 1 shows the main anthropometric, mortality and morbidity results. 
 
Weight for height index was used to assess the prevalence of wasting. Global Acute 

Malnutrition (GAM) is defined as the proportion of children whose weight-for-height is 
below -2 z-scores from the median, while Severe Acute Malnutrition (SAM) below -3 z-
scores. Chronic malnutrition (stunting) was estimated with height-for-age index using the 
same cut-offs (-2 and -3 z-scores). 

 
Unless stated, WHO Child Growth Standards (2005) are used as reference. 
 
Crude Mortality Rate (CMR) and Under 5 Mortality Rate (U5MR) were 

retrospectively investigated over 109 days. Morbidity in 6-59 children was investigated 
over the previous two weeks. 

 
Table 1. Main findings of the survey 

 Index 

 

Result 95% C.I. 

GAM  (< -2 zs) 1,7 % 0,8 - 2,6 

SAM  (< -3 zs) 0,2 % -0,2 - 0,7 

Total stunting (< -2 zs) 17,7% 15,3 – 20,1 

Severe stunting (< -3 zs) 4,5% 2,9 – 6,1 

CMR 0,35 deaths/10,000/day 0,22-0,49 

U5MR 0,67 deaths/10,000/day 0,19 - 1,15 

Retrospective morbidity 73% 70,2%-75,8 

 
All but the morbidity results are within the acceptable range. This survey shows that, 

up to the date of fieldwork, the natural disaster has not had any significant negative effect 
on the nutritional status of the population. However a food shortage is likely to occur early 
next year due to first and second season harvesting losses. It is therefore recommended to 
keep monitoring the nutritional status of the population using the present survey as 
baseline and adopting the same methodology. 

 
Moreover it is recommended to strengthen the Soroti Hospital Therapeutic Feeding 

Centre, which covers all Teso Sub-Region (population 1,5 million), through staff training 
and equipment. 

 
Raw cassava consumption was often observed and need to be properly addressed to 

prevent acute and chronic toxic effects. 
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1. Introduction 
 

The survey covers the Katakwi District, a 118,928 inhabitant area in the Eastern 
Region and Teso Sub-region of Uganda. The District is divided into 9 Sub-Counties and 
46 Parishes. Apart from the 5912 Katakwi Town Council citizens, the population is 
mainly rural and sparse throughout the territory. However, due to Karimojong raids, large 
part of the northern and eastern Sub Counties are not inhabited. The attacks, aiming 
mainly at livestock theft, have created widespread insecurity in the area and consequent 
abandon of agricultural fields, houses and risk of food insecurity. To seek protection the 
population has clustered in IDP camps. 

 
Health services include one Health Centres IV, 5 Health Centres III and 2 NGO run 

Health Centres. In the Teso Sub-Region (1.507.800 inhabitants), whose Katakwi District 
is part, there is only one TFC (Therapeutic Feeding Centre) in Soroti, (about 200Km 
away) and no SFC Supplementary Feeding Centres. 

The district was one of the most affected from the floods, having had some areas 
inaccessible for up to two months. 

 
1.1 Survey Objectives 
 

- Estimate the prevalence of acute and chronic malnutrition. 
- Estimate retrospective morbidity in 6-59 month old children. 
- Estimate retrospective mortality under five and crude rates. 

 
 
2. Methodology 
 

2.1 Survey Methodology 
 
A two-stage 30x30 cluster sampling was used, addressing 6 to 59 month old children. 

The survey is based on SMART guidelines for cluster samples.  
 

2.2 Sampling procedure and sample size for anthropometric data 
 
Due to the lack of recent information on the nutritional status of the population a 900 

children sample was used. The last weight-for-height survey was performed in July 2006 
by Andre Food Consult Ltd. 

Population data was obtained from the “2002 Uganda Population and Housing 
Census”. The Administrative unit used for the survey was the Parish, and the cluster 
selection was performed according to the probability proportional to population sampling. 

31 clusters were chosen, one to be used as reserve in case of inaccessibility of others. 
List of Parishes/Clusters with population is in Annex 1. 

 
2.3 Sampling procedure and sample size for the mortality data 

 
Mortality was assessed in all the selected households, regardless of the presence of 6-

59 aged children. We estimated that the final sample for the mortality survey using this 
methodology would have been enough to grant a 0,5 precision, expecting a rate of 
1/10.000 death, supposing a design effect of 2 and using a 109 day recall period. As a 
matter of fact 4.500 current household residents were recorded vs. the 2.700 needed. 
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2.4 Selection of households and children 
 
The middle1 of the cluster/Parish was sought with the assistance of people from the 

area. A bottle was spun to determine a direction. A random number between one and 302 
was chosen to determine the first household to visit. If there were fewer households than 
the number chosen along the selected direction, a new random number between 1 and the 
number of household numbered up to the end of the parish was drawn. Subsequent 
households were chosen on the basis of the nearest doorstep to the last one. 

 
All children within a household were measured even though the 30 children sample 

per cluster was reached. 
 
The first criterion to include children was age, i.e. 6 to 59 months. When no 

identification document such as ID or health/vaccination card was available and the 
mother was not sure about the age, the height criterion was applied (children included if 
between 65 and 110 cm of height). 

Arrangements were made to revisit households with absentees children in the next 
days. 

 
2.5 Training and supervision 

 
The Nutritionist Co-ordinator did select the staff according to logical skills, 

educational background and experience. 
 
5 teams were established including a team leader/interviewer and two measurer. A 

two-day training (December, the 11th and 12th) was held for the team leaders and 
measurers by the Co-ordinator of the survey. The training covered the survey design, 
objectives, anthropometric measurements (with practice), essentials of malnutrition, 
interviewing skills and questionnaire filling. On December, 13th a pre-survey field test was 
performed and each team was tested in at least two households. 

The Co-ordinator supervised a team per day for a total of 5 days of fieldwork.  
 

2.6 Data collected 
 

2.6.1 Children’s data 
 

Age: age was recorded in months or as birth date, as reported by the mother or by 
documents presented. When there was no certainty about age, children between 65 and 
110 cm were included. 

 
Weight: Salter scales provided by UNICEF were used and weight measured at the 

nearest 0,1 Kg. 
 
Height: height boards provided by UNICEF were used. Children above 85 cm were 

measured standing up. When this was not possible because of children incompliance 
length was measured and 0,5 cm was subtracted. 

 
Oedema: sign of pitting oedema on both feet after a 3 second pressure with thumb, 

was used to assess kwashiorkor cases. 

 
1 Usually defined as a place recognised by all the people of the Parish where they held public meetings. 
2 Due to the low density of population, we estimated that most villages would have less than 30 households 
on a given direction. 
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The team leader administered a retrospective morbidity questionnaire to caretaker of 
6-59 month old children. The recall period was two weeks. 

 
2.6.2 Mortality data 
 

Retrospective mortality was investigated for under five and total population using the 
SMART standard form (one form per household). The interviewers investigated on all the 
residents (even temporary) in the households3 during the period going from the 1st of 
September to the interview date. Reported cause of death was recorded. Mortality rates 
were worked out with the following formula: 

 
CMR = 10000/a*f/(b+f/2-e/2+d/2-c/2) 
 
a = number of recall days (109) 
b = number of current household residents 
c = number of people who joined the hh in the recall period 
d = number of people who left the hh in the recall period 
e = number of birth  
f = number of people who died 
 
In this formula the length of exposure of people living temporarily in the household is 

approximated to half of the recall period. 
 

2.7 Data analysis 
 

Data was entered in MS Excel twice by two persons and compared for errors. Data 
was analysed with Nutrysurvey (2006) and Anthro (WHO, 2005) softwares using both 
NCHS/CDC/WHO (1977) and WHO (2005) references. Unless stated, WHO (2005) 
anthropometric references are used in this report. 

 
Weight and height implausible data were re-checked the last day of fieldwork. Age 

implausible data was not re-checked because in most cases no written documentation of 
children’s age was available and mothers tent to estimate the age. In 14 cases age was 
probably wrong (<-3 or >3 z-scores from the weight-for-age and/or height-for-age 
median). Nevertheless these entries were included in the chronic malnutrition analysis. 

  
 
3. Results  
 

3.1 Anthropometric results: children  
 

GAM (Global acute malnutrition) is defined as <-2 z scores from weight-for-height 
median and/or oedema, SAM (Severe Acute Malnutrition) is defined as <-3z scores and/or 
oedema. 

Over the 944 children measured, 22 were flagged because implausible and excluded 
from the weight-for-height analysis. Over the remaining 922, in 14 cases it was not 
possible to find the age neither the birth date, hence 908 children were assessed for 
chronic malnutrition. 

 
693 households were visited for the mortality survey. The data collection run form 

December 14 to 21, 2007. 
 

 
3 Household was defined and the community of people sleeping under the same roof AND sharing food. 



The prevalence of oedema was 0,1 %. 
Average Weight-for-height and height-for-age z-scores in the sample were -0,07 (SD: 

0,9) and -0,90 (SD: 1,30). 
Wasting was mostly found among 6-17,9 month old children. 78,6% of all acutely 

malnourished children were in this age group (see Figure 3).  
 
 

Table 2: Distribution of age and sex of sample 
 

 Boys Girls Total Ratio 

 No. % No. % No. % boy:girl 
6-17 months 96 46,8 109 53,2 205 22,6 0,88 
18-29 months 98 46,9 111 53,1 209 23,0 0,88 
30-41 months 93 48,2 100 51,8 193 21,3 0,93 
42-53 months 102 48,3 109 51,7 211 23,2 0,94 
54-59 months 47 52,2 43 47,8 90 9,9 1,09 

Total 436 48,0 472 52,0 908 100,0 0,92 

 
 
 

Figure 1: age and sex distribution of the sample 
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Table 3: Prevalence of acute malnutrition based on weight-for-height z-scores 

(and/or oedema) and by sex. 95% C.I. in brackets. 
 

 Reference WHO (2005) Reference NCHS/WHO (1977) 
  All Boys Girls All Boys Girls 
  N = 922 n = 442 n = 480 n = 922 n = 442 n = 480 

Prevalence of global 
malnutrition (<-2 z-
score and/or oedema) 

n=16 
1,7% 

(0,8- 2,6) 

n=5 
1,1% 

(0,2- 2,1) 

n=11 
2,3% 

(0,6- 4,0) 

n=23 
2,5% 

(1,5- 3,5) 

n=10 
2,3% 

(1,0- 3,5) 

n=13 
2,7% 

(1,0- 4,4) 

Prevalence of moderate 
malnutrition (<-2 z-
score and ≥ -3 z-score, 
no oedema) 

n=14 
1,5% 

(0,7- 2,4) 

n=5 
1,1% 

(0,2- 2,1) 

n=9 
1,9% 

(0,3- 3,5) 

n=21 
2,3% 

(1,3- 3,3 

n=10 
2,3% 

(1,0- 3,5) 

n=11 
 2,3% 

(0,7- 3,9) 

Prevalence of severe 
malnutrition (<-3 z-
score and/or oedema) 

n=2 
0,2% 

(-0,2 - 0,7) 

n=0 
0% 

(0,0 - 0,0) 

n=2 
0,4% 

(-0,2 - 1,1) 

n=2 
0,2% 

(-0,2 - 0,7) 

n=0 
0% 

(0,0 - 0,0) 

n=2 
0,4% 

(-0,2 - 1,1) 
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Table 4: Prevalence of acute malnutrition by age based on weight-for-height z-
scores and/or oedema 

 

  Severe wasting 
(<-3 zs) 

Moderate wasting 
(≥ -3 and <-2 zs) 

Normal 
(≥ -2 zs) Oedema 

Age 
(mths) 

Total 
No. No. % No. % No. % No. % 

6-17 205 1 0,5 10 4,9 194 94,6 0 0,0 
18-29 209 0 0,0 1 0,5 207 99,0 1 0,5 
30-41 193 0 0,0 1 0,5 192 99,5 0 0,0 
42-53 211 0 0,0 1 0,5 210 99,5 0 0,0 
54-59 90 0 0,0 0 0,0 90 100,0 0 0,0 
Total 908 1 0,1 13 1,4 893 98,3 1 0,1 

 
 
 
 

Figure 2: Weight-for-Height z-scores distribution 
 

 
 

 
 
 

Figure 3: Percentage of moderately manourished children (WHZ 
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Table 5: Prevalence of acute malnutrition based on the percentage of the 
median and/or oedema (n=922) 

Prevalence of global acute malnutrition 
(<80% and/or oedema) 

(n=4) 
0,4 % 

(-0,1 - 1,0) 

Prevalence of moderate acute malnutrition 
(<80% and  ≥ 70%, no oedema) 

(n=3) 
0,3 % 

(0,0 - 0,7) 

Prevalence of severe acute malnutrition 
(<70%  and/or oedema) 

(n=1) 
0,1 % 

(-0,1 - 0,3) 
 
 
 

Table 6: Prevalence of malnutrition by age, based on weight-for-height percentage 
of the median and  oedema. 

 

  Severe  wasting 
(<70% median) 

Moderate wasting 
(≥70% and <80% 

median) 
Normal 

(≥80% median) Oedema 

Age 
(mths) 

Total 
No. No. % No. % No. % No. % 

6-17 205 0 0,0 2 1,0 203 99,0 0 0,0 
18-29 209 0 0,0 0 0,0 208 99,5 1 0,5 
30-41 193 0 0,0 0 0,0 193 100,0 0 0,0 
42-53 211 0 0,0 1 0,5 210 99,5 0 0,0 
54-59 90 0 0,0 0 0,0 90 100,0 0 0,0 
Total 908 0 0,0 3 0,3 904 99,6 1 0,1 

 
 
 
 

Table 7: Prevalence of chronic malnutrition based on height-for-age z-scores. 95% C.I. 
in brackets. 

 
 Reference WHO (2005) Reference NCHS/WHO (1977) 
 All 

n = 908 
Boys 

n = 436 
Girls 

n = 472 
All 

n = 908 
Boys 

n = 436 
Girls 

n = 472 

Prevalence of 
stunting (<-2 
z-scores) 

n=161 
 

17,7%      
(15,3 - 20,1) 

n=86 
 

19,7%      
(15,9 - 23,5) 

n=75 
 

15,9% 
(12,4 - 19,4) 

n=128 
 

14,1% 
(11,4 - 16,7) 

n=63 
 

14,4% 
(10,7 - 18,2) 

n=65 
 

13,8% 
(10,2 - 17,3) 

Prevalence of 
moderate 
stunting 
(<-2 zs and ≥-
3 zs)  

n=120 
 

13,2% 
(11,0 - 15,4) 

n=64 
 

14,7% 
(11,7 - 17,6) 

n=56 
 

11,9%     (8,4 
- 15,4) 

n=98 
 

10,8% 
(8,4-13,2) 

n=49 
 

11,2% 
(8,3-14,2) 

n=49 
 

10,4% 
(6,9-13,8) 

Prevalence of 
severe 
stunting 
(<-3 zs) 

n=41 
 

4,5% 
(2,9 - 6,1) 

n=22 
 

5,0% 
(1,6 - 8,5) 

n=19 
 

4,0% 
(2,4 - 5,7) 

n=30 
 

3,3% 
(2,2- 4,4) 

n=14 
 

3,2% 
(1,3- 5,1) 

n=16 
 

3,4% 
(1,9- 4,9) 

 
 
 
 
 
 
 
 
 
 
 



Figure 4: Height-for-age z-scores distribution 
 

 
 
 
 
 

3.2 Mortality results (retrospective over 109 days prior to interview) 
 
 

Table 8: Mortality rates 

CMR (total deaths/10,000 people/day): 0,35 (95% CI: 0,22-0,49) 

U5MR (deaths in children under five/10,000 children under five/day): 0,67 (95% CI: 0,19-1,15) 

 
In 12 over 18 cases of death the interviewee could report a cause. The only recurrent 

cause was AIDS, to which three cases were attributed.  
 
The mean household size was 6,5 (95% C.I: 6,2- 6,7). 

 
3.3 Children’s morbidity 

 
Prevalence of reported illnesses in 6-59 month old children (n=944) in the two weeks 

prior to interview was 73,0% (95% CI: 70,2%-75,8). Symptoms breakdown is shown in 
Table 9. 

 
Table 9: Symptom breakdown 
 

Symptom 6-59 months 
Simple diarrhoea 15,7% 
Bloody diarrhoea 0,7% 
Cough/RTI 16,1% 
Malaria 32,4% 
Fever 23,2% 
Other 25,3% 
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3.4 Other results 
 

A visit was paid to the Soroti Hospital TFC where severe malnourished children are 
admitted from all the Teso Sub-Region. It has a 20 patient capacity, an office/consultation 
room, a shared kitchen and toilets. Most of the patients are referred by other hospital 
wards. Seldom health centres refer severely malnourished to the TFC. No outreach case 
finding is carried out and no SFC operates in the whole Sub-Region. 

The TFC lacks of material resources and skilled staff. A doctor is in charge of the 
TFC as well as of the paediatric ward. Some of the nurses were never trained on the 
management of severe malnutrition. Average defaulter and mortality rates are very high 
(close to 30% for the latter). Insufficient food provision to the attendants and long length 
of stay (30 days on average) are the main reported cause of defaulter. 

 
During the supervision of the data collection it was observed a common habit of 

consuming raw cassava. This practice should be discouraged because of the cyanogenic 
glycosides content of cassava roots when not properly treated. Toxic effects may occur 
both after acute and chronic consumption and affect mainly the nervous system. 

 
 
4. Discussion 
 

4.1 Nutritional status 
 

Sample sex ratio was 0.92 with male prevailing at all age groups but the 54-59 
months, where girls equalled boys. This data is consistent with the 2002 census that found 
in Katakwi District a men:women ratio of 0.93. 

 
Global acute malnutrition was 1,7% while severe 0.2% (only one case of marasmus 

and one of kwashiorkor were found) using WHO (2005) as reference. According to the 
NCHS/CDC/WHO (1977) reference the respective figures were: 2,5% and 0,2%. The 
latter allows a comparison with the AFC July 2006 nutrition survey which showed 5.8% 
of GAM and 1.0% SAM (see Table 10). The difference between the two is significant 
(p<0,001) however seasonality effect on malnutrition rates should be considered when 
comparing these figures, as the two surveys were done in different periods of the year. 

GVC figures are also below the Easter-Region data found during the 2006 National 
survey4: GAM (using the WHO 2005 reference) was 3,4% and SAM 1,0%. Table 10 
displays the main findings of the above mentioned surveys for comparison. 

In any case the GAM prevalence was below the 5% acceptable cut-off set by WHO5 
and no emergency nutrition intervention is needed at present. 

 
However food security assessment6 report states that floods have affected the first and 

second-season crops and the effects of such below-normal production are likely to occur 
early next year. 

 
 
 

 
4 Uganda Bureau of Statistics (UBOS) and Macro International Inc. 2007. Uganda Demographic and 

Health Survey 2006. Calverton, Maryland, USA: UBOS and Macro International Inc. 
5 WHO (1995). Physical Status: the use and interpretation of anthropometry. Report of an expert 

WHO committee. WHO technical report No. 854. WHO, Geneve. 
6 FEWS Net (2007). Uganda Food Security Outlook: October 2007 to March 2008. Available on 

internet at: 
http://www.fews.net/centers/innerSections.aspx?f=ug&m=1002634&pageID=monthliesDoc. 
Accessed on 20 December 2007. 

http://www.fews.net/centers/innerSections.aspx?f=ug&m=1002634&pageID=monthliesDoc
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Table 10: Comparison of anthropometric data from different surveys 
 

 NCHS/CDC/WHO (1977) WHO (2005) 
 GAM SAM GCM SCM GAM SAM GCM SCM 
GVC (2007) 
Katakwi 2,5% 0,2% 14,1% 3,3% 1,7% 0,2% 17,7% 4,5% 

AFC (2006) 
Katakwi 5,8% 1,0% 35,3% 9,0% 0,0% 0,0% 0,0% 0,0% 

UDHS (2006) 
Eastern Region 2,2% 0,0% 29,0% 8,9% 3,4% 1,0% 36,2% 12,5% 

 
Age specific malnutrition rates differ significantly. Most of the children (78,6%) 

below -2 Z-score weight-for-height are in the 6-17 bracket. A peak is evident in this age 
group while from 18 month onward malnutrition rates are very low and consistent all 
along other age groups. Breastfeeding practices like early interruption of exclusive and 
partial breastfeeding, early introduction of complementary food and use of low 
protein/energy weaning foods may play a crucial role as determinant of malnutrition 
among these children. 

AFC (2006) survey has provided some insight in such practices and helped in 
interpreting the findings. The AFC survey found that 28% of mothers introduced 
solid/liquid food in children nutrition before the 3rd month of age and 72% before the 4th, 
against the recommended 6 month of exclusive breastfeeding; on the other side partial 
breastfeeding is continued in 70% of cases for 18-24 months. No easy interpretation of 
complementary food appropriateness (quantities, frequency etc.) is however possible from 
AFC survey. 

 
A further data analysis evaluated the association between areas of residence (whether 

flooded or not) and prevalence of malnutrition. The survey sample was divided in two 
groups according to whether the area had been flooded or not. An OCHA map7 was used 
to assign the clusters to one group or the other.  GAM was hence calculated for the two 
sub-samples8. The two samples of 407 (flood affected) and 478 (non-flood affected) 
children resulted in GAM of 1,5% (95% C.I.: 0,1- 2,9 C.I.) and 2,1% (95% C.I.: 0,8- 3,4) 
respectively. Flood affected areas had lower malnutrition rates but confidence intervals 
overlap and the difference (0,6%) was not statistically significant (p=0,27). 

 
Global chronic malnutrition (GCM) of 17,7% using WHO (2005) and 14,1% using 

NCHS/CDC/WHO (1977) references, was “acceptable“ according to international cut-off 
of 20%9 and well below the 2006 AFC’s data (35,3%). The 2006 UDHS National Survey 
found that 36,2% of children (WHO 2005 reference) were below the -2 HFA z-score cut-
off for chronic malnutrition. Other data are shown in Table 10. 

The reduction in the chronic malnutrition rate is significant and a long term 
improvement in the nutritional status of children could be inferred. 

 
4.2 Mortality 

 
Crude mortality rate (0,35 deaths/10,000/day) and under five mortality rate (0,67 

deaths/10,000 U5children/day) are within the acceptable limits. However high mortality 
consequent to malnutrition might occur in the coming months when food insecurity is 
expected. No previous data was found to compare the mortality rates with. 

 
 
 

                                            
7 OCHA (2007). Katakwi map showing areas and roads affected by floods - Sept 2007. 
8 NCHS/CDC/WHO (1977) references were used for this analysis. 
9 WHO (2005). Growth Standards 
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4.3 Children morbidity 
 

Retrospective morbidity among children is still high even though improved with 
regard to the November 2007 UNICEF Rapid Nutrition Assessment in the Teso Sub-
Region. Malaria was the most common reported disease with one child in three sick in the 
last two weeks. However aggregating those reporting malaria with those reporting fever 
the percentage reaches 55%. This data is consistent with the Easter Region figure drawn 
from the 2006 DCHS National survey (52,6%). 

Cough and respiratory infection were reported by 16,1% of the caretakers. The UDHS 
survey in the whole Eastern-Region found a similar data (17,4%). 

 
 
5. Conclusions 
 

At present malnutrition (both acute and chronic) and mortality rates are within the 
acceptable ranges from a public health perspective. A downward trend is apparent 
compared to the 2006 figures (AFC and DCHCS surveys). The nutritional status of the 
population is therefore good and floods seem not to have had any effect so far. However 
the effects of the floods on the food security, hence on malnutrition and mortality rates, 
are likely to happen early next year. 

 
Early introduction of foods (and possibly its nutritional quality) is the most likely 

determinant of malnutrition among children and should be properly addressed. 
 
Prevalence of diseases seems also “normal” when compared to previous survey. 

Floods seem not to have had any effect on health status as well. Malaria and RTI, the most 
prevalent disease and most sensible to a flood type disaster were as prevalent as in 2006. 
However gross rates remain high and need attention in a long term perspective. 

In the short term the poor health status of children might aggravate the potential 
consequences of food insecurity and poor nutrition status consequent to the harvesting 
losses. 

 
6. Recommendations and priorities 

 
- Establishing a surveillance system which should monitor the trend in the nutritional 

status of children through anthropometry (weight-for-height index) on a two-month basis, 
starting from February and using the present survey as baseline data. A random sub-
sample of the children included in this survey should be used adopting the same 
methodology. 

 
- Breastfeeding practices like early introduction of food and, possibly, food quality, 

should be improved. Proper information and education on these subjects can be 
provided/strengthened at no additional cost during antenatal care visits and paediatric 
consultations at public clinics.  

 
- Strengthen the Soroti TFC with training aimed at nurses and doctor and with 

provision of medical and non-medical equipments. 
 
- Provide enough food to the malnourished attendants to encourage them to stay in the 

TFC until the completion of the treatment. Although attendants of public hospitals in 
Uganda do not receive food rations, it should be considered that malnourished children 
come often from the poorest households which cannot afford purchasing of food from the 
market. Food aid is therefore highly recommended to help attendants to have their 
children cured in TFC. 
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- Awareness campaign to reduce the raw cassava consumption and teach proper 
processing. It may include nutrition education in primary and secondary schools, radio 
broadcasting of key message, etc. 
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