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A Rapid Assessment of Infm Gnnorh Faltering and Capaciryfir Community Based-Rcsponrcs in Uganda 

EXECUTTVE SUMMaP %a Y 

Over half of the young children in Uganda have chronic undernutrition, one of the 
highest levels in the world. Steep declines in adequate growth begin in the first year of life. 
The new Uganda Nztional Fwd and Nutrition Policy recommends further study of this 
alarming situation before developing appropriate responses. Moreover, the new Ministry of 
Health plan proposes to expand Primary Health Care and mobilization of Community-Based 
Health Care as strategies to prevent illness and malnutrition. 

The purposes of the WINS assessment were to: 

conduct a rapid, in-depth analysis of the infkqt growth and weaning situation; and 

identify feasible approaches for strengthening the links between the formal health 
care delivery system and the community. 

The WINS assessment team was composed of two external and four Ugandan nutrition 
experts. They worked for three weeks in September, 1992 in both Kampala and in two 
districts, in collaboration with District Health Management Teams. The assignment was 
carried out in coordination with the Child Health and Development Centre, Makerere 
University and the Nutrition Division of the Ministry of Health. 

The WINS methodology consisted of rapid assessment procedures (RAP) for nutritional 
analysis and programme evaluation at multiple levels: national, district, sub-county, parish, 
community and household. The two districts selected for in-depth study were among the 
most malnourished areas in the country: the Eastern district of Iganga and the Southwestern 
district of Rukungiri. Several qualitative and quantitative methods were implemented with 
the assistance of district counterparts and members of the Resistance Committees at the 1 
through 3 levels: 

anthropometric measurements taken on nearly 780 individuals, including mothers, 
infants and young school children; 

in-depth case histories on 32 households with children under two; 

seven formal focus groups: three with health workers, two with mothers, and two 
with fathers 

observations at 26 health service delivery points; 

WINS - UGANDA, 1992 
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eight semi-structured group meetings; 2nd 

numerous key informant intmiews. 

Two crucial aspects of the RAP are immediate f d b a c k  of the information to potential users 
in order to generate dialogue for better interpretation and mobiliation for planning and 

' 

training of Ugandan staff in the RAP methodology from planning to analysis and 
interpretation of findings. 

MAJOR FINDINGS 

The main findings from the WINS assessment can be summarized as follows: 

We con fm the results of the 1988-89 Ugandan Demographic and Health Survey (UDHS) 
which showed very high levels of moderate and sevefe stunting in rural young children. 
Much of the growth fhltering is initiated between four to six months of age, and peaks to 
over 50 percent in the second year of life. We went beyond the DHS results to explore 
intra-district differentials and associated maternal malnutrition. Within the same district, a 
wide range of stunting was found, from 70 percent in the rift valley of Northern Rukungiri, 
to only 10 percent in an elite private school in Rukungiri town. Maternal nutritional 
problems were quite prevalent, such as undernutrition @EM) (20 to 40 percent), anaemia 
and goitre. 

Major illnesses (measles, malaria, pneumonia and ciikhoea) were the main factors identified 
in the case histories as . .  . specific periods of growth Mtering (leveling off or 
weight loss), as analyzed in the case control histories. Other important factors 
were food unavailability, lack of access to quality health care, inadequate child care, and 
social and family problems. The interruption of breastfeeding because of a new pregnancy 
usually resulted temporarily in faltering of growth (as observed on the child health card 
records), after which there was usually catch-up growth. The key determinants 
identified were year-round food insecurity and poverty, poor sanitary environment, 
conflictive husband-wife decision making on intra-household resource allocation, and 
maternal malnutrition. 

WINS - UGANDA, 1992 
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All mothers breastfed their infhnts on demand and day and night. The type of supplemental 
foods used during the weaning period or the age of introduction did not vary much among 
children with poor or adequate growth. Self-perception of adequacy of quality and quantity 
of breasdeeding was associated with good growth. Average age of introduction of 
supplementary foods was between four to six months. Earlier introduction was related to the 
common belief of getting the child accustomed to other foods in case the mother is unable to 
breastfeed (due to illness, separation, pregnancy, etc.), and to perception of inadequate milk 
production by the mother. Some impoverished women were observed to lack the time, 
energy or confidence to better utilize available traditional foods for child feeding. 

The overall access and quality of care in both the government and private health systems was 
criticized by people at all levels. The RAP identified similarities and differences in nutrition- 
related health care delivery in the two districts. There is little or no growth monitoring 
being carried out, particularly in one district. When it happens, it is usually attached to 
irnnlunization clinics (which have good coverage) and thus concentrated on children under 
five months. This leaves the older, more nutritionally vulnerable infants and toddlers with 
little coverage. The nutrition counselling opportunities are potentially available through 
control of diarrhoea1 diseases (CDD) home visits, but these visits tend to be infrequent and 
untargeted, and often malnutrition-related observations are being missed. Prenatal coverage 
is quite high in Uganda, but usually consists of only one visit, and usually Iate in the 
pregnancy. Under these circumstances, little or no maternal nutrition assessment or 
education takes place. One District has better distribution of the health inspectorate staff 
with community linkage capability, the other has effectively mobilized community-based 
healih committees and trainers of community health workers. 

To link the health and social sectors with the community (Resistance Council levels 1 and 2) 
several entry points considered to be physically, culturally and econornicatly fpsible were 
identifies and include: 

Community-based health care committees (CBHCCs) 

Expanded Programme of Immunization (EPI) outreach clinics linked to community- 
based growth menitorhg a d  promotim (GMtP) and f o ~ d  up by integrated 
home visits (Control of Diarrhoea1 Diseases, and Community-Based Distribution 
(contraceptives)) 

WINS - UGANDA, 1992 
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antenatal and family planning clinics and the use of pregnancy monitors 

' women's clubs, parent-teacher associations (PTAs), and church groups with related 
income-generating activities 

primary schools 

existing traditionai community advisors (in health and nutrition-related areas). 

To support these community-based activities, the district supervisory and operational level 
(multisectoral) outreach w o r b  (teachers, agriculture extension, community development 
and home economist and health) should be reoriented in nutrition and motivated and trained 
to include nutrition in their activities and to work in coordination with the Resistance Council 
structure and traditional midwives/healers. This will ensure that the community's priorities 
are known, respected and that households are sufficientb mobilized. 

MAJOR RECOMMENDATIONS 

The WINS team proposes the following recommendations to the government, university, 
non-governmental organizations, international donors, and private sectors and community. 

Promote and encourage multisectoral approaches to addressing the nutrition yoblern, as 
articulated hi the National Food and Nuhition Policy, and the Ministry of Health (rdOH) 
integrated Maternal and Child Health (MCH) programme through the new Child 
NutritionfGrowth Promotion Action Plan. 

Address the serious problem sf househdd fwd insecurity in a broad, multisectolal manner, 
in coordination with the Ministry of Local Government and District Administrator's Office, 
and under the process of decentralization. 

Use multiple entry points to bridge the gap between the health facilities and the community 
within the new Three-year Health Plm. 

WINS - UGANDA, 1992 
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Strengtherr the nutrition component of the MOH's integrated MCH programme by inclusion 
of explicit objectives and activities and by provision of adequate technical resources for 
implementation at operational levels. 

Xevitalize growth monitoringlpromotion of young children as well as maternal nutrition 
monitoring into the MCH programme. 

Develop capacity-building strategies in policy and programme-relevant ap2lied research, 
nutritional monitoring and surveillance, programme planning and evaluation to support the 
new Nutrition Division of the MOH and appropriate centres/institutes/departments of 
Makerere University. 

Strengthen the new integrated MOH approach to training for the MCHInutrition programme 
within Primary Health Care, and accelerate Community-Based Health Care strategies. The 
programme should include breastfeeding protection, maternal nutrition, improvement of 
infant and young child feeding promotion and dietary manzgement of illness. 

Extend and refine RAP approaches, such as those developed in collaboration with the 
Ugandan colleagues and used by the WINS Assessment team, to other priority districts and 
to other sub-counties within Iganga and Rukungiri Districts, with greater local participation. 

Extend and intensify applied, operational and qualitative research on the causes of infant 
growth faltering and maternal malnutrition during pregnancy and lactation. Updated  wid 
science and epidemiological techniques should be applied. 

Support careful research on the impact of major illnesses in the first two years of life on 
breast feeding and young child feeding and other nutrition-related factors. 

USAID and UNICEF should continue to collaborate to ensure that nutrition programmes are 
appropriately studied md planned, with accelerated implementation, starting in selected 
expeirrnentai districts which are sensitized and committed. 

WINS - UGANDA, 1992 
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I. INTRODUC'IION AND BACKGROUND 

Uganda has only recently recognized its serious problem of maliiutrition when compared 
to neighboring countries; The Uganda Demographic and Hcalth Survey (UDHS) of 1988-89 
documented the high prevalence of chmnic undernutrition, and the steep decline in growth 
(growth faltering) beginning in the first year of life. Subsequent in-depth analysis and 
national seminars have raised Government of Uganda and public awareness about the 
magnitude of the prcrblem-one that had never been taken seriously by this food-rich country 
until recently. The problem of stunting and underweight have now been more accurately 
redefined as chronic undernutrition and long-term deprivation related to poverty, disease and 
ignorance rather than acute malnutritional disease (e.g., kwashiorkor or rnarasmus). Further, 
President Museveni has recently identified malnutrition as one of the top five problems in 
Uganda. 

However, the determinants of eariy growth faltering have not been studied in detail. The 
new Uganda National Food and Nutrition Policy and Strategy recommends further study of 
this alarming situation before developing appropriate responses. Moreover, the new Three 
Year Plan of the Ministry of Health (MOH) proposes expansion of Primary Health Care 
(PHC) and mobilization for Community-Based Health Care (CBHC). These steps should 
provide important operational strategies for linking the health and social sector with the 
Resistance Council (RC) structure and the community. 

The main sponsor of the WINS Assessment, USAID, in coordination with the UNICEF 
healthlnutrition country programme, has been zctively inv~fvsd in sponsoring applied 
research and policy development in nutrition, and in addressing nutrition considerations in 
their Control of Diarrhoeal Diseases (CDD) programme. However development of direct 
nutrition programmes and components, mommended by previous consultants and the MOH, 
has been slow. Reason for encouragement is that UNICEF is now considering raising the 
importance of nutrition in its revised Country Programme, and USAID may incorporate 
breastfeeding and weaning into its new Family Health (DISH) project design. Other bilateral 
and multilateral donors are now assisting the government to think through its nutrition 
programming. 

The WINS assessment had two major objectives: 

ituatiorl; I. conduct a rapid, in-depth analysis of the infant.ProwtL and w e a m  s 

2. identify feasible approaches for strengthening the links.b etween the formal health 
e delivery svstem and the community. 

-- 
WINS - UGANDA, 1992 
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The assessment was conducted in coordination with a USAD-sponsored breastfding 
assessment'. 

The main users of these results were expected to be the Ministry of Health, the District 
Ministry of L a d  Government and donors. Donors requested that practical recommendations 
be forthcoming to meet both short- and medium-term information needs for policy-making 
and programme dcvelopment. Two months after the completion of the infant growth and 
breastfeeding asessrnents, a dissemination seminar and planning workshops were held. 

Capacity-building was also a major consideration of this assignment. The counterpart 
institutions, the Nutrition Division of the Ministry of Health, and Makerere University, 
allowed some of their key nutrition personnel leave in order to participate full-time as 
colleagues in this three-week assignment. Nutrition had just beea elevated to the important 
level of "Division" within the Ministry of Health. Thus, training in new social science and 
epidemiological methods and techniques as applied to nutritional assessment and programme 
fo-mulation, and sharing of experiences, were important elements of this assessment. 

The assessment team was composed of and three Ugandan nutrition experts with extensive 
appkd research and programme implementation experience and two external consultants 
with substantial experience in Ugandan nutritional studies (a social scientist/nutrition planner 
and a medical nutritionist). Moreover, at the District levels, the District Medical Officers 
@MOs) assigned their technical and supervisory personnel to join the team, and at the 
community levels, the RC structure opened doors to the villages and households and actively 
joined in the assessment. 

The study methodology consisted of rapid asseysment procedures (RAP)2 for 
nutritional analysis at multiple levels: national, regional, district, sub-county , parish, 
community and household. A literature review and document search were carried out, and 

'Mukasa, G; Steel, A; Sserunjogi, L; Holley, M; Mateega, P; Tindiweegi, J. W p o r t i m  B- 
in Unanda: An Assessment of the Breastfeedinn Situatioi). Wellstart International, September, 1992. 

Qapid Assessment Procedures, as applied in this exercise, are designed for timely and participatory assessmtmt 
of the nutritien situation with smphaais on appropriata fallaw-llpacaian. Tha dats instruments shauld ha dwaLoped 
tqether by the team, with emphasis on applicabiIity for accomplishing the data gathering within an abbreviated 
timeframe. However, the validity, reliability and appropriateness of the data should not be compromised by making 
the process too rapid or too superficial. The WINSNganda Team is preparing a more complete description of  the 
Rapid Assessment Approach. 
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meetings were held with major nutrition donors (USAID, UNICEF, WHO), MOH policy 
makers and programme managers, non-governmental (NGO) and private sector, and 
university personnel to identify major nutrition issues and programme activities. 

In the subsequent field work, the WINS team spent a week in each of two high malnutrition 
prevalence areas of the country (see Map, below). One district in each area was selected on 
the basis of the high degree of interest expressed (in previous reconnaissance visits) by the 
DM0 in addressing the nutrition problem: the Eastern District of Iganga (the most populous 
district in the country); and the Southwestern District of Rukungiri--where numerous RAP 
qualitative and quantitative methods were implemented with the participation of district m'd 
comrnuni ty-level counterparts. 

Selected Assessment Areas: Uganda 

/Lz/ \  
RWANDA 

-- - 

0 a Assessment Districts 

WINS - UGANDA, 1992 
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Figure 1 presents the sequence of RAP methods used during the three-week assessment 
period. A conceptual fnamework, developed earlier in the year to analyze the UDHS, was 
used as a convenient poin,t of departure (Annex 1). It helped the team focus on the two 
immediate determinants of infant growth: breastfeeding and dietary intake and health status; 
and on four key proximate determinants: food availability, access to resources, caring 
capacity (of the family), and healthlsocial services. 

The left-hand side of Figure 1 represents the more quantitative filtering process tluough the 
health system by which growth cards were obtained and representative growth patterns 
selected for in-depth case history analysis. The right-hand side ]presents the more qualitative 
sequence through community structures of key informant interviews and group meetings 
through which key targets of health workers and parents of infints were identified and 
appropriate focus groups organized. 

In summary, some 691 persons were measured at the seedy health centreslposts and schools, 
using anthropometxic procedures, including 368 children under two, 193 school children five 
to eight years old, and 134 mothers. Numerous in-depth case histories, focus groups, group 
meetings and multiple observation sites (e.g., home, market, clinic, school, etc.) were 
employed at all decentralized levelc. (A listing of the methods used, their number of 
applications, and the sample sizes of persons screened is presented in Annex 2.) 

Figure 1 

I DISTRICT PHCICBHC I 
I \ 

CARDS - E MEETINGS 
v 

FEEDBACK 
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A. SITE AND CASE SELECTION 
- 

The 1988-89 in-depth Uganda Demographic and Health Survey analysis permitted the - 
identification of high prevalence regions and characteristics of Edmilies with malno~rished 
children. The three highest prevalence regions identified included the East, the Southwest 
and the West Nile. Time permitted implementing the assessment in the closer Eastern 
Region (Iganga); and in the Southwest (Rukungiri), where the presence of CBHC and DM0 - 
interest in the assessment provided the rationale for selection. - 

- Within each district, parishes were selected where there were already established entry points 
into the community, either through CBHC or through Expanded ,?rogramrne of lmmunisation 
@PI) outreach clinics and CDD home visits. In Rukungiri, where there are nearly ten 
parishes to choose from, the assessment team selected one where the District Health 
Management Team suspected a lot of malnutrition (Bugangari), another, where there was 
regular growth monitoring (Kisiizi), and a third, representing the most highly mobilized 
CBHC parish (Kichwamba). The team spent one full day in each parish. - 

- 

The case control histories were selected on the basis of the established growth pattern of the 
- - 

infant or young toddler (see Amex 3 for the selection instrument). Three of growth 
patterns observed on the child health cards were actively searched for: 

- 
a positive or steady upward growth pattern 

?!! a negative or declining growth pattern 

a recuperative or updown-up pattern. 

An example of each of these growth patterns is found as figure 2. 

These three patterns were selected at EPI outreach clinics if there was regular growth 
- monitoring and plotting, or, if not, by house-to-house visits in the company of the RC and 

the community health worker (CHW). 

In Buruba Parish, Iganga, where the nearby Mission hospital does regular weighing, the 
i n h t s  were selected by examining child health cards during home visits in two villages. In 
Bulamagi, Iganga, one village selected infants in the same way, while in the other, a well- 
mobilized EPI outreach identified over 54 children h m  which six were selected for their 
contrasting growth patterns. Here, however, very few under-twos had ever been weighed 
nor had weights been plotted. In Kisiizi and Bugangari, the static Maternal Child Health - -  - 

WINS - UGANDA, 1992 
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- - - --- - - 

Fl&31re 2 

Positive or steady upward growth pattern 

Negative or declining growth pattern 
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(MCH)/E?I clinics were doing regular weighing and study children were selected from 
those in attendance, while in Kichwamba, Kasindiro and Ruhinda, the RCs, community 
development assistant @A) and village health workers (VHWs) led the team to identifv 
infants with varying growth patterns. 

Primary P-1 schools were selected in areas where CBHC or growth monitoring was taking 
place. After the children left the opening line-up at 8 am, the P-1 students were lined up 
again according to sex and age grouping (young sixes, older sixes, young sevens, etc.) and 
their heights were taken. At Buluba, clinical screening for chronic malaria (large spleens), 
anaemia, goitre and Vitamin A deficiency was carried out. At the conclusion of the height 
census, instant analysis and feedback to the headmaster and his staff was provided, with 
subsequent discussion. 

Mothers were identified for anthropometric screening in various locations: antenatal clinic 
(Kisiizi); hospital maternity ward (Rukungiri town); hospital paediatric ward (Buluba); EPI 
static 
- 

- 

clinics (Iganga and Bugangad); and- their measurements during home visits. 

Age screening for school height census 

'Infant lengths were also taken a Nyakibale Hospital and the Bugangari EPI clinic. 

WINS - UGANDA, 1992 
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B. ASSESSMENT LIMITATIONS 

The rapid assessment approach has distinct advantages, namely providing criticat 
information in a timely way, through a participatory process, to inform an appropriate course 
of action. However, the approach also carries with it certain limitations, as implied by its 
name, "rapid" asessment procedures. As previously mentioned the validity, reliability and 
appropriateness of the data should not be compromised by making the process too rapid or 
too superficial, nor should one generalize study findings to a larger population than the one 
that is studied. 

The following limitations in this study should be noted: 

1) Shon study time flame: this particularly affected the design, pre-testing and 
interviewer (N=3) standardization of the case history method; the three interviewers 
were better prepared for their work in the second study site of Rukungiri. Also the 

- short time frame precluded selecting a more isolated area in Iganga. 

2) Lack of child health car& with weight reconis in numerous parishes: the sample was 
restricted to those parishes where at least some weighing and plotting on child health 
cards were being implemented. 

3) Multiple languages: interpreters were needed for most of the case histories, 
community meetings and traditional birth attendant (TBA) interviews in Rukungiri 
District and interpreters may have i@mced.some of the interactions and slightly 
altered the questions. 

4) Lack of measurement data: neglect of focus on maternal and birth weight 
measurements and school height anthropometry census data in Iganga. Also lack of 
infant lengths except for a few. 

5) Small sample sizes: several factors contributed to small numbers-the tedious process 
of selecting different growth patterns, and the time-consuming nature of case histories. 

6) Small number of Districts sampled: only two districts were selected, as these 
represented the two District Medical Offices most interested in addressing the nutrition 
situation. Thus the study findings cannot be generalized to other regions of the 
country. 

-- 

7) Retrospective investigation of growth faltering: mothers may have better recall on 
factors such as major illness than on other types of determinants of growth faltering. 

WINS - UGANDA, 1992 
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III. RESULTS: PREVALENCE OF INF'AIWI CHILDHOOD AND 
MATERNAL -ON 

The WINS assessment confirms the UDHS and previous surveys' findings of very high 
levels of chronic undernutrition, with higher levels in the Southwest, and early growth 
faltering: 

The school height census documented a wide range of past stunting (under 3rd 
percentile), from nearly 70 percent in the rift valley of north-central Rukungiri 
(Bugangari) to only 10 percent in the elite private school (Universal) in Rukurigiri 
town (Fig. 3). This finding is of particular significance because it dispels the notion 
that genetics play a major role in determining small stature. Within the similar 
Ankole (Banyankole) ethnic group areas in central and north-central Rukungiri, such a 
wide range in stunting levels is found in young school children. We suggest, 
therefore, that stunting is mainly a result of different socioeconomic, agro-ecological 
and epidemiological environments. Also older P-1 students and those who had to 
repeat P-1 were more malnourished in Buruba and Universal schools than their 
younger classmates. Except in one school, stunting in girls was rno~,: prevalent than 
in boys in three of the four schools surveyed. 

Figure 3 

Levels of Stunting, Primary 1, By Sex 
Selected Schools, ~ u k u n ~ i r i  Dist. Sept92 

% Stunted (very low height/age) 
80 I 

Bugangari Kicwamba Rukungiri town 

Girls Boy8 a Total 
N~188uoan.73Klman.40AuLu/Unlvt 80.8 s-8 
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-- 

Longitudinal and cross-sectional growth monitoring data from child health cards at 
over one dozen urban and rural sites in this study and others show that mucn of the 
growth (weight gain) faltering begins between four to six months of age, and peaks 
early in the second year of life (see Figuxe 4). 

Close associations were found between anthfopometric measures of mid-upper arm 
circumference W A C ) ,  stunting (very short for age) and p r  incremental weight 
gain. 

Maternal malnutrition was found to be high: between 20 percent in Iganga to nearly 
40 percent in selected Rukungiri sites. 

Other nutritional problems of anaemia and goitre were also found to prevail in 
women, particularly in the Southwest where iodized salt is not used and the area is 
mountainous. 

Figure 4 

Stunting & Underweight, Children ~18rno 
EPI Clinic, Bugangari,Rukungiri District 

% (3rd percentile(below growth curve) 
60 1 

0-6 m08. 6-11 m08. 12-18 m08 Total 

Stunting Underweight r"-1 Both Stuntad/Uncletwt 

N-28: 0-6-18: 8-11.8: 12-18-21 Sapt.leQ2 
Souroer ollnlo ettendarr, WINWMOH data 
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A. INFANT -ON 

It appears that the prevalence of underweight children as observed in the EPI clinics and 
MOH information system is artificially low because most of the children are under five 
months of age, a period when most growth faltering has barely begun. Levels of 
underweight in the second year of life are around three times as high as in the first year 
(Figure 5). Even within the first year of life, the MOH data on underweight underestimates 
the percentage of children who are already in a growth faltering pattern. In Bugangari, for 
example, only 10 percent of the children observed were underweight (below 3rd percentile), 
but 33 percent were already growth faltering (i.e., weight not increasing or increasing at a 
rate under that of the 3rd percentile line). 

In Kisiizi, only 5 percent of the EPI attendees were underweight; this rose to nearly 10 
percent if only re-attendees were included. However, it rises to 40 percent in the few 
children over two who attend. 

Figure 5 

Percent Underweight, Sept. 1992 
Some MCH/EPI sites, lganga & Rukungiri 

96 under arowth chart line 

- 
#inawanawa,lgang/OR Kisiizi Hoap&OR Bugangari HC&OR 

Static Health Centre and EPI Outreach 

Under 12 months 12-23 month8 
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. B. MATERNAL MA-ON 
- 

- Maternal weight and height, pregnancy weight gain, and arm circumference have been 
used to assess maternal nutritional status. In this assessment, weight or height measurements 
were obtained only sporadically, so pregnancy weight gain, height or weight status data were 
not available from records of women observed by the team in either Iganga or Rukungiri 
districts. Nutritional status was gauged using a rapid assessment mid-upper-arm 
circumference (MUAC) measurement" with a cut-off p in t  of < 23.5 cm for a diagnosis of - 
malnutrition and < 152 cm (5 feet) for stunted height. MUAC measurements determined 

- that 15 percent of women in Kisiizis, 30 percent of women in Bugangari6, 37 percent of 
women in Nyakibale Hospital7, 24 percent in Buluba Hospital, and 11 percent of 
the case study mothers were malnourished. About 20 percent of women at Kisiizi Hospital 
were noted to be stunted. 

- 

4 Short stature places women at increased risk for labor and delivery complications. Cephalo- 
pelvic disproportion is relatively common in areas of widespread malnutrition. Because - - 

- Iganga, Kisiizi and Nyakibale Hospitals are referral centres, a higher caesarean section rate 
- - than in the general population is expected: 12.3 percent to 13.3 percent. The high caesarean 

section rate may represent the presence of cephalo-pelvic disproportion. Small pelves in 
- - mothers may reflect protein-energy malnutrition (PFW with stunting early in life. Also 

adolescent pregnancy may be a contributor. 
- - 

Maternal malnutrition prior to and during pregnancy and lactation may affect the infant's size 
at birth and the mother's ability to lactate optimally. An association between maternal 
MUAC and birth weight has been shown (see Table 1). In this assessment, low birth weight. 
was more prevalent in those women with a MUAC of < 23.5 cm compared to those > 23.5 
cm. 

'MUAC correlates very highly with body weight and body mass index and has been found in a WHO 
collaborative study to be a good pndictor of low birth weight. It is also a measurement that can b easily 
performed by CHWs or traditional birtb attendants (TBAs). 

'Women attending the antenatal clinic in Kisiid Hospital in Rukungiri District may not be wholly representative 
of the women living in the sumunding mral am;  they m y  either represent high-risk pregnancies or m y  represent 
women of higher socioeconomic status. Thirty-kee out of 50 womm, in various stages of pregnancy, were - - 

meesured. 

%ample s k c  26 mothers seen in a static EPI clinic. 

'Sample size: 19 women who had just delivered infants. 

WINS - UGANDA, 1992 
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MATERNAL, IKJTMTJONAk STATUS 
-J&g&t 

Maternal 
Nutritional Status 

Kisiizi Bugmgari Nyakibale 
Hospital EPI Static Maternity 

Antenatal Clinic Clinic Ward 
n =33 n=22 11 = 19 

% with arm cimm (AC) 1.23.5 1 37% 

% with height < 5 ft. (152 cm) I I896 I - I 
% with goitre (WHO grading 0-4) -- I 27% 

11 415 women with low AC were stunted and 213 of stunted women had low AC 

This assessment also revealed a moderate iodine deficiency problem in Rukungiri District, 
based on a goitre rate of over 10 percent!. Goitre was noted in 23.1 percent of pregnant 
women in Kisiizi (from 1 + to 3+ grades) and was casually noted in the other groups of 
pregnant and non-pregnant women. In a group of Bugangari school girls, three of ten pre- 
adolescent girls were observed to have goitres. Contributing factors to iodine deficiency 
(IDD) include: reliance on water from mountain streams with leaching of iodine in the soil, 
goitrogenic foods in the diet (particularly cassava and soy) and very limited use of iodized 
salt. Even moderate IDD can result in poor pregnancy outcome and poor growth in children. 

C. LOW BIRTH WEIGHT 

Infants born with low birth weight (LBW) due to prematurity may tako, one to two years 
to achieve normal size if postnatal conditions are favorable. However, infhnts who are of 
LBW due to intrauterine growth retardation (IUGR) show little if any catch-up growthg. 
Low birth weight infants, particularly due to IUGR, may partly explain the short stature 
found in infants in the first year of life (particularly from 4 to 12 months) reported by the 
UDHS survey. To attempt to distinguish preterm LBW infants from IUGR LBW infants, the 
assessment team examined several Ugandan reports. Only summary statistics from the health 

'Women were examined by Dr. Neumann for presence of goitre by visual inspection and palpation, using the 
World Health Organization (WHO) 0-4 grading scale. 

%is has been documented by long-tam follow-up studies on infants around the world. 

WINS - UGANDA, 1992 
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planning unit of the Ministry of Health reported categories of overall LBW with gercentages 
attributable to prematurityi0. From this we could estimate the number of LBW infants 
attributable to IUGR. We accomplished this by subtracting the percentage of premature 
births (5 percent) from the overall LBW rate of 17.9 percent, deriving a figure of 10.8 
percent for our crude estimate of IUGR". From this we can draw a conclusion 
that the predominant cause of LBW in this m p l e  is IUGR. 

Of particular note are the high overall LBW rates for infants in Iganga and Masaka Districts, 
at 30 percent and 28 percent, respectively. While IUGR is usually associated with maternal 
malnutrition andlor infection, particularly placental malaria, it is possible that the highcr 
LBW rates reported for M a  and Iganga could also be associated with maternal HIV 
infection. 

In addition to examining the above, the assessment team also culled data on LBW from 
maternity unit log books in Iganga and Rukungiri Districts, looking at newborn birth weights 
<2500 grams and between 2501-2800 grams12. The latter were included because they 
represent sub-optimal birth weight and also reflect maternal nutritional status. About 10 
percent of all live births in the hospitals studied were <25QO grams, while the group with 
birth weights between 2501 and 2800 grams varied from 12.3 percent at Iganga Hospital to 
18.8 percent at Kisiizi Hospital in Rukungiri District and 11 percent at Nyakibale Hospital, 
also in Rukungiri. In a 12 percent sub-sample in Iganga, low birth weight was examined by 
maternal age to see if LBW or suboptimal weight infants could be attributable to very young 
women. In this sub-sample, 16 percent of women < 17 years of age gave birth t~ LBW 
infants, while women > 17 years of age did not give birth to any LBW infants. 

N. DETERMINANTS OF INFANT GROWTH FALTERING 

Determinants of infant growth faltering were derived through rapid assessment procedures 
including: 

1. an in-depth case control study of 32 households with children under age two; 
2. focus group discussions, multiple observations and key informant interviews. 

'"Data reported from 15 hospitals and districts. 

"Total number of live births: 18,522. 

"A 50 percent sub-sample, representing January through September, 1992, was selected h m  the maternity unit 
registry of births. 
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The case control study examined the underlying and situational detcrniinants of early growth 
faltering. Focus group discussions, group meetings, multiple observations, and key 
informant interviews supplemented the case study information, providing careful, in-depth 
discussion and opportunities for consensus building on certain key issues including: health 
status; husband-wife decision making on intra-household allocation, control and management 
of resources; health care utilization; maternal and child caring capacity and women's 
workload; feeding practices; social and emotional problems; and household food security. 

A. CASE CONTROL STUDY: METHODS AND MAJOR FINDINGS 

In the case control study, particular emphasis was placed on specific periods of weight 
loss or levelling off (the "valleysn on a growth card) and on recuperative periods (the 
subsequent "peaks" or uphill trends). Focus was placed on observing thc act\ral pattern of 
growth in the first year or two and identifying key factors that influenced the pattern (in a 
negative, recuperative or in a generally positive direction). The interviewers were asked to 
probe, observe and discuss in depth the main factors that influenced these patterns of growth. 

Thirty-two households and their under-two-year-old index children and mothers were home- 
visited at length. Approximately one-third of each were selected to have either positive, 
negative or recuperative (or irregular) patterns. The nutritionist/investigators completed an 
analytic exercise to derive key underlying and conditioning factors that included the 
following steps: 

Step 1: Coded each case history, including ordinal and relative summary ranking of 
important nutrition-related fhctors such as: - resources to satisfy basic minimum food and other basic needs 
- maternal time for chiid care 
- food preparatiodweaning food/feeding situation 
- maternal competence/confidence 
- husband/wife communkation/decision making on intra-household allocation of 

resources. 

@ Step 2: Classified child's growth pattern over a period of at least six months into four 
categories - positive (adequate weight gain within the "road-to-health" (above 3rd percentile 

weight for age) - mgatite (inadequate h g h r  gain or loss, often falting below tire "ma&-to-hdtfr") 
- recuperative (a return to adequate weight gain af'ter having been below the "road- 

to-health") - indefinite/unknswn (insufficient number of measurements). 

WINS - UGANDA, 1992 
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Step 3: Identified up to three underlying and situational htors that most contributed 
to maintaining a positive growth pattern, or influenced the upward trend of the 
recuperative growth pattern; and up to three situational factors that most contributed to 
the major "vdleyn or "valleysn in a negative growth pattern. This crucial final 
analysis in step 3 was carried out on a daily basis by the interviewer in consultation 
with the supervisors (who co-observed some 20% of the cases) and other team 
members. The ranking of the most important factors was done at the end of the field 
work, taking into account their importance as compared with those of other infants 
studied in the same parish. A high degree of concensus on these factors was reached 
by the interviewers and supervisor. 

iolo~ic Cmcte&tics  of 1. Socioeconomic a n w d e m  hh 

A summary of socioeconomic and epidemiological characteristics of the 32 households is 
graphically depicted as Figure 6. 

Figure 6 

SOCIOECONOMIC CHARACTERISTICS 
CASE HISTORY HOUSEHOLDS, SEPT.1992 

% of to'ral households 

6o 1 - ' >  

Peasant 2 under 68 Illit.moth. Malnurmoth. Single moth. Foodlnsecure 

Characteris tics 
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In all 32 index children, 18 negative "valleys" were identified (14 in negative patterns 
and four in the initial pattern prior to a recuperative pattern), and 18 positive trends. Figure 
7 presents a listing of the main factors analysed to be related to the 18 growth faltering 
"valleysw. 

The leading factor for growth faltering, by far, was major illness: in 14 of the 18 valleys 
illness was a major determinant. Other important factors in growth faltering were food 
unavailability, inadequate child care, poor utilization of health care, and sociaVfarnily 
problems. 

Breastfeeding practices and the quality and timing of mly  supplementation were relatively 
less important factors influencing early growth faltering in these 32 rural households. 
Anlong the 18 positive anti recuperative patterns, however, appropriate feeding practices (per 
opinion of participating Uganda nutrition experts) and absence of severe illness were among 
the most important situational factors, along with good child care, and adequate social and 
family support. Adequate quality and quantity of breastfeeding (self perceived, i.e., 
described by wsuccessful" breastfeeding mothers) combined with adequate quality 
supplementary foods and protective child care appear to have helped to buffer many of these 
infmts from early growth faltering, 

Investigators also looked at overall satisfaction with the household food supply and other 
basic needs, and the overall management of the infant's growth pattern. The 32 case study 
households were ranked high, medium, bw on both household food security/basic minimum 
needs and intra-household allocation and management of resources for nutrition, and these 
were associated with growth patterns. A "3 by 3" matrix (see figure 8) cornpates the 
families ranked high, medium, low on the basis of meeting basic food and other minimum 
needs all year round, most of the year (seasonally) and rarely. This is matched with a 
subjective ranking of the quality of intra-household resource allocation and mmagement to 
sustain a healthy and well nourished infaqt, as compared to other mothers within the same 
parish. Factors assessed included women's time and task allocation, her child care and 
hygiene, her matcrnal self-confidence, and any other family support or unusual social 
consideration. 

Of the 32 households, 10 ranked high, 12 medium and 10 low on nutritional management, 
while 8 were high, 11 medium and 13 low on satisfaction of basic minimum needs. All six 
households which ranked lowest on both rankings had negative child growth patterns; the 
four which ranked highest on both factors had children with positive or recuperative patterns. 
Households in between and on either side of the diagonal had mixed growth patterns, some 
sh~whg @ growth in spite of tremenQus constrain&. 
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YOUNG CHILDREN'S GROWTH PATTERNS* 
BY HOUSEHOLD FOOD SECU?JTY 

AND INTRAHOUSEHOLD NUTRITION 
MANAGEMENT 

1 m . H O U S E H O L D  

HOUSEHOLD 
FOOD 
SECURTn 

I High 

P -:. diun 

Low 

Positive or 
Rccupcrr~ire 

NUTRITION MANAGEMENT - 
High Medium Low 

. . -  . . . . 
Sower: WINS Auaummt. 32 Howholds with i d x  child rnder two : 

Results emanating from this type of analytical matrix have direct programme implications. 
The health and social sectors have the capacity to help mothers and households move from 
the right hand towards the left hand intra-household management boxes. The economic, 
employment and agricultural sectors can help raise the households fiom the bottom to the 
higher boxes. The lower right hand box (e.g., lowtlow) is the most intransigent type of 
household, and their targeting is probably more the responsibility of the Resistance Councils 
than any the above sectors. This group will require a combination of nutrition and health 
education as well as increased income to improve their status, and may not represent the best 
group to target first in a programme because of the need for long-term intense inputs 
mul!ing in very slow change. - 
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B. FOCUS GROUP DISCUSSIONS, GROUP MEETINGS, MULTIPLE 
OBSERVATIONS, KEY INF'QRMANT INTERVIEWS: MAJOR FINDINGS 

Important similarities and differences were found between rural Iganga and rural 
Rukungiri through several rapid assessment procedures. Major findings are highlighted. 

In both Iganga and Rukungiri Districts parents and health workers were concerned with 
the high prevalence of diseases, especially sanitation-related diseases among children such as 
worm infestations, diarrhoea, and recurrent fevers (particularly from malaria). Many women 
described persistent backache, lower abdominal pains and fever as problems. Also described 
in Rukungiri were sudden attacks of fever leading to death, especially among fathers and 
orphans (e.g., suspected viral meningitis epidemic or cerebrai malaria). 

Illness due to measles was found to be a major determinant of poor growth among 53 percent 
of the 17 children with current or past growth faltering periods. Fever (presumably malaria) 
and diarrhoea were the other most common illnesses. Among the 17 children with current or 
past negative growth patterns, 59 percent were reported to be currently sick, suffering from 
fever, diarrhoea, worms and anaemia. Three mothers of the same children had fever and 
anaemia. Mothers universally described the anorexia accompanying and following the 
illn~r :.:s in their children. 

Malr.,!hiti~n (mid upper arm circumference S 23.5 cm) was found among 60 percent of 
mothers with children having a currently negative growth pattern. None of the mothers of 
the children having recuperative or positive growth patterns were found to be malnourished. 

2. Health Service Utilization 

Health facility accessibility in both Districts was poor and mothers found transport to 
these facilities expensive. Government health facilities1\vere in general considered 
inefficient and unfriendly, particularly static units. Mothers found health staff at outreach or 
mobile units more understanding, but when these servim were available, found themselves 
faced with long waits for limited services and inadequate drug supplies. Private health care 
services were in general more widely utilized and accessible, with better and more efficient 
services and ample drug supplies. However, medicines were reported as very expensive at 
these facilities and not affordable for most women. Many women reported "self-diagnosing" 

'3~istrict medical ~ i c e  wars reported to b v e  limited ojmatiolul funds and inadequately supervised 
workers. 

WINS - UGANDA, 1992 
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Immunisation session,- he was all by himself vaccinating 

their child's illness and purchasing medicines from local shops and markets, where no expert 
medical advice was available. When either the cost of medicine was prohibitive or when, 
after treatment with a "self-prescribed" drug, the child's condition did not improve, women 
reported resorting to traditional medicines. 

All mothers were aware of child health cards. In Rukungiri District more infants had been 
immunised appropriately for age compared to Iganga District w h e  the age at which 
immunisation started was late, and varied among the infants. Growth monitoring or 
weighing of children was regularly accomplished at immunisation sites (EPI Units) in 
Rukungiri district, while in Iganga district, weighing and plotting of growth was 
accomplished mainly at the government and mission hospital static (EPI) units. True growth 
monitoring with counselling of mothers was not carried out efficiently in all districts. 

- 

- 
WINS - UGANDA, 1992 
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Women in Iganga and Rukungiri Districts considered it a natural responsibility to take 
charge of their children's welfare, and men categorically stated that child care is a woman's 
job. However, perceptions about the burden of child care differed dramatidy between 
parents in Iganga and those in Rukungiri. In Iganga, child care was not seen as a burden or 
a problem, but a natural state, and ineffective child care was associated with lack of 
resources and poverty. In Rukungiri, womzn complained that their heavy work twden, in 
home management and income-generation, as well as poor status, confidence, psychological 
well being, and in some cases health, affected the quality and quantity of care they were able 
to offer their children. Men typically described their role as providers and supervisors, but 
not as active participants in home management. While men in both Districts agreed that 
women have too much work to do, men in Iganga seemed more sympathetic and open to the 
idea of providing help to their wives than l.:en in Rukungiri, and actually did in the: area of 
food cultivation. 

While some mothers had relatives or neighbors who were able to care for their child while 
they engaged in income-generating activities, mostly cultivation and selling food, others had 
no alternative but to take their child with them. Five of the 12 mothers of children who had 
negative growth patterns took their children with them wherever they went and five of seven 
children with positive growth patterns stayed with grandparents while their rno,,h.ers were 
away (figure 9). Children with negative growth patterns were unkempt and dirty, corning 
from very poor, untidy, and littered homes. 

Figure 9 GROWTH PATTERN OF YOUNG CHILDREN BY WHO 
TAKES CARE OF CHILD WHEN MOTHER IS AWAY* 

No. of growth patterns Wchild) 
10 

- -- 
Otaiidparont Other adult Older -8lbling Mother h k o 8  ahlld) 

Caretaker 
*.way tram homerN-S2 oare rludy ohlldren Poaitive growth Negative growth 
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It was noted that frequent pregnancies significantly affect the quality of child care. 
Breastfeeding stops immediately when the mother becomes aware of a new pregnancy and 
poor child care is not an uncommon occurrence. In fact, often women send their children 
away to live with grandparents or other relatives during a pregnancy. Women did express a 
desire to limit the number of children that they have. 

4. F e w  Practices 

a. Breasrfeeding: In both Iganga and Rukungiri Districts, breastfeeding is widely and 
confidently practiced. Introduction of other liquids and weaning foods earlier than four 
months was reported. Common explanations for early supplementation included: "as a 
precaution," feeling the need to "accustomu the child early to other foods in case of 
unexpected breastfeeding interruption due to illness, pregnancy or separation; "weak" 
breastmilk (self-perceived), leading to poor infant weight gain; and "insufficient 
breastmilk" (self-perceived), attributed to a heavy workload and poor diet, especially in 
Rukungiri District. Maize pomdge, diluted cow's milk and millet porridge were the 
most commonly mentioned foods/liquids used for infant supplementation. 

The type of supplemental foodslliquids used and the age at which these foods are 
introduced did not vary much among children with negative, recuperative and positive 
growth patterns. Household food security and the general family food supply were 
probably the most important factors in determining the amount and quality of 
supplemental food available. 

The most notable factors impacting positive growth patterns included: 

better "self-perceivedu quality and quantity of breastfeeding; 

better maternal nutritional status"; 

greater year round household food security 

more salaried work for mother, father or both. 

-- - 
&All t~lothers of hfjlllts with positive ahd recuperative growth patterns bad adequate arm circumference (> 23.5 

cm). In infants with negative growth patterns, 38 percent of mothers had low arm circumference, indicative of 
proteinenergy malnutrition. 
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b. Child Feeding: Introduction of solid family food was timely in both Districts-around 
four to six months of age. Inadequate and limited food intake for family members, 
especially children, was due to the small number of meats taken daily, i.e., usually just 
two and sometimes only one meal per day in both Districts (related to time constraints 
and sometimes anoraexia). 

The quality of food given to children was uneven. Women seemed unable to make best 
- 

utilization of available traditional food commodities for child feeding. For instance, one 
18 month old child was fed 200 mls of watery maize pomdge without soya L r  two 
meals; breastfeeding had ceased at age 13 months. Common family foods such as - 

bananas, cassava, rice, millet-bread, and sweet potatoes were sometimes not considered 
suitable for young children, leaving very little other available foods to choose from. 

5. Household Food Security 

Year round food security is important in supporting positive growth patterns in infants 
and young children, yet in both Iganga and Rukungiri Districts, basic food security needs 
were deeply affected by a prolonged drought period in 1992, more pronounced in Rukungiri. 
As a result, in both Districts cash crops were not sufficiently prolific to provide for other 

than non-farm necessities. In Rukungiri, h i l i e s  were observed to be taking only one to 
two meals per day and most granary storage facilities were low or empty. Most people in 
both Districts depend on the sale of their labour for income. Lack of money significantly 
affects their ability to cover basic needs, such as school fees, taxes, clothes and medicines, 
forcing people to sell their only available staple foods. Some of the additional reasons for 
increased food insecurity include: 1) conversion of staples, such as millet in Iganga and 
matooke in Rukungiri, to beer production, often the main income-generating activity for 
women; 2) men's predominant role in selling the food that is harvested and in deciding how 
to spend money, is not always supportive of the family's basic food security needs; 3) 
increasing inequalities in land distribution, particularly in densely populated areas, such as in 
highland Rukungiri; 4) marital instability, premature death of husbands, unemployment and 
migration factors. It was apparent to the assessment team that other forms of income- 
generating activities, apart from sales of precious foods, could improve food security. 

. . . . 6. BusbandIWife C o m o n s  and Ho_usehoId D- 

In both Districts men are the primary decision makers, resource controllers, wage earners 
and spenders. Social conflicts between men and woinen were described, particularly relating 
to division of labor and allocation of resources. Only in Iganga did some men participate in 
food cultivation and allow women to both sell food and expend monies. But in general, in ---- - 
both Districts, women are the primary caregivers and household manages, wlmout 
support from their husbands and little to no decision-making authority. They labor hard and 

A l  
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long and are suspiciously regarded when it comes to money. Men were almost consistently 
found reluctant to relinquish money to women. In addition, social outlets (clubs) were 
regarded suspiciously by men, although women found them useful and educational. 

In general, women suffer from low self-confidence, and status and have no outlet for their 
frustration. The very thing that does provide an outlet for men, drinking, is viewed with 
contempt by women, although some women are engaged in beer production as an income- 
generating activity. Nonetheless, women expressed great concern and anger over the amount 
of drinking that is done by men, particularly h-having to spend their precious income on 
freeing their husbands from jail or buying clothes for them. 

It was noted, however, that in better mobilized communities especially by CBHC, there was 
shared responsibility, less female mistrust and better management. This resulted in better 
planning of the diets and less social disharmony between wife and husband to the benefit of 
the family, especially the under-five children. 

V. INSTITUTIONAL CAPACITY AND ENTRY POINTS FOR COMMUNITY-BASED 
NUTRITION ACTIWTDB 

The objectives for this assessment emphasized the need to examine both the institutional 
capacity ,to carry out community-based nutrition activities, as well as feasible approaches for 
strengthening linkages between the formal health care sector and the community. In order to 
identify key entry points within the community and approaches for strengthening these entry 
pointdlinkages, it was important for the assessment team to actually see the types, quality 
and frequency of nutritiondated services being offered in the community, to assess the 
constraints to service delivery, and identify approaches for strengthening service delivery. 
Meetings were held and field visits conducted with District Health Management Team 
supervisory and operational staff in both Iganga and Rukungiri to carry out this mission. 
The following highlights the team's findings. 

GMP is supposed to be routinely incorporated as part of EPI, CDD and health education 
activities. However, since little GMP had been documen ted through previous nutrition 
assessments, the team visited the very few places in both Iganga and Rukungiri Districts 
where it was actually taking place. While age calculation and weight plotting were 

- -- 
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accurately and carefully done at two mission hospitals visitedi5, GMP was rarely being 
implemented in either government static or outreach EPI stations visited; here very few cards 
contained weight information to capture growth trends. The EPI environment is not 
conducive to feedback, parent counselling and education. Time constraints and inadequate 
motivation and personnel are apparent. Even where GMP was taking place, it was 
discovered that the lowest risk children were being weighed and counselled. For instance in 
Rukungiri, most of the GMP was attached to EPI clinics and thus included only very young 
infants, leaving the most vulnerable (over four months of age) with little GMP coverage. 

In summary the team found that GMP was very rare in Iganga (the team visited one of the 
only few functioning GMP sessions), but more common in Rukungiri. When performed, 
feedback and counselling were found to be inadequate, often lasting less than ten seconds and 
rarely over a minute. 

CBHC worker counselling mother after taking weight and plotting on 
chart 

''~uluba Mission Hospital and Kisiizi Hospital 

WINS - UGANDA, 1!J92 
26 



A Rapid Ass~?rsmenr of Infant Growrh Faltedng a d  C~pacity,fiw Cbmn~omn.:unhy B ~ ~ ~ - l ? ~ ~ p n s s e s  in Uganda 

B. CDD HOME VISITS 

While health inspectorate staff (includes H d t h  Inspectors (HIS), Health Assistants 
(HAS), and Health Officers (HQs)) are instructed to spend half of their time (approximately 
12 days) visiting high-risk homes, it was apparent to the 'assessment team that home visits are 
untargeted and not as frequent as planned, often, being limited to only one afternoon per 
week16. According to "CDD Home Visit GuideJina," visits should include food and 
nutrition-related observations and advice. Yet, when &at members were given opportunities 
to observe actual home visits in both Ig iga  and Rukungiri (.see observatian form, Annex 6 
0, it appeared that the HAsfHOs made somewhat superficial and quick visits, looking 
more at the water and sanitation situation ad the EPI record, and paying little atkntion to 
food and nutrition. 

Some of the constraints to more effective home visits, described by the HAs/HOS'~ to the 
team, included: lack of adequate targeting criteria; discomfort in communicating with 
uneducdted women and in being in their homes while the husbands were absent; lack of 
coordination with the RCs and CHWs whom they view as rather ignorant, and as siding with 
their own villagers despite poor health, hygiene and sanitation conditions and pmctices; lack 
of growth monitoring points on the child health card and an orientation as to their use as an 
educational tool; lack of sufficient motivation, incentives and transportation to reach the more 
distant at-risks. 

In contrast, the assessment team found that in well-mobilized CBHC areas, community health 
workers made targeted visits to high-risk families, were motivated, knowledgeable, and at 
ease in the homes. 

C. NUTRITION EDUCATION 

Currently CDD home visits, EPI clinics and antenatal services provide opportunities for 
nutrition education. The assessment team noted that very few nutrition education materials 
are used. Only rarely was a nutrition-related poster observed in a dispensary. 

Most nutrition education is delivered in a group setting using a "question and answer" format 
with preset or "canned" materials. The assessment team did observe in a CBHC community 
in Runkungiri, however, a " social preparation approach" to health education, tailoring 
education topics to the expressed needs of the attendees. CBHC was observed to be well 

'60nly one of 32 case history mothers responded affirmatively when asked if she had been home visited. 

"These were health inspectors, primarily men, who were observed to sometimes speak roughly to women. 
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mobilized in the three subcounties str~.l,ied in Rukungiri, where villagc health committee 
members and community health workers are involved in tmkhg activities, including training 
of trainer workshops. In Iganga, the CBHC experience appeared limited to Busoga Diocese 
and to one subcounty, but training had been suspended for a time due to organizational and 
financial problems. 

D. MATERNAL NUTRITION 

Little maternal nutrition assessment, monitoring or education seems to be taking place in 
the health system and what little is taking place seems inadequate. Although in genexal 
prenatal coverage is high'" most women visit an antenatal clinic in their second trimester of 
pregnancy and usually only once, and then deliver at home with the help of relatives or 
TBAs. Only high-risk pregnancies are referred to the hospital. In a static antenatal clinic at 
Kisiizi Hospital, Rukungiri, women were observed to be screened for high-risk by their 
height ( < 152 cm). MUAC measurements were never obtained, nor were habitual 
weighings and recording of weights despite the presence of scales. Nutrition counselling was 
limit&. Women were checked for anaemia when they appeared pale and given iron and folic 
acid with a positive diagnosis. 

TBAs and nurse assistants interviewed in Rukungiri and Iganga Districts did describe 
providing mothers with some nutrition-related information, but this was not observed by the 
team. It was noted that training of midwives, TBAs and assistant midwives is uneven. The 
two TBAs interviewed never received formal training. Yet these health workers offer the 
greatest potential for reaching women, particularly in their homes. They would welcome 
further training. 

Z%A advenising her sem*ces 
. -- - 

''~ccordin~ to the Uganda DHS, 1988-89. 
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E. PROMISIING ENTRY POINTS FOR LINKING TlAE COlMMUNITY WITH THE 
FORMAL HEALTE CARE SECTOR 

It became clear tc the team after extensive observations and meetings and intensive 
interviews in the field that while operational personnel in most government sectors say they 
should deliver continuous outreach d m  to the scattered rural areas, where the majority of 
the high-risk population resides, they find it difficult to do so. But the team observed many 
activities taking glace in the community now that with further development and 
strengthening, offer potential for providing sustainable nutrition-related services to families 
at-risk and for linking the health and social sectors with the community. These 
points include: 

C) Committees: the presence of a strong CBHC 
network has sensitized and mobilized communities through their village and parish 
health committees and community health workers. 

I outreach clin~cs . . with follow up by community-based GMP and integrated home 
visits (CDD, CBD, etc.); assumes greater use of nurses aides, CHWs and "trained 
mothers;" for instance, when pregnant women come to an EPI outreach clinic for a 
tetanus toxoid injection, clinic staff could use the opportunity to provide nutrition 
education, focusing on improving maternal nutrition during pregnancy and lactation or 
work with mother's groups or other groups, i.e., pregnancy monitors, alon~; with EPI 
activities. 

e ~ I f a m i l v  Dlanning. Antenatal has the highest coverage of MCH 
services, and is the earliest practical entry point for both maternal and infant nutrition 
services. Moreover, the growing awareness of ADS and women's frequent 
complaints of STDs suggest the heightened salience of maternal health issues. 

Women's c l u b s / ~ ~ a h o n s / s o c ~ e ~  . . . . with related income-generating activities. The 
informal linkages through women's clubs working with the home economics and 
community development extension workers and local health communities can serve as 
linkages from the household to the health system. Most husbands are supportive of 
clubs that are attached to income generation if they believe that their wives' 
participation will lead directly to the benefit of their children's h d t h  and nutrition. 

* Primarv schools. This is the most available entry point into the smali communities 
and villages (RC-1 level). Schools obviously play an important educational role and 
are highly desired by parents. Their levels of coverage vary, but are highest in P-1, 
usually a-ttaining over 70 percent of the chikken between 6 to 8 years old, Those 
children who cannot afford to attend are probably at the highest nutritional risk, and 
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should be actively recruited by collaboration between CBHC and the Parent-Teachers 
Association. Teachers and older students can also be used in case finding and 
nutrition education. 

(in health_and nu- . . (e.g., traditional 
birth attendants (TBAs), mothers-in-law, etc.). The traditional sector is an important 
point of entry, and mothers resort to this system on a frequent basis. For example, 
TBAs give important nutritional advice to mothers during pregnancy and lactation, as 
do mothers-in-law and senior co-wives. 

cv monitw. These volunteers collaborate with the Safe Motherhood Initiative 
in pilot districts to identify pregnant women and refer them to antenatal services, EPI 
(tetanus toxoid) and to hosphls in the case of high-risk indicators. Their 
effectiveness should be evaluated but represent another potential collaborator. 

Women's Focus Group Discursion, Bunom, Kisiizi 
BEST AVAILABLE DOCUMENT 
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To support these community-based activities, the district supervisory and operat!onal level 
outreach workers (e. g. 's, teachers, community development assistants, assistant agriculture 
officers, home economists, health assistants, health officers, etc.) need to be a to 
provide the technical backstopping for food and nutrition plans of action. Finally the 
Resistance Council structure and "traditional healersn and TBAs have a major role to play in 
ensuring that the community's priorities are respected and that households are sufficiently 
mobilized. 

VI. PRACTICAL STRATEGIES~COMMENDATIONS FOR INTEGRATING 
NUTRITION INTO MATERNAL CHILD HEALTH AND GOM[MUNITY-BASED 
HEALTH CARE 

Under the decentralization policy of the Government of Uganda and the new T!uee Year 
Health Plan of the Ministry of Health, expanding Primary Health Care and mobilizing 
Community-Based Health Care are articulated strategies to prevent illness and malnutrition. 
Strengthening key entry pointdlinkages between the health care delivery system and the 
community is essential, particularly if approaches for optimizing infant and young child 
nutrition are to be sustainable. 

A. STRENGTHENING NUTRITION AT THE DISTRICT AND COMMUNITY 
LEVELS 

A Plan of Actionlg (approach) for strengthening nutrition at the district and community 
levels might encompass, among others: 

1. Sensitization and. mobiiization of commitment and resources to nutrition promotion. 

2. Training of a group of facilitators in practical nutrition activities. 

3. Workshops in participatory RAP-type methods at operational levels. 

4. Retraining of CBHC-level personnel in practical nutrition activities. 

5. Application and extension of RAii, school height censuses and baseline surveys in all 
mobilised CBHC parishes, with full participation of the village health committees and 

'%I both assessment districts, Igangn and Rulflmgiri, the District Health Management Teams are f i d y  
committed to and ready to embark on this type of action plan for promoting child growth and nutrition. 
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resistance councils, as a basis for food and nutrition surveillance, CV-Health Information 
Systems and CB-growth monitoring/ promotion. 

6. Selection and assignment of one qualified person to serve as coordinator of an integrated 
food and nutrition and breastfeeding support programme, with immediate technical 
support and training to be provided by national- and international-level resources. 

7. Frequent and immtxlizte feedback of the nutrition monitoring, including RAP results, to 
village health committees and resistance councils and prioritization of food security and 
nutrition interventions and activities at the parish and community levels. 

8. Extension and continuity of MCHIEPI growth promotion activities beyond the fourth 
month of age, and then beyond the ninth month of age (measles age). 

9. Inclusion af the above with food-related, income-generating activities by promoting 
clubs, associations, unions and other productive and educational women's and men's 
groups. 

10. Mobilization of minimum adequate resources for all operational personzd: allowances, 
transportation and logistical support. 

B. STRENGTHENING NUTRITION AT TBZ NATIONAL LEVEL 
- 

A Plan of Actioq for strengthenins nutrition at the natioml level might encompass, 
r-iiong others: 

1. Organizational and Management 

'tion comDo . . 9 .  a. &enethen the nutn nent of the Mmsm of He&b s ~ n t w a t e r n a l  
health promamme by inclusion of explicit objectives and activities, and by provision of 
adequate technical resources for implementation through Primary Health Care outreach. 
Sensitization and mobilization must be followed by practical planning and a technical and 
resources commitment to its implementation. 

b. Prioritize selected exoerimental districu which are sensitized and committed as the first 
areas to strengthen the Ministry of Health programme in nutrition. Utilize entry points 
into the community, as outlined above. The draft plan of action for Rukungiri, where 
four CBHC-mobilized patishes are first targeted, can be used as a mdel far other - - -- 

districts, such as Arua, Lira, and Mbarara. 

- 
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the ww M-ch to &i,lnmg for the 
. . 

Hc. The new Nutrition Division in Entebbe can develop the 
capacity to form district level teams of facilitators that would train a multisectoral level 
of supervisory and operational personnel at the county and sub-county levels. Within the 
District Medical Office, the cadre of personnel that can make the EPI/GMP/CDD links 
with the community is the Health Inspectorate, particularly the health assistants and 
health officers. The cadre of nursing aides is also quite a relatively abundant resource at 
the health facility and EPI outreach levels. Key skills needed here include household 
food insecurity and intra-household resources management assessment and matemalhhild 
nutrition counselling skills, both to be imparted in CDD-related home visits. Learning 
how to organize GMP sessions at the outreach and community levels is important for 
planning the targeted follow up at the household level. Moreover, better approaches for 
integrating the operational staff community-level work with the resistance council 
structure and community health workers are essential. 

Donor-sworted PHC and CBHC Drarammes sh.guld inco- and infant 
icit ob~ectives w . . nutrition im~rovement as e,Elgl ith concrete m s  of actioq. The major 

existing area-based programme where this could start immediately is the 1992-95 Plan 
for SWIP (UNICEF supported). Others on the horizon include the new Family Health 
Project (USAID-supported), the Second Health Project (World Bank supported), and 
various NGO projects. 

The new USAID-supported m i l v  Health Pro-& could w t e  numon omt lves  . . . . 
a d  kev act . . ivities which address wroductive hm and fam . . ilv w. ]1Maternal 

nt~on momtonu of energy depletion and intrauterine growth retardation, as well as 
poor nutrition in lactation are the starting points. SrMP_ should be used as a h i l y  
planning counseling entry point to promote continued breastfeeding during the weaning 
period, and establish a growth (e.g., between 10 kilos by 18 months and/or an adequate 
growth velocity of at least 100 gramsfmonth in the 2nd year of life) and development 
goal (walking alone) to be reached before starting a subsequent pregnancy. 

Promote_and., The latest draft of the National Food 
and Nutrition Policy and Strategy should accelerate its Plan of Ac- to ensure that all 
relevant sectors are supporting nutrition activities. Target development programmes , 

which can attack the major factors identified above in causing early growth Mizring and 
maternal malnutrition. These would include, among others, household food insewity, 
such as PAPSCA, primary school education, food processing, marketing and storage, 
and women-in-development programmes. 
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2. Specific Activities 

n (GMP) of vo . . .  on moni- MCH -. Begin stronger nutrition 
screening and counseling procedures in the antenatal period (whir :I *as relatively good 
coverage) and increase them as part of an expanded EPI through community-based GMP 
and improved as part of a targeted follow up in the home-based CDD programme. It 
would be insufficient to merely incorporate breastfeeding and weaning promotion and 
broad-based nutrition education into existing programmes, for other situation-specific 
factors need to be addressed in the prevention and case management of early growth 
faltering. (For example, community-based drug kits are being recommended as part of 
an effort to deal with the illness management component of the growth faltering 
problem). 

b. Prioritize prerequisite actions to im~rove maternal nutritional status, such as: 

- Sharing of information and further rapid assessment for maternal nutritional condition 
with feedback to community and district level for awareness building over 
sensitization to the problem, e.g., village, parish (RC 1-3) health committees, parishes 
etc, mothers', fathers' clubs. 

- Training for facilitators, trainers, and all levels and variety of outreach 
workers, (CHW, CDD, EPI, HA, HO, NA, pregnancy monitors, midwives, 
traditional midwives, extension workers, in Agricultural Home economics, community 
development staff, and school teachers) on recognition of maternal nutrition signs, 
and concrete steps for follow up. 

c. Address m t e  . . ma1 undernutntto- daletion as a priority in the health and 
related sectors. Ensuring sufficient child spacing (at least two years) is also important. 
Antenatal screening for undernutrition and anaemia is needed at both facility and 
community levels. Laborlenergyltime-saving approaches with appropriate technology and 
organization are needed. Income-generating activities must be supported. 

d. Extend and intensify -lied & ooerations r e s a  including RAP approaches, to 
address the numerous remaining questions that this WINS assessment began to address 
systematically. This is needed to supply accurate, relevant and current information for 
rational decision making. Capacity-building strategies are called for to assist the Child 
Health and Development Centre and related Makerere University institutes and 
departments to further theu plicy and prog_mme-relevant r e smh efforts, 
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It would be appropriate to capitalize on the 'starvation" for -e. releym - 

information that has generated much interest in the RAP approach of nuLition 
assessment, at both central and district levels, and by the Education and Agricultural - 

Ministries. Requests for extension of the RAP to cover the rest of the two districts, as 
well as to other PHC and CBHC priority districts should be followed up. The same 
team which was trained to do this WINS assessment, could continue to work, under 
CHDC and MOH coordination. The RAP school height census and CB-GMP can both 
serve as the basis for an on-going parish-and sub-county level nutrition surveillance and 
HIS to further mobilize communities for relemnt action. 

Much more attention is required in order to address the serious problem of seasonal and 
chronic food insecun . .. 'tv and -Qon. allocation and -nt of 
fhqh and other resources for addressing maternal and child malnutrition. Assessment, 
research, training and decentralized planning on the underlying conditions and immediate 
situations that were identified in this assessment must be addressed. These include 
difficult topics such as husband-wife communication, women's status/role, decisions to 

, 

sell or store staple food crop post-hawest food losses and storage, and RC support of 
insecure households, and adequacy of lactation by moderately malnourished women. 

Strengthening and enrich the current . . with nutrition components. Aim 
at building a multisectoral supewisory and operational team at district level. Key skills - 

needed include intra-household resource management, growth promotion counselling, - 

household food security, and case management of illness-related growth faltering. - 

BEST AVAILABLE DOCUMENT 
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ANNEX II 

- THE WINS UGANDA NUTRITION RAPID ASSESSMENT PROCEDURES (RAP) 

-ODs AND SAMPLE SIZES, SEPT. 1m 

- 
- 1- Case Control Histories 
- 2- Observation points of service delivery 

- 
3- Semi-structured group meetings 
4- Formal focus groups 

- - 5- School height censuses 
- 6- Maternal anthropometry screening 
- 7- Infidchild anthropometry screening 

8- Food security (markets, millers) 
assessments 

9- Review of the literature (over 100 sources) 

III. other RAP Opgortunm . . 

- 1- Spontaneous small groups 
- 2- Key informant interviews 

3- Available datalrards analysis 
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CODING/PRELIMINARY ANALYSTS FORMS. CASE CONTROL HTSTORTES 

Present 'Wt. ,, ,,.-. ; Nut. St-above ,, ,.-. , below ,,, ,3rd P. 

P~-eyuanc& weighls hgs ; ccji~ry l~caciurrs--- 

Lactatina now--- pregnant now- 

Completed e d u .  leve 1 . . . .  vrs; (if n 
I j t ~ r a t ~  1 

1 s L~ttus (Peunarleuf, temporary, lenccth 
L ' ~ S  idence 1 .-. ............................ ----.-- 

R e l i g i o n  

R u l a t i o n s h i ~ >  to index c h i l d ,  . - ,  

Incou~e ye~~a l :a t i r ly  (in c a s h  & c a s h )  a c t  ib'it ies (t: 



Hous~l~lii Wealth (acres/use/owllership of land/ type/ 
110. of animals) -- - 

c l ~ a r a c  t . 
Crops/gardens qrowa on M I A  Ldr~~~/garde~~ --. -.-. - 

Food avail&ility uow: types 
amc,unt st0L-t.d -_.,. ..,- 

Housinu qua 1 ity: permanent .,...- impermanent 
Wa 1 1. .. ---. roof , ,  f 1  oar ....... 

Water source. - . :time spent daj..lv . m i n .  : a m o ~ ~ n t  

Latri.ne : available......_. ; observed that it is used 

Others : ... - .---.., .........- - . . . .  - 

P-r-q,ct,i,ces Breast feeding: (self -assess and observ. 
&Lf-ect: . QualiW . . . . . . . . . .  ---.--._-,- . . .  Quant 1 t~ -.--..-..-. . . . . . . . . . . . . .  
Infant 
Q r ~ . y u ~ .  S u y p l e n ~ e ~ l  La1 feeding: when introduced,n~o. 
Pattern What, . . . . . . . . .  -*-. ---- Why .... ..-- . . . . . . . .  - . . . . . . . . . . . . . . . . . . . . .  

Persons prepariny/feeding the supple. food: Who,, - 
C i i i l i l  c a n -  (wl~k,~ n~o ther is absent ) :Who .,.. Freq --, . . 

Cast ua jw illaessess/kosyi t a l i ~ c l c i o ~ ~ s -  Llleu 

Housing covyuund- level c l e a n l i n e s s  obsui  v d :  
prepared k w d  water sto~~crge ; C-J~ 
dishes ; i t x a l  niaL ter : ~ t l l e ~ .  -up 

Personal Hvqiene mother/inf ant- l e v e l  obse 
hands , face , , clothes .,-, . ofhcr - 

BEST AVAILABLE DOCUMENT 



S!?G 4 a-&- 1 .Overal l  HH L . ~ S U U L . C ~ S  avai lable  for  b a s i c  minimum 
needs ( f o o d ,  clothjmu, shel.r.er, rled. c:iirSe) : 

S 1- t.,u-a$ i on- 

( R e l a t i v e  2 .  Plother's s u f f i c i e n t  Linie dva i lab le  and 
r e s p o n s a b i l i t y )  shak ing  for c h i l d  
p r o n ~ o t i o n / c r i s i s  case  nanawement : 

3 .  Food prepara I;ion/weailinq Pood/feeding s i t u a t i o  

H. Kev situation:; deterniininq poor 
growth periods ( v a l l e y s :  : 

3 3 ~  MAILABLE DOCUMEN[ 



C:. Kev s i t u ; ~  l,l,ons cleterm'i r l  i n o  recuperat ive  
y r u ~ t b  periods : 

lj. (1L B &/or C) (111 I;l~t;. pare~lLs/ invt .s  t igator ' s  opinion) 
~ h a t * c o u l d  have been done t o  lorevent Door arowth by 
tlN? : 

BEST AVAILABLE DOCUMEN'I 
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, I LABLE DOCUMENT 
; 

1 .  Yus t  have a c h i l d  between 4-15 months 

3 . Chi ld  must have a c h i l d  h e a l t h  c a r e  w i t h  a t  l e a s t  2 w i g h t s  
recorded o r  p l o t t e d  (3re o r  ano the r  ~ e i c j h t  can be taker1 d u r i n g  
v i s i t )  . 
- t h e  card shou ld  have a  b i r t h - w e i t h  and a t  l e a s t  one o t h e r  
weights-below 6 months of  aye .  

3 .  The household  must 

I n  any  community t a k e  a t  
g rowth  p a t t e r n s ;  

a - a good growth 
h - a f l.uct1.1ating 

be  i n  a r u r a l  s e t t i n g -  
'hc'1~hl& 

l e a s t  2 h e x t r d  w i t h  each of t h e  f o l l o w i n g  

p a t t e r n  
g r o ~ t h  p a t t e r n  

,.- - a  poor  - f a l t e r i n g  growth p a t t e r n  

C h e c k l i s t  f o r  Case H i s t o r v :  

B e f o r e  p roceed ing ,  check whether mother o r  p r i n c i p a l  c a r e t a k e r  i s  
a t  home. 

Observe - environment;  s an i t a t ' i on ,  l a y o u t ,  e t c .  - house q u a l i t y  
- food c r o p s ,  f r u i t s ,  domest ic  an imals ,  v e g e t a b l e s ,  

e t c .  
f 

Infornlat  i o n  Soucrht 

Composit ion of t he  household - s e s ,  aye, r e l a t i o n s h i p  t o  head of 
h e a d  of household ,  eniplogement of a d u l t  members, e t c .  

N o t h e r ' s  and C h i l d ' s  Wealth Status 
- = 

1. Check  i n fo rma t ion  on CHC. 

2 .  Cross check by a s k i n g  - b i r t h  d a t e ,  b i r t h  weigh t ,  t y p e  o f  
b i r t h ,  b i r t h  order .  

- 3 .  W h c e  was t h e  c h i l d  born?,  a t  home o r  i n  a h e a l t h  f a c i l i t y ?  

4.  Abnorma l i t i e s  a t  b i r t h  - c o n g e n i t a l  o r  o the rwi se?  

- 5. Plother * s g r a v i d  h i s t o r y  - i l l n e s s e s  d u r i n g  pregnancy. 
/' 

. , 6. Uist:i:ss chf l z  zc;:c?itio~: o r  z i r c ; i ~ s t a n c e s  a s  per GIG. Refer to ' - f "; 



, . 

7 .  C h i l d ' s  i llliesser: p a s t  or pre,ctent? 

When s t a r t e d ?  , any sgecia 1 eproblen? , is baby breast feeding not;, day 
and n igh t ' ?  

l teanincl  - type  of food.  Is water  g i v e n  s e p a r a t e l y ?  Bo i l ed?  Hot; 
many is baby f e d  a d a y / n i g h t ?  

i h a t  is  bee ing  g iven  nor;? Detailed d e s c r i p t i o n  o f  t h e  
f oocls g iven .  
\ i l lat  Gas g i v e n  previous day? 
HOG much? (cup ,  spoon,  p l a t e )  
Who g i v e s  t h e  food? (same pe r son  a lways?)  
How l o n g  does  it t a k e  t o  f e e d  t h e  c h i l d ?  ( s h o r t  time, 
long  t ime? Why?) 
Is t h e  r e c i p e ( s 1  s p e c i a l l y  f o r  t h e  c h i l d ?  
Is food g iven  from fami ly  p o t ?  
Is t h e  same food given always? 
Is it g iven  o c a s s i o n a l l v ?  
Is t h e  food used bo1lght; is it grown a t  home? 
What is  bought? 
What i s  from t h e  home garden? 
:;i:;.~t type  of salt i s  used, i o d i s e d  or  no t ?  
\ \ 'hat  type of fue l  i s  used? 
What cooking methoas a r e  used? 
Any spcial household t e c h n o l o g i e s  used? 

- Are there s p e c i a l  food f o r  c h i l d r e n  a t  c e r t a i n  ages? Ifhat foods?  

- A r e  t h e r e  any food s p r o h i b i t e d  o r  recommendecl during c e r t a i n  
i l l n e s s e s ,  during pregnancy l a c t a t i o n  or  e i t h e r  f o r  boys alone o r  
f o r  g i r l s  a l o n e ?  

- What is t h e  m o t h e r ' s  p e r c e p t i o n  of a c h i l d ?  
- \<ho i s  h e a l t h y ?  Kho i s  no t  growing w e l l ?  kho i s  malnour ished? 

- Who looks  a f t e r  t h e  c h i l d  when mother is ovay? Docs mother have 
e m ~ l o m e n t  o u t s i d e  t h e  hoae? 
- Hoc does t h e  mother a l l o c a t e  t h e  time i n  24 hours?  Recall her p r e v i o u s  d a y ' s  a c t i v i t i e s ?  
- IS t h i s  usual p a t t e r n ?  Does t h e  pattern Pitry on i n c l i v i d ~ l a l  days? 

? 
( I 



M0THm' 8 SOURCE OF I W O R N A T I O S :  

I f ..;he :la:; sclioo 1 cl'iildr-en- do tllase ever breiny home i n f  orrnat io11 
tho:' k3ve l e a r n s d  a t  school cmrllerning 111.itritio11 or I1ealt.11 - has 
m o t h o r  ?ci1:ef! . x ~ ~ r d i n g  to t ? ~ i  s I n f  c r ~ . ? t  i on? 

Tna food available or gro\;n i n  the home. is for \;hat use;  e .  u. , 
For ~ a f  i w 
5b.v sale 

- Is there food i n  t h e  
- 'Which foods? 
- How wck? 

the ~ w c y  vrd? &o has a say? 

store/garden at time of v i s i t ?  

Good Pattern: 
- .- - 

Hot: do you manage t o  maintrl it- !.he \;eight of the child going up? 


