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The 2006 Uganda Demographic and Health Survey (2006 UDHS) was implemented by the Uganda 
Bureau of Statistics (UBOS). The laboratory at the Biochemistry Department, Makcrere University 
conducted the vitamin A deficiency (VAD) testing. ORC Macro provided technical assistance through the 
MEASURE DHS program. 

This survcy is the fourth DHS survey conducted in Uganda. Thc previous survcys were conducted in 
1988, 1995, and 2000-2001. It is the first to cover thc entire nation since insccurity restricted data 
collection activities in each of the previous three surveys. 

Data were collccted from early May 2006 to early October 2006 on a nationally representative sample of 
about 10,000 houscholds. All woincn agcd 15-49 years in these houscholds and all inen aged 15-54 years 
in onc-third of the  l~ouscl~olds were cligible to be intervicwcd. 

The 2006 UDHS provides data to monitor the population and health situation in Uganda. Specifically. the 
2006 UDfiS collccted information on household characteristics, fertility levels and preferences, 
awareness and use of family planning methods, childhood mortality, nlaternal and child health, maternal 
mortality, brcastfccding practices, nutritional status of woinen and young childrcn, malaria prevention and 
treatment, women's status, doincstic violence, sexual activity, and awarencss and behavior regarding 
AIDS and other sexually transmitted infections in Uganda. In addition, the 2006 UDI-IS collccted 
information on vitainin A deficiency (VAD) and ancmia lcvels among women 15-49 years and childrcn 
6-59 months. 

This prcliininaiy rcport prescnts selcctcd rcsults of thc 2006 UDHS. A rcport of the coliiprehcnsive 
analysis of the data will be published in mid-2007. While considered provisional, thc results presented 
hcre are not expected to differ substantially from thosc prcsentcd in the final report. 

Thc survcy was fundcd by the Government of Uganda, USAID and the President's Emergency Plan for 
AlDS Rclicf (PEPFAR). DFID, UNFPA, UNICEF, the Ministry of Health, and the Government of Japan. 



11. SURVEY IMPLEMENTATION 

A. Sample Design 

The sample was designed so as to allow separate estimates at the national level and for urban and rural 
arcas of the countiy. The sample design also allowed for specific indicators, such as contraceptive use, to 
be calculated for each of nine sub-national regions. Portions of the northern region were oversampled in 
order to provide estimates for two special areas of interest: Karalnoja and internally displaced persons 
(IDP) camps. The following shows the districts included in the regional saiupling strata: 

Central 1: Kalangala, Masaka, Mpigi, Rakai, Seinbabule and Wakiso 
Central 2: Kayunga, Kiboga, Luwero, Mubcndc, Mukono, Nakasongola 
Kampala: Kampala 
East Central: Rugiri, Busia, Iganga, Jinja, Kamuli, M a y ~ ~ g c  
Eastern: Kapchorwa, Mbalc, Pallisa, Sironko, Tororo, Kaberamaido, Katakwi, Kuini, 

and Soroti 
North: Apac, Gulu, Kitgum, Lira, Pader, Kotido, Moroto, Nakapiripirit (Estimates for this 

region include both settled and IDP populations.) 
a Karalnoja arca: Kotido, Moroto, and Nakapiripirit 

IDP: IDP cainps in Apac, Gulu, Kitgum, Padcr, and Lira districts 
West Nile: Adjumani, Arua, Moyo, Ncbbi, and Yuinbe 
Western: Bundibugyo, Hoiina, ICabarolc, Kamwcnge, Kasese, ICibaale, Kycnjojo, and 

Masindi 
Southwest: Bushenyi, Kabalc, Kanungu, Kisoro, Mbarara, Ntungamo, and Rukungiri 

A representative probability sample of 9,864 households was sclccted for thc 2006 UDHS survey. The 
sample was selected in two stages. In thc first stage, 321 clustcrs were selectcd from among a list of 
clusters sainplcd in the 2005-2006 Uganda National Houschold Survcy (2005-2006 UNHS). This 
matching of samples was conducted in ordcr to allow for linking of 2006 UDHS hcalth indicators to 
poverty data from thc 2005-2006 UNHS. The clusters froin thc Uganda National Houschold Survcy wcrc 
in turn selected from the 2002 Census sample frame. For the UDI-IS 2006, an additional 17 clusters were 
sclectcd from the 2002 Census frame in Karamoja in order to incrcase the sainple size to allow for 
reporting of Karamoja-specific estimates in the UDI-IS. Finally, 30 IDP cainps werc selected from a list of 
camps compilcd by the Unitcd Nations Office for the Coordination of Human Affairs (UN OCHA) as of 
July 2005, completing a total of 368 primary sainpling units. 

I11 thc sccond stagc, households in cach cluster were selected bascd on a complete listing of houscholds. 
In the 321 clusters that were included in the UNHS sample, the lists of houscholds used wcre those 
generated during the UNIIS listing operations April-August 2005. The UNHS sampled ten houscholds 
per cluster. All ten were purposively included in the UDI-IS sample. A11 additional 15 to 20 households 
were randomly selected in cach cluster. The 17 additional clusters in Karalnoja were listed, and 27 
households were sclccted in each cluster. Thc selected IDP cainps were divided into segments due to their 
large size, and then a listing operation was carried out in the selccted segincnt, with 30 households 
selected in cach camp from the segment listed. 

All women age 15-49 who were either permanent residents of the households in the 2006 UDHS sample 
or visitors present in the household on the night bcfore thc survey werc eligible to be intcrviewed. In 
addition, in a sub-sample of one-third of all the households selected for the survey, all men aged 15-53 
were eligible to be intcrviewed if they wcre either permanent residents or visitors present in thc household 



on the night before the survey. Indicators such as total fertility rate, childhood inortality rates, and the 
maternal mortality ratio rcqiure a larger sample size than other indicators. These indicators are all 
calculated from thc data provided by fernale rcspondents only. For this reason, the number of male 
respondcnts required in the sample is lower than the number of femalc respondents. 

B. Questionnaires 

Three questionnaires were administered for the 2006 UDHS: the Houschold Questionnaire, the Women's 
Questionnaire, and the Men's Qucstionnaire. The content of the questionnaires was bascd on the model 
questionnaires developcd for the MEASURE DHS Program. UBOS adapted thc qucstionnaircs to reflect 
the population and health issucs relevant to IJganda through a serics of incetings with various 
stakcholders from governrncnt rninistrics and agencies, non-governmental organizations and international 
donors. The qucstionnaircs werc thcn translated into six local languages (Atcso-Karainojong, Luganda, 
Lugbara, Luo, Runyankorc-Rukiga, and Runyoro-Rutoro) and prctested during January and February 
2006. 

Thc Household Questionnaire was used to list all thc usual inembers and visitors in the sclcctcd 
households. Thc main purpose of the Houschold Qucstionnairc was to identify woincn and nlcn who were 
cligiblc for the individual interview. Some basic information was collccted on the charactcristics of cach 
person listed, including agc, sex, cducation, and relationship to the head of the household. For childrcn 
undcr age 18, survival status of thc parents was dctcrmlncd. The Household Questionnaire also collcctcd 
information on charactcristics of the houschold's dwelling unit, such as the source of water, type of toilet 
facilitics, inatcrials uscd for the floor of the house, ownership of various durablc goods, and owncrship 
and use of inosqu~to nets. Care and support scrviccs rcccived by orphans and other vulncrablc children 
wcrc also collcctcd in thc Houschold Qucstionnaircs. Finally, thc Houschold Qucstionnairc was uscd to 
doculncnt thc respondents' decision as to whcther to volunteer to givc blood samples for vitainln A 
deficiency (VAD) tcsting as well as to record the height, weight, and hemoglobin lneasurelnents of 
woincn agcd 15-49 ycars, incn agcd 15-54 ycars, and children aged 6-59 months. 

'Thc Woincn's Questionnaire was used to collcct information from all woincn age 15-49. Thcse woincn 
werc asltcd questions on thc following topics: 

Background charactcristics (cducation, residential history, incdia exposurc, etc.) 
Birth history and childhood mortality 
Knowledge and use of family planning incthods 
Fertility prcfercnces 
Antenatal and childbirth carc 
Urcastfeeding and infant fceding practices 
Vaccinations and childhood illnesses 
Marriage and sexual activity 
Woman's work and husband's background characteristics 
Awareness and behavior rcgarding AIDS and other scxually transmitted infections (STls) 
Maternal mortality 
Domestic violence 

The Men's Questionnaire was administered to all men age 15-54 living in every third household in thc 
2006 UDHS sample. The Men's Questionnaire collccted much of the sainc inforination found in the 
Women's Questionnaire, but was shorter bccausc it did not contain a detailed reproductive history or 
questions on rnatcrnal and child hcalth or nutrition, or maternal inortality. 



C. Training of Field Staff 

UBOS recruited and traincd staff to serve as supervisors, field editors, male and female interviewers, Geld 
coordinators, and health technicians. They all participated in the inain interviewer training held in 
Bntebbe April 2-28. UBOS, ORC Macro, and invited experts from govei-nincnt ministries led the five- 
week training which included lectures, presentations, practical demonstrations, and practice interviewing 
in small groups, as well as two days of ficld practice. Participants were shown brands of contraceptives, 
vitamin A and iron folate supplements, and colninon antiinalaria drugs, and they were taught how to tcst 
salt for iodine using tcst kits provided by UNICEF. During the training, special attention was paid to 
identifying brands of inosquito nets. Information sheets with photos of net inaterial and net labels 
developed by the Malaria Consortium were presented and distributed to the trainees. Samples of cominon 
brands of nets were also shown. Salt sainplcs were also tested for their iodine levels. The health 
technicians received training in anthropometry, helnoglobin testing and in the collcction of dried blood 
spot (DBS) samples from a finger prick for the vitamin A deficiency (VAD) testing. 

D. Fieldwork 

Fifteen data c o l l c c t ~ o ~ ~  tcalns consisting of three fcinalc intcrvicwcrs, one inalc interviewer, a supervisor, 
a ficld editor, a health technician and a driver began fieldwork on May 5 ,  2006. Fieldwork was coinplcted 
by early Octobcr 2006. Fieldwork supervision was coordinated from UBOS headquarters; four regional 
coordinators routinely visited teams to review their work and inon~tor data quality. Additionally, close 
contact between the UBOS headquarters and the teams was inaintaincd through ficld visits by senior staff 
and OliC Macro staff. licgular com~nunication was also maintained through cell phones. Colninunity 
mobili~ation was pcrforined in the salnpled clusters in order to raise awareness of the nature and purpose 
of the study. Fieldwork was conducted in five separate field trips. Bctwecn trips, all teams rnet in 
Kampala to discuss problems with fieldwork logistics or data collection and to receive feedback and 
training reinforccinent from UBOS staff. 

A regular schedule was cstablishcd in order to retrieve qucstionnaircs and blood sainples from the ficld. 
Dried blood spot salnples for VAD wcre dried overnight in light-proof boxes and then storcd in portable 
refrigerators run on the vehicle batteries in order to prevent degradation of rctinol binding protein (IIBP) 
in the samples. Blood sainplcs wcrc brought in Sroin the ficld and transported to the laboratory at the 
Biochclnistry Department, Maltcrcrc University whcrc they were storcd in a -20 C Srcczcr until they wcrc 
tested. 

E. Data PI-ocessing 

The processing of the 2006 UDHS data began soon after the start of fieldwork. Coinpletcd questionna~rcs 
were returned periodically from the ficld to the UBOS data processing center, first in Entcbbe and later in 
Kampala, where they wcre cntcrcd and edited by 15 data processing personnel who were specially traincd 
for this task. The data processing personnel included a supervisor, a questionnaire administrator, who kept 
track of the questionnaires received from each cluster, an office editor, data entry operators, and a 
secondary editor. The concurrent processing of the data was an advantage since field check tables wcre 
generated to monitor various data qual~ty parameters. As a result, specific feedback was given to the 
teams to improve performance. The data entry and editing phase of the survey was completed in mid- 
Octobcr 2006. 



111. PRELIMINARY FINDINGS 

A. Response Rates 

Table 1 shows household and individual response rates for the 2006 UDHS. A total of 9,864 households 
were selected for the sample, of which 9,099 were found to be occupied during data collection. Of thcse 
existing households, 8,870 were successfully interviewed, giving a household response ratc of 98 percent. 

In thcsc households, 9,006 women were identified as eligible for the individual interview. Interviews 
were completed with 8,531 women, yielding a rcsponse rate of 95 pcrcent. Of the 2,760 cligiblc men 
identified in the selectcd sub-sample of households, 91 pcrcent were successfully intervicwed. Response 
rates wcrc higher in rural than urban areas, with the rural-urban differcncc in rcsponse rates most markcd 
among eligiblc men. 

I i a i l e  1 Resots of b e  hoosehold arid iricliviclual iriLerviews 

Number of hotlseholds, number of irilerviews, and response rAes, accottling to 
residence, Uganda 2006 

Household interviews 
tlouseholtls selecterl 
Households occupied 
Households interviewed 

Residericc 
Urban Rural 1-otal --- 

( Hot~sehold response rate 92.9 98.4 

Individual interviews: women 
Number of eligible wolnen 1,577 7,429 9,006 
Number of eligible women interviewed 1,450 7,001 8,531 

I Eligil,le wolneri response rate 91.9 95.3 94.7 1 
Individual interviews: men 

Nuniher of eligible men 479 2,281 2,760 
Number of eligible men inletviewed 391 2,112 2,503 

B. Characteristics of Respondents 

The distribution of women age 15-49 and mcn age 15-54 by background characteristics is shown in Tablc 
2. Sixty percent of women and 54 percent of men were below agc 30; reflecting the young age structurc 
of the Ugandan population. 

Three in five women arc currently married or living together with men as if married are 58 percent of 
men. Throughout this report, "currcntly marr~ed" refcrs to womcn or men who are forinally married or 
living with their partner as if married. A11110st four in tcn men (37 percent) in the sample have never bcen 
married co~nparcd with one-quarter of women, a result of men's later age at marriage. Women are more 
than twice as likely as men to be divorced, separated or widowed. 

Women are more than three times as likely as men to have nevcr attendcd school. Furthermore, men are 
more likely than womcn to have attended secondary school or higher (30 percent of men comparcd with 
2 1 percent of womcn). 



Percent distribution of wornen and men by background characte~istics, Lgantla 2006 

Women 
Weighted Weighted Lnweighted Weighted Weightetl Lnweighted 

Never rnnrrieti 

42.4 3,614 

C .  Education 

Tablc 3 providcs nct and gross attcndancc ratios by school level, sex, rcsidcnce, and rcgion. The nct 
attcndancc ratio (1VAR) is an indicator of participation in schooling ainong those of official school agc. 
The gross attcndance ratio (GAR) is an indicator of participation in schooling among those of any age, 
expressed as a perccntagc of the oflicial school age population. The diffcrence bctwcen the ratios 
indicates thc incidetlcc of ovcrage and undcragc attcndance. Childrcn are considered to be attcnding 
school currently if they attcnded at any time during the currcnt school ycar. 



Table 3.  School attelldance ratios I-- 
Net attendance ratios (NAR) and gross attendance ratios (CAR) for the de facto household popuiation by sex and levei of 
schooling; and the gencier parity index (CPI), according to background characteristics, Ijganda 2006 

Net attendance ratio' Gender Cross attendance ratio' 
Cender 

Backjirounci Paritv -- Paritv 
characteristic Male Female Total Inciex-' Male Female Total Index-' 

PRIMARY SCHOOL 

Residence 
Urban 89.8 86.5 88.0 0.96 124.6 116.6 120.2 0.94 
Rural 81 . G  80.6 81.1 0.99 119.5 114.3 11 6.9 0.96 

Region 
Central 1 
Central 2 
Kampala 
East Central 
1: .a~Lern 

North 
West Kile 
Western 
So~~tliwest 

North Sub-regions 
IDP 85.6 82.1 83.9 0.96 126.2 108.2 11 7.4 0.86 
Kara~noja 44.5 42.1 43.3 0.95 61.7 57.q 59.7 0.94 

Residence 
Urban 
Rural 

Region 
Central 1 
Central 2 
Kampala 
East Central 
Eastern 
North 
West Nile 
Western 
Southwest 

North Suh-regions 
IDP 
I<ararnoja 

SECONDARY SCHOOI 

' 7-he NAR for prirnary school is rhe percentage o i  the primary-school-age (6-12 years) poliuation that is attending 
primary school. The NAR for secondary school is the percenhge of tlie secondary-school-age 11 3-1 0 years) population 
that is attc~irling sccontiary school. By tiefinition tlie NAR cannot exceeci 100 percent. 

The CAR for primary school is the totai number of primary school students, expressed as a percentage of the official 
primary-schooi-age population. The CAR ior secondary school is the total number of seconciary school students, 
expressed as a percentage of the official secondary-school-age population. If there are significant numbers of overage 
ant1 underage st~ldents at a given level of schooling, the CAR can exceed 100 percent. 
' The Ceritler Parity lridex for primary school is the ratio of the primary school NAR(CAR1 for females to the NAR(CAR1 
for males. 'She Gender Parity Index ior secondary school is tlie ratio of the secondary school NAR(CAR) for females to the 
NAR(CAR) for males. 



The results of the 2006 UDHS show that among primaly-school-age children, a total of 82 percent are 
currently attcnding scl~ool. including 88 pcrcent of urban children and 81 percent of rural children. At 
primary school ages, the overall gender parity index (GPI) is 0.99, indicating there are slightly more boys 
than girls attending school. Attendance varies by region. Among the nine regions, North has the lowcst 
psopoi-tion of primary-school-age chlldren attending primary school (74 percent). Karamoja, which is 
classified as a sub-population of thc North region, has an NAK of only 43 percent. The national and 
regional gross attendance ratios, with the exception of the North and Karamoja, all exceed 100 percent, 
meaning that there are lnorc studcnts attcnding primary school than thcre arc primary-school-age children. 
This most likcly indicates a large number of'ovcrage students attending prirnaly school. 

School attendance at the secondary level is much lower than primary school attendance. Only 
16 pcrcent of secondary-school-age chlldrcn are curreiltly attending secondary school. Thii-ty-five perccnt 
of secondary-school-age children in urban areas are attending sccondary school, coinpared with only 
13 pcrccnt of those in rural areas. The secondary school NAR ranges from 44 percent in Kampala to 
5 pcrcent in North. Within the North region. thc sub-populations in IDP camps and Karainoja have 
especially low NARs: 3 pcrccnt and I percent, respectively. Although the overall NAK for secondary 
school slightly favors girls with a GPI of 1.01, thcre are several regions in which girls age 13-18 havc 
much lower sccondai-y school attendance than boys, including Central 2, North, and West Nile. Jn IDP 
camps the GPI for the secondary female to malc NAR is only 0.17. Thc GPI for Karamoja cannot be 
calculated because the sample did not include any rnales age 13-18 who werc attcnding secondary school. 

D. Family Planning 

Information about l<nowlcdge and use of contl-accptivc incthods was eollectcd from female rcspondcnts 
by asking them to mention any ways or methods by which a couple can delay or avoid a pregnancy. For 
each inethod the respondent did not mention spontaneously, the interviewer described the method and 
then asked if the respondent knew it. For each method known. the respondent was asked if she had ever 
used it. Finally. woincn werc asked if thcy (or their partncr) we]-c currently using a method. Contraccptivc 
methods are groupcd into two types in the tablc: modern and traditional. Modern methods include female 
sterilization, lnale sterilization, pill, IUD, injcctablcs, implants, nlalc condom, feinale condom, lactational 
amenorrhea method (LAM), and emcl-gcncy contraception. Traditional methods include periodic 
abstinence, withdrawal, and folk methods. 

Table 4 shows l<cy differentials in the current use of contraception by lncthod according to sclected 
background characteristics as reported by currcntly ~narricd women. Thc overall contraccptivc prevalence 
rate (CPK) among currently marricd woincn is 24 pcrccnt, with 18 pcrccnt of currcntly marricd women 
using a modern mcthod. The   no st com~nonly used modern method is injcctables (10 pcrccnt), followed 
by the pill (3 pcl-ccnt). 

Use of both modern and traditional methods increases with educational attainment. Over one-third of 
women with some secondary education or higher use a modcm method, compared with 9 pcrccnt of 
women with no education. In gcncral, worncn do not begin to usc contraception until thcy have had at 
least one child. 

Contraceptive use varies by residence and region. For example, women residing in the urban areas of 
Uganda are inore than twice as likely as those in the rural areas to use a modem contraceptive mcthod 
(37 percent versus 15 pcrcent). llsc of modern contraceptive methods ranges froin zero in Karamoja to 
40 perccnt in Kampala. 
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E. Fertility 

Fertility data were collected in the 2006 UDIIS by asking each 
woinan intervicwcd for a history of hcr live bii-ths. The 
information obtained included the month and ycar of cach birth. 
These data are used to calculate two of the most widcly used 
mcasurcs of current fertility, the total fertility rate (TFK) and its 
component age-specific fertility rates. The TFR, which is the 
sum of the age-specific fertility ratcs, is interpreted as the 
number of children the average woinan would bear in her 
lifetime if she expcricnccd the currcntly observed agc-spccitic 
fertility ratcs throughout her reproductive ycars. 

According to the rcsults of the 2006 UDHS, thc TFR calculatcd 
Tor the thrcc years preceding the survey is 6.7 births (Table 5). 
The rural TPR (7.1 children per woman) is higher than the 
urban TFR (4.4 children per woman). The general fcrtility ratc 
is 230 births per 1,000 woinen of reproductive age, and thc 
crudc birth ratc is 44.9 births per 1,000 population. 

F. Fertility Preferences 

Sevcral qucstions wcrc askcd in thc survcy concerning 
individual fcrtility prcferences. Thcsc qucstions included: a) 
whether thc respondent wanted another child and b) if so, when 
hc or shc would like to have the ncxt child. 7'hc answers to 
these qucstions allow an estimation of thc potential dcmand for 
fainily planning scrviccs either to limit or spacc births. 

Table 5. Current fertility 

Age-specific and cumulative ferlility rates, the 
general fertility rate, and the crude birth rate for 
the three years preceding the survey, by urban- 
rural residence, Uganda 2006 

Age group 

15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

Residence 

Urban Rural 

103 164 
196 338 
202 328 
185 2 70 
I33 I 9 8  

6 0  99 
0 3 2 

Total 

152 
3 09 
305 
258 
190 

94 
20 

TI'R 4.4 7.1 6.7 
CFR 155 246 230 
CRR 41.0 45.4 44.9 

Note: Rates tor age group 45-49 lnay be slightly 
biased due to Iruncation. 
'KFfi: 'l'or'll fertility rate for ages 15-49, expressed 
per woman 
CTR:  General fertility rate (births dividecl by 111~ 
riurnber of women age 15-44), expressed per 
1,000 women 
CRR: Crutie birth rate, expressecl per 1,000 
population 

Table 6 indicates that 39 perccnt of married woincn and 29 pcrccnt of married inen age 15-49 say that 
thcy want to havc no inorc children. These individuals, together with those who say thcy would likc to 
wait at least two ycars before having thcir next child, arc considcrcd to bc in nced of fainily planning. 
Nearly equal proportions of womcn and men, 74 percent and 71 pcrccnt. rcspcctivcly. want to delay thc 
birth of thcir next child or want to have no more children. 

Fertility prcfercnccs arc closely rclatcd to the number of living childrcn. In gcncral, as thc number of 
living children increases, the desire to have another child decreases. For cxamplc, 55 pcrcent of currcntly 
inarried women with five living children say thcy want to havc no more children or havc been sterilizcd, 
coinparcd with 5 pcrcent of woincn with one child. In general, men havc highcr fertility prefercnccs than 
women. l'hc higher thc numbcr of living children, the greater the difference between the prcferences of 
men and women. Around one-third of men and women with one living child want another child soon; 
however, among incn and women with five living children, morc than twice as many men want anothcr 
child soon as do women (22 pcrcent compared with 9 pcrccnt). 

The 2006 UDIJS asscsscd demand Ibr fainily planning through incasuring uninct need. Women with 
uninet need for family planning arc defined as those who reported thcy do not want to have inore childrcn 
or want to wait two or morc years before having anothcr child, but who arc not using contraception. Total 
demand for family planning is comprised of unmet nced plus woinen who are currently using 
contraception. 



Table 6. Fertility preferences bv number of living chilclren I - 
Percent distribution o i  currently married women age 15-49 and currently married rnen age 15-54 by desire ior  children, according to 
number o i  living children, Uganda 2006 

Number of living children 1-otal rota1 
Desire ior chiidren 0 1 2 3 4 2 6+ 15-49 'I 5-54 

WOMEN! 

Have another soon' 
Have another atel ' 
Have another, undecitlrtl when 
Undecidecl 
Want no rnore 
Sterilizetli 
Declare infecund 
Missing 

Total 100.0 
Yurnber of women 207 

Iiave anolhrr soon' 
Have ,~nol l~er  I,~ler' 
Have anolher, ~~nt lec i t ie t l  when 
Undecided 
Wdnt no more 
Sterilized" 
Declare iniecuncl 
Missing 

Total 1110.0 100.0 100.0 '1 00.0 100.0 100.0 100.0 
Number of men 3 tl 162 186 '1 53 184 168 451 

--- -- -- 

' Includes current pregnancy 
' \W<ints next birth within 2 years 
' W;~nls to delay ties1 birth for 2 or more years 
-' Includes bolh male and female s\erilizalior> 

includes wife's current pregnancy 

Tablc 7 shows unrnct nced, mct nccd and total dcmand for fanily planning by background characteristics. 
Ovcrall four in tcn currcntly inarricd woincn agc 15-49 havc un~nct nccd for fainily planning services, 24 
pcrccnt have inct nced and 64 perccnt havc demand for l'ainily planning. Unmet nccd for spacing is l~ighcr 
than uninct nced for limiting (25 pcrcent vcrsus 16 pcrcent). Youngcr woincn arc inorc likely to have 
uninct nccd for spacing births whcrcas oldcr woinen arc inore likely to need fainily planning to liinit the 
numbcr of childrcn they have. 

Unruet nced is higher in rural arcas than urban arcas, and it varies by rcgion. Woincn in Kampala havc the 
lowcst unmet need for fainily planning (23 pcrccnt) while those in West Nile have the highest 
(47 pcrcent). Uninet necd is also high among women living in IDP carnps (58 pcrcent). Lcvel of 
educational attainincnt is associatcd with unmet nced. Women with no education arc most likely to have 
unmet need for family planning (45 pcrcent), followed by wolnen with primary education (42 pcrcent), 
and then women with secondary education or higher (27 percent). 

The total dcmand for family planning (64 percent) has increased substantially since the 2000-2001 
UDHS, in which only 45 pcrcent of womcn were in need of fainily planning for spacing or limiting births. 
The pcrcentagc of demand for family planning that is satisfied has decreased from 45 percent in 2000- 
2001 to 37 percent in 2006. 



Table 7.  Cnniet need and the demand for faniily planning among currently married women I -  
Percentage of currently married women age 15-49 with unmet need for family planning, percentage with met need for fciniily planning, 
the total demand for family planning, and the percentage of the demand for conltaception satisfied, by background char;icteristics, 
Uganda 2006 

Unmet need for 
falnilv nlanningl 

Met need for 
family planning 

(currently using) ' 
For For 

spacing limiting -Total 

Tolal demand for 
faniily planning-' 

For For 
spacing limiting Total 

Percentage 
of demand Number of 

sal~sf~ed women - 

For For 
spacing limiting Total 

Residence 
Urban 
Rural 

Region 
Central I 
Central 2 
IUampala 
East Central 
llastern 
North 
West Nile 
Western 
Southwest 

North Suh-regions 
IDP 

Education 
No education 
I'rimary 
Secondary+ 

Total 24.5 16.1 40.6 11.0 12.7  23.7 35.5 28.8 64.2 36.9 5,337 

' Untnet need for spacing include5 pregnanl women whose pregnancy was mistimed, amenorrlieic women who are not using family 
planning and whose last birth was mistimed, and frcund women who are neither pregnant nor amenorrheic and wl io  are not using any 
method of family planning ant1 say they want l o  wait 2 01. more years for their next birlh. Also inclutled in unmrt need for spacing are 
fecund women who are not using any method of family planning ant1 say they are unsure whether they want another child or who want 
another child but are unsure when to have the birth unless they say it would not he a problem if they discoverc~tl they wcre pregnant in 
the next few wrelts. Unmet need for limiting refers to pregnant women whose pregnancy was unwanted, amenorrheic women whose 
last c l i~ ld  was unwanlcd, and fecund women who are neither prcgnant nor amenorrheic and who are not using any melhotl of family 
planning ant1 who want no more children. Excluded from the unrnet neecl calegory are pregnant and amenorrheic women wlio became 
pregnant while i~sirig a method (these women are in neetl of a better nielhocl of contraception). 

Using for spcicing is clefined as women who are using some method of family planning ant1 say they want to have another child or are 
undecided whether to tiave another. Using for limiting is defined as women who are using and who want no more children. Sole that 
the specific methotis used are not taken into account here. 
I Nolr~lsers who are pregnanl or amenorrheic and women whose pregnancy was the result of a contraceplive failure are not included in 
the category of untnel need, but are included in totdl demand for conlraceplion (since they would have been using had their method 
not failed). 

6. Malaria 

Malaria is a lcading public hcalth conccim in Uganda, especially among prcgnant womcn and children 
under the age of five. Use of inosquito nets, particularly insecticide-trcated nets (ITN). indoor residual 
spraying, prevention of malaria during pregnancy through intermittent prcvcntive treatment (JPT), and 



proinpl, effective treatment of fcver with artiinisinin combination thcrapy (ACT) are the primary health 
interventions used to reduce inalaria transmission and malaria-associated mortality. 

Table 8 shows key inalaria indicators for the country as a whole. Although 34 percent of Ugandan 
l~ouseholds report owning a mosquito net, only half of thcm ( I 6  pel-cent of all households) own an ITN. 
Just I I percent of children under age five and pregnant women slept under an ITN the night beforc thc 
survey. 

1 Tal~le 8 MaII1ria indicators 

Possession arid use of mosquito nets, preventive malaria treatment during pregnancy, arid 
tteatlnent of children with fever using antimalarial drugs, by urban-rural resicleilce, Uganda 
2006 

IRe$i tlerice 
Malaria indicators Lrban Rural '1-cital 

Mosquito nets 
Percentage of households with at least one mosquito net 
(treated or untreated) 60.6 29.4 34.3 

Percentage of households with a t  least cine irise~ticide- 
treated net (1-IN)' 26.0 14.0 15.9 

Percentage of children under 5 who slept under a 
mosquito net Ihe night before the survey 49.6 18:I 21.6 

Percentage of children under 5 who slept uncler an 
insecticide-treated net (ITN) the night before the 
interview' 21.4 8.2 0.7 

Percent,lge of pregnant women age 15-49 who slel~r 
unrler a mosquito net the night before the inlerview 49.2 21.8 24.5 

Percentage, of pregndnt women age 15-4'1 who sie(11 uncler 
an insecticide-treated net (ITN) the night bciore the 
interview ' 22.') 8.7 10.1 

Preventive malaria treatment during pregnancy 
Percentage of last births in the 5 years preceding the 
survey for which the mother took antimalarial tlrugs for 
prevention during the pregnancy 58.8 48.4 49.8 

Percentage of last births in the 5 years precetling the 
survey for which the ~ i ~ o t h e r  got intermittent preventive 
treatment (IP-T) [luring an arilenatal visit ' 18.2 16.3 16.6 

Treatment of fever 
Among children under age 5 with fever in the iwo weelts 
preceding the survey, perceniage who took antimalarial 
tlrugs 57.8 62:l GI .8 

Among children under age 5 with fever in the two weeks 
preceding the survey, percentage who took antim<liarial 
drugs the same tlaylnext day after developing fever 26.3 29.2 29.0 

Among children under age 5 with fever in the two weelts 
precc:ding the survey, percentage who took Coartein the 

1 samelriext day aftcr developing fever 0.3 1 .I I I 

1 Number of households .1,389 7,481 0,870 1 
I 1 Number of children under five years of age 9.1 0 7,437 8,347 1 
1 No, of pregnant women age 15.4') '1 02 917 1,0.19 1 
/ Number of last h~rths ~n the flve years preced~ng thc survey 664 4,370 5,035 1 

Number of living children under age tive years with fever in 
the two weeks preceding the survey 217 2,921 3,138 1 - 



Pregnant women who carry the malaria parasite may be at risk of serious problems such as low birth 
weight, stillbirth, and spontaneous abortion. As a protective measure, the World Health Organization 
recoininends that pregnant women rcceive intermittent preventive trcatment (IPT)  s sing two doses of 
sulfadoxinc-pyriinethailiine (SP) during the second and early in the third trimester of pregnancy. In 
Uganda, while mothers of half of the last live births in the fivc years preccding the survey took anti- 
malarial drugs for prevention during pregnancy, only 17 percent received coinplctc IPT during an 
antenatal visit for their last livc birth. 

Since the major manifestation of malaria is fever, in the individual intcrview mothers were askcd whether 
their children under agc five had had a fcver in the two wceks prcccding the survey. If reported, the 
mother was askcd if the child was given any drugs. Among children who had fever in the two weeks 
preceding the survey, 62 percent tool< an antiinalarial drug. However, less than half of those (29 percent 
of children with fever) received the antimalarial the same day as onset of syiliptotns or the next day. 

As of April 2006, Uganda changed its recommendation for the first-linc treatincnt for malaria to 
aitcmisinin combination therapy (ACT) with Coartem. Table 8 shows that 1 percent of children with fevcr 
tool< Coartein on thc same day or day following thc onset of fever. Rccause thc 2006 UDHS fieldwork 
was carried out iilimediatcly after thc policy change, thc low covcrage of Coartein is to bc cxpectcd. 

Urban houscholds are twicc as likely as rural house- 
holds to own at lcast onc lnosqilito nct (61 compared 
with 29 pcrcent). Owncrship of lTNs is also higher in 
~ ~ r b a n  arcas. Onc in four urban houscholds owns at 
lcast one ITN comparcd with 14 pcrccnt of rural 
houscholds. Owncrship of mosquito nets and ITNs 
varies by region. Icainpala has by far thc highest 
proportion of houscholds owning at least one 
mosquito nct (66 pcrccnt). Over 40 perccnt of 
houscholds own at least onc nct in East Central and 
Eastern while lcss than 25 percent of l~ouscl~olds own 
at lcast onc nct in Wcstcrn and Southwcst. 

Thc rcgional pattcrn of owncrship of ITNs differs 
from the pattcin of owncrship of any mosquito nct. 
The region with thc highcst proportion of households 
with at least onc ITN is North, with almost onc in 
three l~ouscl~olds owning at lcast one ITN. Thc high 
rate of ITN ownership among houscholds in IDP 
camps (42 perccnt) contributes to high ITN owncrship 
in the North region. The proportion of houscholds 
owning at least one ITN is also above thc national 
averagc in Kampala (23 pcrcent), West NiIe (22 
perccnt), and Eastern (1 8 percent). ITN ownership is 
lowest in Central 1 whcre 8 percent of houscholds in 
own at least one ITN. 

Table 9. Household ownership of mosquito nets 

Percentage of households with ar least one mosquiro net 
(treated or untreated) and with at least one insecticide-treated 
net (ITN), by bac kground characieristics, Uganda 2006 

Percentage 
with at 

Percentage least one 
with d t  least insecticide- 

one treated 
Background mosquito mosqoito Number of 
characteristic net net (ITN)' households 

Residence 
Urban 
lioral 

Region 
Centrdl 1 
Central 2 
I<ampala 
East Central 
ILastern 
North 
West Nile 
Western 
Southwest 

North Sub-regions 
IDP 
Kardmoja 

Total 34.3 15.9 8,870 

' An insecticide-treated net [ITN) is 1) a factory-treated net 
that does not require any further treatment, or 2) a pretreated 
net obtained within the past 12 months, or 3) a net that has 
been soaked with insecticide within the past 12 months. 



H. Child Health 

The 2006 UDHS obtained information on a number of key child health indicators, including 
immunization of young children and trcatment practices when a child is ill. 

Vaccination of Children 

According to the World Health Organization a child is considered fully vaccinated if he or she has 
received a RCG vaccination against tuberculosis; three doscs of DPT vaccine to prevent diphtheria, 
pertussis and tetanus, at least three doses of polio vaccine, and one dose of measles vaccine. These 
vaccinations should be received during the first year of life. The UDHS 2006 collected information on thc 
covcrage for these vaccinations ainong all children under age five. 

Information on vaccination covcrage was obtained in two ways-from health cards and from vcrbal 
rcports o l  mothcrs. All inothers werc aslced by intcrvicwers to show thc hcalth cards on which their 
children's vaccinations arc recorded. If the card was available, the interviewer copied into thc 
qiiestionnairc lhc datcs on which each vaccination was rcccived. If a vaccination was not recordcd on the 
hcalth card, thc inothcr was asked to recall whether that particular vaccination had been given. If the 
inothcr was not able to prcsent a hcalth card for hcr child, she was aslccd to recall whcthcr the child had 
receivcd BCG, polio, DP1' and incaslcs. If she indicated that thc child had received the polio or DPT 
vaccines, shc was aslccd about thc number of doscs that thc child received. 

Talcing into considcration the vaccination schedule, Tablc 10 presents information on vaccination 
covcragc for childrcn age 12-23 months. By this agc, childrcn should be fully vaccinatcd against thc 
major prcventablc childhood illnesses. Covcragc lcvcls include data froin both health cards and vcrbal 
repoils of mothers. Foi-ty-six pcrccnt of childrcn agc 12-23 inonths wcrc fi~lly vaccinatcd. Nine in tcn 
childrcn receivcd RCG, DP7' 1, and polio 1. However, thc proportion of children who rcccived the sccond 
and third doscs of DPT and polio dcclincd significantly. Only around four in five children rcceived 
sccond doscs of DPT and polio. The proportions ol'chiIdrcn agc 12-23 inonths who received DPT 3 and 
polio 3 droppcd to 64 pcrccnt and 59 pcrccnt, rcspcctively. Two in evcry thrce children were vaccinated 
against ineaslcs. 

Only 7 pcrccnt of children received no immunizations at all. Rcceiving no vaccines at all was most 
coininon in thc ccntral region, with 17 percent of children in Ccntral 1 and 10 pcrccnt of children in 
Ccntral 2 receiving no vaccinations. Full iininunization was higher in urban areas where 5 1 percent of 
children rcceived all vaccinations than in rural areas whcrc 46 pcrccnt of childrcn received all 
vaccinations. Full immunization is highcst in Western region, whcre just ovcr half of childrcn receivcd all 
vaccinations. 

Full imlnunization varies by mother's education, rising from 39 pcrccnt among children of mothers with 
no cducation, to 46 pcrccnt among children of mothcrs with primary education. to 58 pcrccnt among 
children of mothers with secondary and higher education. 



I -abe I 0  Vaccnatiilns by background characteristics 

Percentage of children age 12-23 months who received specific vaccines at any tirrie hefore the survey !according to a vaccination card or the rnot1ier.s report), 
and percentage with a vaccination card seen, by background characteristics, Uganda 2006 

Percent- 
age with 

No avacci- Number 
Background DPT' Polio' vaccina- nation of 
charac~eristic RCC; 'I 2 0 1 2 3 Measles All tions carti children 

Sex 
Male 89.9 88.4 79.6 62.7 46.4 89.6 81.0 58.2 67.1 45.5 6.7 64.1 81 3 
Female 91.1 91.3 82.1 65.1 43.4 91.1 81.6 60.4 69.1 47.0 6.6 62.0 777 

Residence 
Urban 92.0 92.7 83.3 67.2 68.9 93.1 83.5 59.5 76.7 51.1 5.8 62.5 156 
Rural 90.4 89.5 8 0 . i  63.5 42.4 90.0 81.1 59.2 67.1 45.7 6.8 63.1 1,434 

Region 
Central 1 
Central 2 
IKarnpala 
East Central 
Eastern 
North 
West Nile 
Weslern 
SouthwesL 

North Sub-regions 
IDP 97.1 96.4 92.0 84.1 74.6 94.9 89.9 60.9 84.8 53.6 1.4 61.6 101 
Kararnoja 95.8 96.4 85.1 66.1 62.3 97.3 87.1 62.8 79.4 48.2 2.2 48.8 5 8 

Mother's education 
No education 89.7 86.6 78.4 58.2 38.8 87.2 77.9 54.2 64.1 39.0 8.5 55.7 323 
Prini'iry 89.9 90.0 80.1 63.6 43.0 90.2 80.9 58.7 66.4 46.0 6.8 65.4 1,045 
Secondary+ 94.6 93.5 87.9 73.6 62.9 95.3 87.9 69.2 01.7 57.9 3.3 62.7 222 

Childhood lllnesses 

Acute respiratory illness (ARl) and dehydration from scvcre diarrhea are inajor causes of childhood 
mortality. Pi-ornpt medical attention for children experiencing symptoins of these illnesses is, thcrefore, 
crucial in reducing child deaths. To obtain information on how childhood illnesses arc treated, mothcrs 
wcrc asked (for each child under five years) whether in the two weeks bcfore thc survey the child had 
experienced a cough with short, rapid breathing that was chest-related (syn~ptoms of ARl), fcvcr, or 
diarrhea. 

Data from thc 2006 lJDHS show that 15 percent of children under five had symptoms of ARl and 41 
pcrcent had fever in the two wecks prcccding the survey (data not shown). Table 11 shows that allnost 
half of childrcn (45 pcrcent) had symptoins of ARl or fever in the two weeks bcfore thc interview. Almost 
three-quarters of thcsc children were taken to a hcalth facility or provider. 



The prevalence of symptoms of ARI or fever ranges from 25 pcrcent of children under age five in 
Kampala to 55 percent in North and 56 percent in Eastern. Over 60 percent of children with such 
syinptoins wcre taken to a health facility or provider in evely region. Children with syinptoins of ARI or 
fevcr were least likely to reccive health care in East Central and Eastern (65 pcrccnt), and inost likely to 
receive care in North and Central 1 (83 percent). 

I Table 11 .  Treatmenl for acute respiratory infection or fever I 
Percenl of cliilclren under five years who had symptoms of acute respiratory infeclion 
(ARI) andlor fever in the two weelts preceding the survey, and among those, the 
percentage for whom treatrrient was sought from a health facility or provider, by 
bacltground characteristics, Uganda 2006 

Among children 
under ace five: 

Among children under 
age f~ve  with symptoms 

of ARI or fever: 

Percentage 
with 

symptoms of 
ARl'Ifever in 

the two weeks 
Background preceding the Number of 
clial-acteristic survey children 

Percentage 
for whom 

treatment was 
soupht from a Nurnber of 
heaiih facility1 chilclren with 

provider' ARI or fever 

Age in moriths 
1 6  
6-1 1 
12-23 
24-35 
36-47 
48-59 

Sex 
Male 
Fernale 

Residerice 
Urban 
Rural 

Region 
Central 1 
Central 2 
[<ampala 
East Central 
Eastern 
North 
West Nile 
Western 
Southwest 

North Sub-regions 
IDP 
Karamoja 

Mother's education 
No education 
Primary 
Secondary + 

Total 45.1 7,664 73.5 3,456 

Symptoms of ARI (cough accompanied by short, rapid breathing that is chest- 
related) are considered a proxy of pneumonia. 
' Excludes pharmacy, shop, and traditional practitioner 



Table 12 shows thc prcvalencc of diarrhea and diarrhea treatment practices among children under fivc in 
the two weeks preceding the survey. The administration of oral rehydration therapy (ORT) is a simple 
means of counteracting the effcct of dehydration brought on by diarrhea. During ORT, the child is givcn 
either a solution made by mixing water with a commercially prepared packet of oral rehydration salts 
(ORS), a hoineinadc sugar-salt-water solution or other rccom~nended home~nadc fluid, or siinply by 
increasing the amount of fluids given to the child. 

1 Table 12. Prevalence and treatment of diarrhea 

Percentage of children under five years who were sick with diarrhea in the two weeks prececling the survey, 
and among children with diarrhea, percentage for whom treatment was sought from a health facility or 
provider, p~rcentage given a solution made frorn oral rehydration salt (ORS) packets, and percentage given any 
oral rehydration therapy (OR-T), by background characteristics, Uganda 2006 

Background 
characteristic 

Age i n  months 
< 6  
6-1 1 
12-23 
24-35 
36-47 
48-59 

Sex 
Male 
Fernale 

Residence 
Urhan 
Rural 

Region 
Central 1 
Central 2 
I<ampala 
East Centr,!l 
Iiastern 
North 
West Nile 
Western 
Southwest 

North Suh-regions 
IDP 
Karamoja 

Mother's education 
No education 
Primary 
Secondary + 

Among children 
under age frve: 

Percentage 
with diarrhea 

in the 
two weeks 
preceding Nurnher of 
the sulvey children 

Among children under age five with diarrhea: 
Percentage 
for whom Percentage 

treatment was given 
sought frorn a solution Percentage 
health iacilityl from ORS given any Number of 

provider' packel OR-V2 children 

' Excludes pharmacy, shop, and traditional practitioner 
Includes OR5, recommended home fluids, and increased iluids I , 



In the 2006 UDHS, mothers were askcd whether children under five had diarrhea in the two weeks 
preceding the survey. For children with dialrhea, mothers wcre askcd what had been done to treat the 
diarrhea. One in four children had diarrhea in the two weeks preccding thc survey (Table 12). Sevcn in 
tcn childrcn with diarrhea were taken to a facility or provider, 40 percent of children were given solution 
prepared from ORS packets and 43 percent werc givcn soinc form of OIiT. 

There is regional variation in the prevalence of diarrhea. Children undcr age five in North wcrc more than 
twice as likely to havc had diarrhea in thc two wcelcs preceding the survey as were cl~ildren in Kampala 
(36 percent coinparcd with 17 pcrcent). The proportion of childrcn with diarrhca for whom treatment was 
sought ranges fro111 2 percent in Southwest to 89 percent in North. There is regional variation in the 
proportion of children with diarrhea who werc givcn ORT. Less than three in ten childrcn with diarrhea in 
Southwest were givcn any ORT, coinpared with almost six in ten children in North. 

Tables 1 1  and 12 show that children in IDP camps are more likely than othcr childrcn to bc taken to a 
hcalth facility or provider when thcy have syinptoms of ARI/fever or diarrhea. Eighty-fivc pcrcent of 
childrcn in camps with syinptoins of ARI or fcvcr are taken to a health facility or provider, as arc 
9 1 percent of childrcn with diarrhea. 

I. Orphanhood and Vulnerability 

One consequence of the HIV cpidcinic is an increasing nuinbcr of childrcn under age 17 who alc orphans 
or vulncrablc childrcn (OVC). The 2006 UDHS included qucstions on thc survival status of all parcnts of 
childrcn undcr age 18 in the sampled houscholds. In addition, a series of qucstions was asltcd to ascertain 
whcthcr any childrcn in the housel~old wcre vulnerablc. Any child with one or both parcnts dcccascd is 
considcrcd an orphan. A child is dcfined as vulncrable if hc or shc has a parent who has bcen chronically 
i l l  for three of the past 12 months, who lives in a household with a chronically i l l  adult, or who lives in a 
houschold where an adult died in the past 12 months. By this dcfin~tion, a child classified as vulnerablc 
may also happen to havc one or both parcnts deceased. However, a child with one or both parents 
dcccascd is not considcrcd vulncrable unless thcy satisfy one of the thrcc conditions described above. A 
total of 25,706 childrcn undcr the age of 18 werc idcntificd in the houscholds in thc UDHS samplc. 

Figure 1 shows thc proportion of childrcn undcr 18 In Uganda who arc orphans or vulncrable children. 
1;iStccn pcrccnt of children arc orphans, 6 pcrccnt of children are vulncrablc, and one in live childrcn is 
orphancd or vulncrablc. 



Figure 1 Percentage of Children Age 0-1 7 Who Are 
Orphaned or Vulnerable 

l io th On ly  On ly  Orphans: Vulnerable Children who 

parents father mother Children wi th children! ate orphans o r  
dead alive alive one o r  both vulnerable 

parents dead childreti 

Nole: Subgroups o f  orphans do not sum to the tcltal because o f  rounding. A chi ld may classify as both an orphan 
and a vulnerable child. Therefore, the orphans and vulnerable chldren categories d o  no t  sum l o  the or l~ l ians nr 
vulnerable children lolal. 

'Vulnerable child: a child w h o  has a very siclc pnrenl O R  lives in a household where an adult has been 
very siclc O l i  died in [he past 12 rnontlls 

Figurc 2 shows thc percentage of children under 18 currently attending school by OVC status. A child is 
considcrcd to bc currently attending school if hc or shc attended school at any time during the school year 
ongoing at the tiinc of thc survey. Results of thc 2006 UDHS show that among primary- school-age 
children, roughly equal proportions of OVC and non-OVC are currcntly attending school. Howcvcr, 
among secondary-school-agc children, orphans and OVC are less likely than non-OVC children to 
currently attcnd school (75 percent coinparcd with 83 percent). 

Figure 2 Percentage of Orphaned and Vulnerable Children 
Currently Attending §chooll 

I'ercent 
100.0 , I 

Lhilt lren age 6-12 Children age 13-17 Children age b-17 

I Cu~rently .ittcticling S I  hool nlearia t l ~ e  cl i~ld attencled at any ti~ne during the current school year 
Orl~li.ln. Any r l ~ l l d  w ~ l h  on? or t),~lti Iparents dead 

'Orpli,~n or vulnerable. ,I  (-hid w~t l i  11ne OI both parent5 dead, OR who has a parent who ha5 been chron~c~illy 1 1 1  
lor t l~rer  r ~ l  tlic p.15t 12 montllb, 011 who lwei i r~  a houie with a ~liror~ically ill adult, CIR who livea In a houseti~~lcl 
where an adult dled In the past 12 months 

UDHS 2006 



J. Nutrition 

Breastfeeding 

Brcast Inilk is thc optimal source of nutrients for infants. Childrcn who are exclusively breastfed receive 
only brcast milk. Exclusive breastfeeding is recornmcnded during thc first six months of a child's life 
bccause it limits cxposurc to discascs as well as providcs all of thc nutrients that a baby requires. Table 13 
shows the breastfecding practices of mothcrs of children under thrcc years of age. 

Brcastfeeding is nearly universal in Uganda for childrcn under six months of age. Almost nine in ten 
children age 12-17 months are still breastfed, as are three in five children agc 18-23 months. Exclusive 
brcastfeeding, on the other hand tcnds to bc lower. Though high among children less than two months of 
agc (84 percent), exclusive brcastfccding drops markedly to 65 percent among children age 2-3 months. 
Overall, only 60 percent of children under six months are exclusively breastfcd. 

TCible 13. Rreaslfeedinp, status by age 

Percent clistribution of youngest cliilciren under three years living with the mother by breastfeeding slatus and percenlage of 
children undel- three years using a bottle with a nipple, according to ,ige in months, Ug,indd 2006 

Age in montlis 

0- 1 
2-3 
4-5 
6-8 
9-1 .I 
12-1 7 
18-23 
24-35 

Not 
Ihreasl- 
feeding 

0.0 
0.9 
0.2 
I . I  
3.2 

1.1.7 
19.5 
113.7 

Exclusively 
breaslfed 

Dreastfeeding and consuming: 

Non- 
milk 

liquids1 
juice 

0.3 
1 .9 
3.1 
2.2 
0.2 
0:1 
0.3 
0.0 

Other 
rnilk 

4.2 
13.8 
18.0 

4.1 
2.1 
0.5 
0.5 
0.0 

lnentdry 
food 

2.1 
14.1 
35.2 
77.7 
89.5 
86.1 
58.8 
16.2 

Number of 
youngest 
children 

~ ~ n d e r  lhree 
years 

225 
294 
269 
396 
371 
778 
705 
884 

Percentage 
using a 

botlle with 
a nipple' 
-- 

2.7 
11.1 
18.9 
25.6 
23.8 
20.6 
'19.5 
'1 5.5 

Number 
of all 

children 
under 
three 
vears 

20-23 45.6 0.5 0.4 0.4 0.3 52.7 100.0 460 19.0 515 

Nole: Oreastfeeding stalus refers to a 24-hour period (yesterd,~y and the past nightj. Children cl;~ssified as breastfeeding and 
consuming plain water only consume n o  supplements. The categories of not L~reastieeding, exclusively breastied, 
breaslfeeding and consuming plain water, water-based licluidsljuice, other milk, and complementary foods (solids and serni- 
solids) are hierarchical and mutually exclusive, and their percenlages add to 100 percent. Thus children who receive breast 
milk and water-based licluids arid who do not receive complementary foods are classified in  the waler-based liquid category 
even though they may also get plain water. Any children who get complementary food are classified in that category as long 
as they are breastfeedirig as well. 

Based on all children under three years 



After the age of six months. children need complementary foods in order to satisfy their nutritional 
requirements. Almost four in five children age 6-8 months receive complcrnentary foods. Among childrcn 
age 9-1 1 months, this percentage rises to 90 percent. Around one in five children age 12-23 months arc 
fed with a bottle. This practice is regarded as an exposure of children to rislc of infection. 

Nutritional Status of Children 

Under nutrition places children at increased risk of illness and death and has also been shown to be related 
to impaired mental development. Anthropomctry provides important indicators of children's nutritional 
status. One in three households in thc 2006 UDHS sample, height and weight ~neasurements were 
obtained for all children born in the fivc years before the survey. The height and weight data arc used to 
compute three sulnlnary indices of nutritional status: height-for-age; weight-for-height; and weight-for- 
age. Thcsc three indices arc cxprcssed as standard deviat~on units lrorn the median for the international 
rcfcrcncc population recomrnendcd by thc World Health Organization. Children who fall more than two 
standard deviations below (-2 SD) the refercnce median arc rcgarded as undernourished, while those who 
fall more than thrce standard dcviations below (-3 SD) the reference ~ucdian are considered severely 
undernourishcd. Table 14 shows the nutritional status of children under tive in Uganda by background 
characteristics. 

Children whose hcight-for-age is below minus two standard dcviations from the mcdian o f  the reference 
population arc considered stunted or short for thcir age. Stunting is the outcome of failurc to rcccivc 
adcquate nutrition ovcr an cxtendcd period and is also affectcd by rccurrcnt or chronic illness. Thirty-two 
percent of childrcn under fivc are short [or their age; 12 pcrcent are scvcrcly stunted. 



Table 14. Nutritional status of chi1drc.n 

Percentage of children under five years classified as malnourished according to three anthropometric indices of nutritional status: 
height-for-age, weight-for-height, and weight-for-age, by background characteristics, llganda 2006 

Height-for-age 

Percentage Percenlage 
below -3 SD below -2 SD' 

Wetght-for-he~ght Weight-for-age 

Percentage Percentage Percentage Percentage 
below - 3  SD below -2 SD' below -3  SD below -2 SD1 

13ackground 
characteristic 

Age in months 
c6 
6-8 
9-1 1 
12-1 7 
'I 8-23 
24-35 
36-47 
48-59 

Sex 
Male 
Female 

Residence 
Urban 
Rural 

Region 
Central 1 
Central 2 
Kampala 
Easl Cenlral 
Eastern 
North 
West Nile 
Western 
Southwest 

Norlh Sub-regions 
IDP 
IKaratnoja 

Mother's education' 
No educaLion 
Primary 
Secondary+ 
Missing 

Mother's status 
Mother interv~ewed 
Mother not interviewed, 
b u ~  in household 

Mother not interviewed, 
not in household ' 

Number of 
children 

Note: Table is /based on children who stayed in the household the night before the interview. Each of the indices is expressed ir 
standard deviation units (SD) from the median of the NCHSICDCIWHO International Reference Population. Table is based or 
children with valid dales of birth (month and year) and valid measurement of both height ant1 weight. 
' Includes chilclren who are below -3 standard deviaiions (SD) from the InternaLional Reference Population ~nedian 
' f'or women who are not interviewed, information is talten from the t-louschold Questionnaire. Excludes children whose mother 
are not listed in  he Household Questionnaire 

Includes children whose mothers are deceased 



Children whose weight-for-height is below minus two standard deviations from the median of the 
reference population are considered wasted or thin. Wasting represents the failure to receive adequate 
nutrition in the period immediately before the survey, and typically is the result of recent illness episodes, 
especially diarrhea, or of a rapid deterioration in food supplies. In Uganda, 5 percent of childrcn were 
wasted at the time of the survey. 

Children whose weight-for-age is below minus two standard deviations from the median of  the reference 
population arc considered underweight. This measure reflects the effects of both acute and chronic 
undernutrition. One in five children is undesweight. 

IYutritional statistics vary by background characteristics. Especially striking arc differences by place of 
residence and mother's education. For example, rural childrcn arc allnost 50 perccnt inorc likely to be 
stunted and 54 percent more likely to be underweight than orban children. By region, the proportion of 
children who are underweight ranges from 12 percent in Kampala to 28 percent in the North. In the 
spccial region of Karamqja, this proportion rises to 49 percent. 

Results on nutritional status by mother's level of educational attainment indicate that wornen with 
secondary education or higher arc less likely to have children who arc stunted or underweight than 
women who have no education or primary cducation. The impact of weaning can be seen in children 
around the age of nine months: all three nutritional measures deteriorate significantly bctwccn children 
age 6-8 months and childrcn age 9-1 1 months. 

I<. Maternal Care 

Proper care during pregnancy and delivery are important for the health of both the mother and the baby. 
111 the 2006 UDHS, women who had given birth in the five years preceding the survey werc asked a 
number of questions about maternal health care. For the last live birth in that period, inothers were asked 
whether thcy had obtained antenatal carc during the prcgnancy and whether they had received tetanus 
toxoid injections during prcgnancy. For each birth in thc same period, thc inothcrs wcrc aIso asked what 
type ofassistancc thcy rcceived at thc time of childbirth and where thc birth took place. Table 15 presents 
the information on these key maternal care indicators. 

Antenatal Care and Tetanus Toxoid 

Antenatal carc from a trained provider is important to monitor the pregnancy and to diagnose and treat 
coinplications in pregnancy. According to the 2006 lJDHS results, 94 percent of woincn who gave birth 
in the iivc years preceding the survey rcceived antenatal carc (ANC) fro~m a health professional at lcast 
once. Urban woinen werc slightly more likcly to receive ANC at lcast oncc than rural woinen (97 percent 
coinparcd with 93 percent). Although thcrc are slight variations in use of ANC by region, the perccntagc 
of women who have at least one ANC visit is 90 percent or higher in every region. ANC eovcrage is 
lowest in Central 1 (90 percent) and Southwest (91 percent). 

Tctanus Toxoid injections are given during pregnancy to prevent neonatal tetanus, a inajor cause of infant 
deaths. Table I5  indicates that 68 percent of woincn who gave birth during the five ycars before the 
survey were protected against neonatal tetanus for their last birth. 



/ Table 15. h4aternity care indicators I 
Among women who had a live birth in the five years preceding the survey, percentage who received 
antenatal care from a health professional for the last live birth and percentage whose last live birth was 
protected against neonatal tetanus, and among all live births in the five years before the survey, percentage 
delivered by a health prc~fesional and percentage delivered in a health facility, by background characteristics, 
Uganda 2006 

Percentage 
Percentage whose last 

with antenatal live birth was 
care from protected Percentage 
a health against delivered by a Percentage 

Background professional' neonatal Number of health delivered in a Number of 
characteristic for last birth tetanus' women professional health facility births 

Mother's age at birth 
< 2 0  94.5 65.3 777 49.9 48.8 1,436 
20-34 93.7 69.0 3,427 41.9 41.0 5,857 
35+ 92.0 68.9 831 33.3 32.1 1 ,I 1'1 

Residence 
Urban 
Rural 

Region 
Central 1 
Central 2 
I<a mlxlla 
East Centr,ll 
Eastern 
North 
West Nile 
Western 
Southwest 

North Sub-regions 
IDP 93.2 79.6 355 34.3 34.6 61 2 
IKarainola 92.0 72.7 187 18.1 15.4 322 

Education 
No education 90.1 67.3 1,087 26.0 25 0 1,910 
Primary 94.0 66.7 3,156 40.8 39.5 5,350 
Srcondary + 96.4 76.7 792 74.9 74.9 1 ,I 55 

Total 93.5 68.4 5,035 42.1 41 .I 8,423 

' Doctor, nurse, or midwife 
Incl~ides mothers with two injections during the pregnancy of the last live hirth, or two or more injecticlns 

(the last within 3 years o l  the last live birth), or three or more injections (the last within 5 years of the last live 
birth), or four or more injections (the last within ten years of the last live birth), or five or more injections prior 

to the last live birth 

Childbirth Care 

Propcr medical attcntion and hygicnic conditions during childbirth can reduce the risk and sevcrity of 
complications and infections that can causc thc death or scrious illncss of the inothcr andlor the baby. 
About four in tcn women give birth in a health facility. Regional differences are marked. The likclihood 
of giving birth in a health facility ranges from 15 pcrcent in Karamoja to 90 percent in Kampala. Younger 
women and womcn with higher education are more likely than othcr women to utilize health facilities 
when giving birth. 
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