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Executive Summary
This report presents findings of Nutrition situation in Kakonko and Kasanda divisions of

Kibondo District. The survey aimed at establishing baseline information which will facilitate
planning and monitoring of nutrition interventions. The assessment of nutrition situation prior to
initiating any intervention was considered important for consensus building among stakeholders
on priority areas to be addressed during the planning process.

The survey focused on assessment of the magnitude of Protein Energy Malnutrition (PEM)
among children underfive years of age and the extent to which major diseases related to
malnutriton affect them. Provision of information for application of triple A process
(Assessment, Analysis and Action) during initiation of the -Child Survival Protection and
Development programme activities as well as involvement of district personnel in the initial
stage of Triple ‘A’ i.e assessment of the problem were among the aims of the survey.

The survey draws secondary data from relevant sources including Kibondo district council and
various relevant institutions and organizations in Tanzania. Primary data for households and the
community in general was coliected through quantitative and qualitative method. Assessment of
nutritional status was done by anthropometric measurements of all children underfive years in
sampled housenolds.

" The survey reveals that severe and chronic protein energy undemutrition is prevalent in the two
divisiohs as indicated by levels of stuhting (above 50 percent) and underweight (above 40
percent). Fevers associated with malaria, diarrhoea, coughs and other respiratory tract
infections were prevalent among children underfives. Other: diseases found during the survey
were eye infections, scabies, measles and worm infestation.

Breastfeeding practices are positive to nutrition since initiation of breastfeeding is done soon
after birth: all infants receive colostrum and are breastfed for a reasonable period of time. In
addition, early as well as late complementation accompanied by few number of meals in a day
among underfives were some practices revealed by the survey in relation to child feeding
practices.
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Besides adequate distribution of health care facilities the services offered were perceived by the
users to be poor. Main reasons attributed to the situation among others were inadequate drugs
and essential equipment, understaffing and high number of underqualified health staff in the
districts.

Water services were also a problem in the two divisions as some were from unsafe sources
and majority of the people (90.8 percent) found to be far from the sources implying that a lot of
time is spent by household members in obtaining the service.

Many households (more than 94 percent) have toilet facilities and dispose their domestic waste
in pits but practices related to personal hygiene were limited. There was gender biased division
of labor-which subjects women to more workload compared to men. However, men were
willing to undertake activities perceived to be feminine in nature if'improved.‘technology was
involved.

Despite the increased nutritional demand during pregnancy and lactation there was less
consideration in terms of food and reduction of work for women during the period. Women have

to work to the end of pregnancy.

it was aléo !eafr;i thz‘atr peopie Qere involvedn in }haking 'vita& decisions regardiﬁg their .
development and most of the projects initiated in the villages were the result of significant
contribution from villagers. This forms a basis for mobilizing people to initiate activities to solve
their problems.' Regarding refugees influx in the district, there were both positive and negative
attributes associated to the influx.

The district is potentially capable of dealing with most of the problems. Along the process of

solving those. problems, setbacks such as under staffing and under qualified staff in different
sectors and departments may require support to complement district efforts.
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1.0 INTRODUCTION

The need for conducting Nutrition Assessment in Kibondo district is an outcome of appraisal
mission by TFNC/UNICEF for initiating Child Survival, Protection and Development (CSPD)
Programme in Kibondo district. During the visit to the district, the TFNC/UNICEF mission
team held a meeting with individual heads of sections and also made a field visits. From the
meeting and field visit it was observed that among other things there was inequitable
distribution of social services in the district. In addition, refugee influx from Burundi was
reported by district t6 ‘have adverse effect on the communities’ weifare (TFNC/UNICEF
Appraisal mission Report, 1999).

The current refugee influx in Kibondo and neighbouring districts of Kasulu, Kigoma and
Ngara began after the abortive coup against President Melichior Ndadaye of Burundi on
October 21, 1993. As a result an estimated 250,00 Burundian refugees fled to Kigoma and
Kagera regions (UNHCR, 1999). Initially, Tar.zanian villagers from respective areas were
hosting the refugees. Semi-permanent setlements were later established in Mtabila,
Kanembwa and Mkungwa areas in Kigoma region. Due to the continuing insecurity in
Burundi, the influx that began in 1993 continued until the refugee’s population increased from
28,000 in May 1996 to 167,705 by the end of December 1998 (UNHCR, 1998).

The joint consultative meeting thefefore recommended the following actions:

00  Child Strvival, Protection and Development (CSPD) should start soon in
the district = -

a A health and nutrition assessment be undertaken prior to the initiation of
CSPD programme. ’

11 Rationale for thl;jgion.Assessment

The latest information on the health- and nutriion situation of Kibondo district comes from
1993 survey supported dy-the World Bank. Basing on the survey results and-from other
sources of information such as the Health Information Management System and MCH
reports, the nutrition and heaith conditions of the people in the district were considered to be
not good. At the same time, available information on health and nutrition was based on
heatth facilities that are not evenly distributed. The absence of community based information

1




spread of health and nutrition problems in the district.

Before initiating any interventions it was considered crucial to conduct nutrition situation
assessment in the district. The assessment results would not only facilitate consensus
building among stakeholders-on priority areas to be addressed but would also provide
baseline information for monitoring programme outcomes and impact.

In order for someone to understand the causes of malnutrition in a particular society and

their relationship, information which will show explicitty health and nutrition situation of the
area and if possible their likely.determinants is vital. Once such information is available

a* Triple A” process can be used to facilitate decision making process which will lead to
appropriate actions for improving the observed situation. The application of “Triple A”
process has to be in all levels, since each level of the society has a role to play in a process
of eliminating malnutrition. This report-attempt to provide information which could be used
by the district and the two divisions to set triple “A” process in motion.

Information presented in this reports was collected from documents, households and
discussions with community members.. Before embarking on further analysis, a meeting
was conducted at district levetin-order to present preliminary findings. Some of the findings
have already started to be implemented. Therefore, we hope that this report will facilitate
further actions which could not take place as a result of the preliminary report.

It is worthwhile at this juncture to highlight the structure of the report. The subsequent
sections includes objectives of the assessment, social economic profile of the district
methodology, results and discussions and last section provide summary of main findings
and recommendations.
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20 OBJECTIVES OF THE ASSESSMENT

QOverall objective

The assessment was conducted with the overall objective of generating basic information on
the health and nutrition situation of communities prior to CSPD start up in the district.

The results of the assessment will serve the dual purpose of updating districts information on
health and nutrition situation and facilitate planning of interygntions amidst scarce resources.

2.2 Specific Objectives:
The specific objectives of the assessment were as follows:

a) Provide baseline information on the health and nutrition situation;

b) Facilitate consensus building among stakeholders on the main problems
" affecting e

women and children in the district for prioritization of interventions;

c) Provide information for application of “triple A process” i.e. Assessment,
Analysis
and Action during CSPD initiation;

3.0 SOCIO-ECONOMIC PROFILE )
This section presents profile of basic socio-economic information for Kibondo district. The

information will cover location and area, population, climate, administrative structure.
economic activities and social services available in the district.

-3.1  Location and Area » e : -
Kibondo district lies between latitudes 3.9° and 5.0° South of the Equator and longitudes 0.2°

“nd 31.5° East of the Greenwich Meridian. To the North the district is bordered by Ngara and
Biharamulo districts. To the East it is bordered by Bukombe and Kahama districts. To the
South the district shares border with Urambo, Kigoma and Kasulu districts while to the West
is shares border with the Republic of Burundi. The district occupies a total area of 16,058
2 of which arable land is around 8,000 km”. Approiifately, two thirds of the district area is

covered by forest and game resefve.



3.2 Population
According to the 1988 population census, the population for Kibondo district was 175,604,

With a population growth rate of 2.8 percent per annum, the district's population for 1998 was
estimated to be 231,455 with 124,154 females and 107,301 males. The population density is
11 persons per square kilometer. However, the population distribution is highty un-even since
forest and game reserve cover about two thirds of the area in.the Eastem and Southem parts
of the district.

3.3 Climate
The district experiences a sub-tropical type of climate. Temperatures range between 15°C

and 22°C.-Rainfall is bimodal ranging from 800 mm to 1600 mm-per annum. Wettest months
are April and May while August through October is the driest period.

Three'maior ecological zones that exist in the district are:

- the Highlands that comprise the hilly zone in the westem part of the district;

- the Intermediate zone which is heavily dissected by river valleys; and

- the Lowland which occupies about two thirds of the district, covered by Miombo woodland
and infested with tsetse flies.

3.4 Administrative Structure
Kibondo district is comprised of four administrative divisions namely Kibondo, Kakonko,

Kasanda and Mabamba. The district has a total ‘of 20 wards and 65 villages. The
composition of villages for each division is-as follows: Kibondo (24), Kakonko (19), Kasanda
(9) and Mabamba (13).

3.5 .Economic Activities
Agriculture and livestock keeping are the dominant ecenomic activities in Kibondo district.

Fishing:though occasionally practised in Malagarasi river other water streams and natural
ponds is mainly for domestic use. About 95 percent of fish consumed in the district comes
from outside the.district namely from Mwanza and Kagera regions and Kigoma district




3.5.1 Agriculture
Both food and cash crops production are the main agricultural activities. Food crops grown

include maize, cassava, banana, groundnuts, beans, pigeon peas and sorghurm/millet. Cash
crops include coffee, cotton and tobacco. Livestock keeping is also practised and includes
cattle, pigs and chicken keeping. However, weak extension services and tse tse fly
infestation affect livestoc?g development in the district.

3.5.2 Processing Industries
There are few cotton ginneries in the district. Coffee is processed (pulp-removing) in the

homesteads before marketing.

3.5.3 Forestand Game Reserves
There is a large forest reserve (BuyunguwMwalye) which covers an area of 5,148 km? with a

variety of tree species. The forest is a major source of timber and poles for-houses building
and other uses and also provides honey and wax for beekeepers. Adjacent to the forest
reserve in the Northem and Southern part of the district is the Moyowosi game reserve which
offers a variety of fauna species like buffaloes, lions, elephants, whale bilted, leopards,
giraffes, antelopes, monkeys and hyenas. |

3.5.4 Mineral Resources
There are some salt deposits in the game reserve. However, they are not explored and its

- potential production is not known. - - I

3.6. Social Services
The district experiences both madequate and mequ:tab!e social services distribution among

its population. The services mc!ude education, health, water supply and transport
infrastructure. Problems associated with social services inadequacy are further exarcebated
by refugees influx in the-district, particularly in Kasanda where two refugee camps are
established and Kakonko division which primarily serve as entry point for refugees from
Burundi. The situation of social services in the district is briefly described below.




3.6.1 Education
Kibondo district has 67 primary schools and three secondary schools. One of the secondary

schools is government owned while the other secondary schools are owned by parerts and
catholic mission respectively. In addition, there are two training institutions namely a Folk
Development College and Matermnai and Child Health Training institute. However, the later is -
not operating due to recent curricula changes in the training institutions under the Ministry of
Health.

3.6.2 Health Services
The district has one hospital with 119 beds, three Rural Health Centres with 73 beds, 45

dispensaries and 18 villages-health posts. Referral of patients to the district. hospital is
constrained by unreliable means of transport. Referrals from the district hospital are directed
to Kabanga hospital in Kasulu ard Maweni hospital in Kigoma. The quality-of-services
rendered is below standard due to inadequate medical supplies and shortage of professional
staff. Comparatively, Kakonko and Kasanda divisions are reported to be more under served
among all divisions available in the district.

3.6.3 Water Supply
There are 15 gravity and one pumping-water schemes in the district. In addition, there are 21

other water sources comprised of bore and shallow wells, protected springs and three rain
harvest points. Nevertheless, the distribution of those water schemes in the district is highty
un-even. Kasanda division is.the ieast served with only two types: of water sources.of which
none is gravity or pumping scheme. Kakonko division on the other hand, has a total of 14
water sources of which 10 are gravity, two'shallow well/bore hole and two rain harvest points. -

3.6.4 Road Network
Kibondo district has a total of 804:kilometres of road network. There are no tarmacked roads.

About 125 km of the road network is trunk road of earth/gravel surface which links the district
with Kigoma regional headquarters and other districts i.e. Kasulu, Biharamulo, Ngara and
Kahama districts. The remaining district and feeder roads network are of earth surface.



3.6.5 Air Services
There is an air<trip located 11 kilometres from Kibondo town. The airstrig is mostly accessed

by light private aircrafts; linking the district with other towns with aiiports and airstrips such as
Kigoma, Mwanza and Ngara.

40 METHODOLOGY
In this study a combination of qualitative and quantitative techniques were used in collecting

.- primary data. This section describes the sampling procedure, survey instruments,
recruitment and training of enumerators. Also the section describes the study’s organization
and logistics together with some ethical considerations adhered to.

4.1 Study area and Population
The assessment conducted in Kibondo district was specifically focused at Kakonko and

Kasanda divisions. The two divisions are reported to be relatively under served in terms of
social services such as heaith, education and water supply.

‘Basing on the 1988 population census, the 1998 population for Kakonko was estimated to be
65,527. The division is composed of six wards and 20 villages including Kakonko urban with
Vé total of 13,105 households. On the other hand, Kasanda division has three wards
consisting of nine villages and 6,425 households with an estimated population of 32,124

people.

4.2 Sampling Procedure
'4.2.1 Sample size determination
The study adopted the formula recommended by WHO to determine the number of children

under-five years of age to be covered when conducting a nutrition survey (Nutrition Guideline,
1995). i.e.
-.n=t p (1-p)xe
d2
Where:
n
t

p

Sample size of children under five years of age
Confidence Interval (Cl). 35% Cl= 1.96
Prevalence of underweight among children under five (28.8%)

]|
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1-p= Proportion of children not underweight (71.2%})
d

e

U

Precision error (5%)
Design effect (3)

{1

The+prevalence of underweight among children under five years of age was used as
critical variable in the study population. The available data shows that prevalence of
underweight among children under five years of age in Tanzania is 28.8%. This study
required 95% confidence interval and 5 percent absolute precision error. Using the
formula a sample size of 926 children under five years of age was obtained for inclusion
in the siudy. Estimation of number of households fikely to prcvide the required children
under five years of age was based on the 1988 population census. The national
household average of under fives was estimated to be 1.5. Using this estimate, the
number of households to be covered in the two divisions were calculated to be around
617: The Probability proportional to size (PPS) technique was used to distribute the 617
households in the two divisions.

4.2:2:Selection of villages
The selection of study villages were based on ecological zones” which in most cases

determine socio-economic activities of the inhabitants. In the two divisions of Kakonko and
Kasanda, two major predominant ecological zones exist, namely lowland and highland
areas. To ensure representation of study villages from each zone -all villages in the study
area’were categorized on ward basis which in most cases represent the same ecological
zone: -Fifty percent of all villages in each division were selected for the study. Table 1 shows
the villages selected for the assessment and their respective ecological zones.



Table 1. Study Villages by Division, waid and Ecological zone

Ward and
Division No. of villages Ecological zone Villages selected
Kakonko Kakonko (6) Lowiand Mbizi
Kanyonza
Kiyobera
Muganza
Rugenge (2) Highland Kiga
: Kasongati
Kasugu (3) Highland Kinonko
Muhange (3) Highland Kabare
Nyabibuye/ Highland Nyabibuye
Rumashi (2)
Nyamtukuza (3) Highland Kinyinya
Kasanda Kasanda (2) Lowiand Kasanda
Kazilamihunda
Gwanumpu (4) Highland Bukirito
Katanga
Mugunzu (3) Highland Nyagwijiima

Total for study area 29 18

Selection of study villages:was done to represent each ward which in most cases covers the
same ecologlcal zone. Within a ward s;mple random samplmg was used to select the
villages. Wards with many villages were given more weight in selecting villages for the study.

4.2.3 Selection of Households
A list of all households with children under five years of age in the selected vnllages was

established with the help of vnllage leaders and health workers of health facilities for the
respect villages. A random selection technique was then used to select required number of
households from each vilage selected for the assessment The actual number of
households per village was determined by PPS technique as shown in Table 2.




Table 2: Population and household size of selected \(illaggs by division, ward and
ecological zone

Division Ward Village Population Number of | Ecological
Household Zone
Kakonko Kakonko Mbizi 5735 1147 rowland
Kanyonza 3338 668
Kiyobera 3409 681
Mugunzu 2634 526
Rugenge Kiga 3606 721 Highland
. irKasongati 5002 1000
Kasuga Kinonko 3538 707 Highland
Muhange Kabare 4775 955 Highland
Nyabibuye Nyabibuye 3013 602
Nyamtukuza | Kinyinya 2526 805
Kasanda Kasanda Kasanda -~ 5791 1158 Lowland
Kazitamihunda 3266 653
Gwanumpu Bukirilo 5234 1047 Highland
Katanga 3313 663
Mugunzu - | Nyagwijima 3947 789 Highiand
Total

All-available children under five years of age in the selected households were included in the
study.

4.3 Survey Instruments
A structured household questionnaire .and checklist were developed as survey instruments . -

for collecting both quantitative:and qualitative data (Appendix 1 and 2). The questionnaire
used in this assessment had five main‘components i.e. identification particulars, houséhold
composition, health and nutrtion. The last component covered information on
anthropometric measurements which entailed taking weight and height measurements of
underfives. Weight was taken using electronic scale (seca) to the nearest 0.1 gm. Height or
length of children was measured by length.board to the nearest 0.1 cm.

A checklist was used for guiding focus group discussions. The checklist had seven
components namely nutrition, gender roles in households, community participation in
development projects, refugee influx, -health and environmental sanitation, availability and: -
utilization of some basic sétvices. The last component was on availability and utilization of
family planning services.
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4.4 Recruitment and Training
The field survey team was composed of four resource persons from TFNC and 18 staff who

were recruiied from Heaith, Agriculture, Community Development, kducation and Planning
departments in Kibondo district Before émbarking on field work the team was intensively
trained for two days on data collection methods. The training also included familianization and
use of survey tools i.e. household questionnaire anq anthropometric equipment. During the
training, emphasise was put on standardiza.ﬁb;h:arid data collection techniques in order to
ensure accuracy and precision particularly in taking énthropometry measurements.

4.5 Organization and Logistics _
The organization of the nutrition assessment in Kibondo district was guided by the objectives

of the assessment. Information regarding the study and its objectives were communicated in
advance to relevant divisions, ward and village authorities for securing their cooperation and
support, including timely community mobilization and listing of study househoids.

4.6 Data Collection
The assessment entailed collection of primary as well as secondary data on heaith, nutrition

and other social conditions. The focus was mainly on health, nutrition, education, water and
sanitation aspects. Other areas of concem were Community perception on refugee’s influx,
Knowledge, Attitude and Practice on personal hygiene-and sanitation, child feeding practices
}_and care of pregnant and lactating women. Others were community participation in
devélopment brojects and supportv network that exists within the community. N
Quantitative primary data was obtained through interviewing of parents or guardians of
underfives: Anthropometric measurements i.e weight and height of underfives were taken
* after interviewing household representatives. For qUal‘itati\ie information, three villages were
purposeful selected for focus group disctissions. One of the villages selected is near to a
refugee camp while the remaining two are located in the highland and lowland zones
respectively. There were three types of focus groups namely youths comprising both sexes
below 25 years of age, adult women above 25 years of age and adult men over 25 years of
age in three villages involved in the discussions. Each focus group comprised members
ranging from 8-10 people. The discussions were facilitated by resource persons from TFNC
and assisted by primary school teacher from respective villages.
11



Secondary data was obtained through review of relevant reports and relevant documents
from Kibondo District Council offices and sectoral departments. Other information was also
obtained from UNICEF, UNHCR and TFNC.

4.7 Ethical Considerations
Survey respondents and members of focus group discussions were briefed on the purpose

_of the survey and asked for their consent for interviewing and discussions respectively. They
were also assured of confidentiality of individual information being collected for building the
trust needed for their cooperation. During field work, parents of children who were found with
clinical signs of severe malnutrition were councelled and advised on immediate action to be
taken. Likewise, preliminary observations and results of the ‘survey were communicated to
district authorities immediately after field work for allerting them on areas which need
immediate attention.

4.8 Data Handling and Analysis-
Qualitative information from different focus group translated from Swahili to English. Later it

was grouped according to the themes of checklist that was used during group discussion.
information from key informant and three separate focus groups in each village were
compared in order to ensure that nothing from the discussion was left out. In addition, the
comparison facilitated the process of understanding the perception of different categories of
“people on various issues raised during the discussions in respective groups.

Processing of quantitative data started immediately after the interviews by manually checking
all the responses recorded on the questionnaire -in order to maintain field data collection
quality. Manually edited data were then entered into the computer using “EPI INFO” software
version 6.04. After finishing data entry logical cleaning of data was done by running
frequency tables. Thereafter data analysis of clean data was done using the same software.



5.0 RESULTS AND DISCUSSIONS
5.1 Description of surveyed population
This section gives description of the population surveyed in Kakonko and Kasanda divisions

in order to understand its characteristics in terms of household leadership and size, age
distribution, level of education attained and main occupation of -household members.
Understanding of these characteristics is important for facilitating the interpretation of other
survey results such as ownership of resources at household level and their distribution for
general household welfare and care of children and pregnant women in particular.

5.1.1 Household leadership
Survey results show that most of the household heads in both Kakonko and Kasanda

divisions were male (Table 3).

.

Table 3: Household heads by sex in Kakonko and Kasanda divisions
Household Leader

Male headed Female headed Total
-Division No % No %
Kakonko 369 925 30 75 399
Kasanda 206 94.5 12 5.5 218
Total 575 93.2 42 6.8 617

The fact that many households are headed by males and both parents are staying with
their families, chlldren are more likely to get support from both parents This suggest that
there is a great opportunity for advocating adequate carer in many families in the two -
divisions.

5.1.2 Household size
Information about household size is important in understandmg some of the factors

affecting care of chlidren in a household. Maximum household suze m Kakonko was 14
persons while in Kasanda was 12 persons. Minimum household snze for both Kakonko
and Kasanda divisions was three persons and the average household size was 5.9 in
Kakonko and 6.2 for Kasanda. The difference in household size in the two divisions was
not significant (p=0.09). The observed household size in both divisions is slightly above
the national average i.e 5.2.
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5.1.3 Age distribution
Distribution of age groups in a population is important factor in understanding nature of a

popuiation in terms of ratio of dependants to working age group. Table 4 indicates that
about 27.3 percent of the population in Kakonko is underfive while children between the
age 5 to 14 years is 30 percent. The same pattern was observed in Kasanda. The
underfives were around 25 percent and children between 5 to 14 years were about 32

percent.

Table 4: Age group distribution for surveyed households in Kakonko and Kasanda
divisions

Kakonko Kasanda - Total

Age group (Years) No % No % No
Underfive 603 273 300 25.4 903
5 -14 664 30.0 381 322 1045
15-25 341 15.4 192 16.2 533
-26-45 550 249 281 23.8 831
46 - 65 48 2.2 29 25 77
Above 65 6 0.3 0 0.0 6
Total ' 12212 100.0 1183 100.0:.- 3395

Furthermore, the eligible working age groups in both divisions of the population in both
_ divisions i.e the age groups between 15 to 25 years and 26 to 45 years account for about

40 percent of the total population.

5.1.4 Education level
Education of household members especially mothers is one of the important factors

contributing to improvement of nutritional status of household members particularly
children. Table 5 shows the education level attained by household members in both
divisions of Kakonko and Kasanda.
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Table5: Education level of household members by sex in Kakonko and Kasanda

divisions
Total
Education ievel Kakonko Kasanda
Male Female Male Female No

No % No % No % No %
Less than 7 399 36.5 409 36.9 210 34.4 225 38.5 1243
years of age
None 150 13.7 174 15.7 82 13.4 92 15.8 498
Adult education 16 1.5 23 21 15 25 4 0.7 58
Standard 14 162 148 130 11.7 110 18.0 75 128 477
Standard 5-8 345 316 365 329 183 30.0 183 315 1076 -+
Some sec. sch. 8 0.7 3 0.3 3 0.5 3 0.5 R ¥ 4
O-evel- 5 0.5 0 0.9 6 1.0 1 0.2 12
Adlevel 4 0.4 0 0.0 0 0.0 0 0.0 4
High education 3 0.3 5 0.5 1 0.2 1 0.2 10

1092 1109 810 584 3395

It is interesting to note that the proportion of females with no education is higher than that of
males in the two divisions. It was found that 15.7 percent of female population has no

education compared to 13.7 percent for men in Kakonko division. The same pattern was’

observed in Kasanda division where majority of women had no education. The situation in
Kasandg was 15.8 percent of women had no education while only 13.4 percent for men had no

education. On the other hand, the proportion of women who had completed standard 5 to 8 is

slightly bigger than that of men in both divisions. In Kakonko division 32.9 percent of women
had completed standard 5 to 8 compared to 31.6 percent of men. In Kasanda a similar pattern
was observed whereby aimost 32 percent of women had completed the same level of
education compared to 30 percent for men.

Late enroliment was-also found to be a problem as majority of children who were supposed to
be in school 'by their age were still at home doing qomestic activities and sometimes selling
labour to other people in order to increase household income. Despite the adoption of the
national policy on Universal Primary Education over twenty years ago, illiteracy rate is still high

in the study areas. These findings emphasizéjx the need of examining the constraints for its -

implementation and formulating new strategies for reducing illiteracy in both divisions.

15




5 1.5 Main Occupation
Main occupation was considered to be any actlv:ty that occupies more time of household

members in order to earn a living. In this study it was found that majority of households
members who were above seven years of age were farmers. Table 6 indicates categories of
main activities that occupy people’s time in the two divisions of Kakonko and Kasanda.

Table 6: Distribution of household members by main activity by sex in Kakonko and
Kasanda divisions.

Kakonko Kasanda
Activity

Male Female Male Female

No % No % No % No %
Farming 405 749 445 829 237 72.9 222 79.9
Tending 2 03 5 0.9 0 0.0 4 1.4
livestock
Empioyee 27 5.0 7 13 16 5.0 4 14
Petty trader 7 13 0 0.0 4 1.3 4] 0.0
O. business 30 55 15 28 8 2.5 7 26
Others 70 12.9 65 12.1 60 18.5 41 147

541 100.0 537 100.0 325 100.0 278 100.0

Many people in the two divisions engaged in farming with women taking the lead. The
proportion of women engaged in farming activities is 82.9 percent in Kakonko and 79.9
percent in Kasanda compared to 74.9 percent and 72.9 percent for men in the two divisions
respectively. The proportion of household members engaged in other types of activities such
as formal employment, petty trade and attending livestock for their livelihood is quite small in
both divisions. However, there were other business (eg. selling labour) which rank second
after farming in both divisions.




This finding reveals that still more women are involved in agricultural activities. The extensive
involvement of women in agricultural activites may have ,négative effect on child care
particularly if there are no proper arrangements made for adequate care of underfives when
parents are working in the field.

From Table 6 it appears that agriculture is the dominant occupation in both divisions. This
emphasize the fact that efforts to improve livelihood of people in the two divisions should
primarily focus on the sector of agriculture. From group discussion it was revealed that food
production has deteriorated over the years due to inability of many families to buy inputs such
as seeds and fertilizers, presence of drought, infestation of pests and vermin infestation as
well as lack adequate agricultural extension servicés. The problem has also been further
compounded by lack of market for agricultural produce. It is therefore important to invest
adequate efforts in agricuiture related activities including establishment of stable and reliable
markets for their produce. The following quotes confirm the problem of market;

“.. people from the district came here (o~ promote cullivalion of
cotton ... villagery accepted the idec ..., the firstharvest were sold to-
cooperatives by credit ... until to-date no-one has beenpaid ...”

52 Health and Nutrition Situation
The situation of health and nutrition iz Kakonko and Kasanda divisions will be discussed in this

section. Aspects covered under health situation include main diseases mostly affecting
" children i.e. fever which is usually associated with malaria, diarrhoea, cough and pneumonia. ™ -
In terms of nutrition status of under five anthropometric indicators will be used to describe
nutrition situation. These include stunting, .underweight and wasting. In addition, low birth
weight as an indicator of maternat-nutrition and neonatal wellbeing will also be discussed.

5.2.1 Morbidity | o
The interaction of diseases and malnutrition is the leading cause of morbidity and mortality in

children in most African countries. The presence of malnutrition increases the severity of
infection and also the presence of infection makes mainutrition worse. Bearing this relationship
in mind, it was important to examine the situation of diseases affecting children 24 hours and
two weeks preceding the survey. Table 7 and 8 shows the situation in both aspects.
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Table7: Percentage of children underfive years of age who were sick 24 hour

preceding the survey

Kakonko Kasanda
# % # %
Fever 98 16.7 58 16.7
Cough 91 15.5 46 13.3
Diarrhoea 40 6.9 9 26
Pneumonia 5 0.9 1 0.3
Others 135 229 106 30.5
Normal 220 37.3 115 33.1
: 589 B 100.0° 347 100.0
Table 8: Percentage of children underfive years of age who were sick two weeks before
the survey
, Kakonko Kasanda

Disease # % # %

Fever 159 27.0 102 29.0

Cough 112 19.0 57 16.2

Diarrhoea - 63 10.7 32 9.2

Pneumonia 4 0.7 4 1.1

Others 129 219 121 344

Normal 122 20.7 36 10.2

589 100.0 352 100.0

Tables 7 and 8 show similar pattern of diseases. Percentage of children with symptoms of fever
(which might be malaria) was:high compared to other diseases. Other diseases in terms of
hierarchy were cough, diarrhoea, pneumonia and others. Others in this study observed to be
parasitic worms, measles, anaemia, skin and eye diseases. Ascaries Lumbricoides and round
worms were among the intestinal parasites reported by mothers. The presence of ascaries among
children suggests existence of poor. sanitary conditions that could be harbouring several other
microscopic parasites which could not be seen by mothers. Further categorisation of diseases in
terms of age groups shows interesting results. Children of age group 0 t0 6 and those above 18
months were found to be mostly affected by all forms of diseases namely fever, cough, diarrhoea
and pneumonia. Pneumonia was found to affect more young children (o — 6 months). Figures 1

and 2 summarize the situation.observed 24 hours and two weeks before the survey. .
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Figure 1: Diseases pattern by age group in Kakonko division
24 hours before the survey
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Figure 2: Disease pattem by age in Kasanda division two weeks

before the survey
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5.2.2 Nutritional status of children under five years :
Protein-Energy Malnutrition (PEM).in-young children is currently the most important nutritional

problem in many African countries including Tanzania (Latham, 1997). Failure of children to grow-
adequately is the first and most important sign of PEM. It is a result of consuming too little food,
particularly of energy origin in general and frequently is aggravated by infections (Latham, 1997,
FAO, 1997,).The nutrition situation of Kakonko and Kasanda as depicted by the survey shows that

stunting was the main nutritional;problem followed by underweight and wasting (Figure:3-and Table
9).
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Figure 3: Nutrition status of under five interms of Stunting, Underweight and Wasting
(using -2 Z-scores as cut off point)
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Table 9: Nutrition status of underfives in Kakonko and Kasanda as reflected by mean and
median of z scores

Errort Bookmark not defined.Kakonko

Kasanda
Stunting Underweight  Wasting Stunting Underweight Wasting
Mean -2.065 -1.636 -0.574 -1.870 -1.379 -0.534
Median -2.150 -1.740  -0.590 -1.967 -1.520 -0.530
Standard deviation  1.431 1.351 1.124 1.341 1.502 1.031

Table 9 and Figure 3 indicates that stunting is the leading problem followed by underweight in

both- divisions. Table 9 shows that in—average the children from the two divisions are
malnourished. '

(i) Stunting (Height for Age)

Stunting which relate height to age of an individual indicates past chronic undernutrition.
Prolonged undemutrition results into growth retardation in both height and weight but impaired

gain in height is referred as stunting. Table 10 shows the prevalence of stunting in both
divisions by age.
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Table 10: Number and percentage of children who are normal, moderate and severe Stunted
by age

Normal Moderate Severe
Maie Female Male Femaie Male Female
Division # % # % # % # % ® % # %
Kakonko
0- 6month 40 952 34 944 1 24 2 58 1 24 0 00
7-12 14 43.8 17 63.3 14 438 6 222 4 125 4 148
13-18 8 421 8 53.3 5 263 5 333 6 316 2 133
19-24 16 43.2 11 355 10 270 12 387 11 297 8 258
> 24 62 416 49 318 48 .. 325 57 370 39 262 48 312
Total 140 50.2 119 (45.2) 78 (28.0) 82(31.2) 61 219 62 236
Kasanda
0 - 6 month 22 100.0 22 1000. O 00 0 00 0 00 0O 00
7-12 16 727 11 688 4 182 3 1882 91 2 125
13-18 9 56.3 11 55.0 1 63 4 2006 375 5 250
19-24 5 500 6 316 2 200011 579 3 300 2 105
> 24 40 435 37 440 33 ‘359 24 286 19 207 23 27.4
Total 92 (56.8) 87 (54.0) 40 (24.7) 42 (26.1) 30 (18.5) 32(19.9)

Table 10 shows lowest prevalence of moderate and severe stunting in children between 0-6
months of age and rises sharply in children between 7 - .12 months of age and also in above
24 months of age. Population in which more than 50 percent of children under five years of
age have height for age below -2 z-score are commonly considered to be severely affected
(FAQ, 1997). The total stunting in both divisions was above 50 percent. In such a situation
Kakonko and Kasanda can be regarded as severely affected. The pattern of stunting in both
divisions is further illustrated in Figure 4 and 5.

21



Parcent

Figure 4: Stunting pattem by age group (in
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ii) Underweight

Unaerweight that compares weight to age of a child indicates both chronic and acute
malnutrition. A child who weighs less than expected weight for his/her age is referred to
underweight. The proportions of underweight children in both divisions are shown in Table 11.

Table 11: Number and percentage of children who are normal, moderate and severe

underweight by age
Normal Moderate Severe
Male Female Male Female Male Female
Division ¥ % # % # % # % # % # %
Kakonko
0- 6 month 38 905 35 972 3 741 1 28 1 24 0 00
7-12 12 375 9 333 11 344 13 481 9 2841 5 85
13-18 5 263 9 600 6 316 5 333 8 421 1 67
19-24 21 568 16 516 9 243 10 322 7 189 5 16.1
> 24 96 644 91 591 39 262 44 286 14 94 19 123
Total 172 616 160608 68 244 73 276 39 (14.0) 30 114
Kasanda
0 - 8 month 22 1000 20 909 0 00 2 9.1 0 00 0 0.0
7-12 14 636 11 688 7 318 1 6.3 1 45 4 250
13-18 5 31.3 10 500 7 438 7 350 4 250 3 15.0
19-24 6 60.0 13 684 3 300 5 285 1 100 1 83
> 24 62 569 49 583 23 250 26 310 7 76 9 107
Total 109 67.3 103 640 41 255 41 255 13 8.0 17 10.6

From table 11 underweight rises sharply after the age of 6 months showing some peaks in
children of age between 7 - 12 months of age, thereafter a slight decline start to be observed.
Population with 20 to 40 percent of children who are underweight can be considered as
moderately affected but more than 40 percent is severely affected (FAQ, 1997). Total
underweight for both Kakonko and Kasanda was 40 percent. The population in-both divisions
can therefore be considered severely affected by underweight. The pattern of undeweight in
both divisions are shown in Figure 6 and 7.



Fugure 6: Underweight pattern by agegroup (in
months) in Kakonko
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iii)  Wasting:

Wasting compares weight to height of an individual. Negative deviations of the indicator from
the standard indicate a short term undernutrition (acute undemutrition) due to rapid decline in
body weight. Table 12 shows the situation by age in both divisions.

24



Table 12: Number and percentage of children who are normal, moderate and severe
wastied by age . .

Normal Moderate Severe
Male Female Maie Female Male Female
Division # % # % # % # % # % # %
Kakonko
0 - 6 month 40 952 35 972 2 48 1 2.8 0 00 0 00
7-12 29 906 24 889 2 63 3 111 1 31 0 00
13-18 13 684 13 86.7 4 21.1 1 67 2 102 1 67
19-24 33 892 33 892 4 108 1 97 O 00 0 00
> 24 144 9686 144 966 4 28 9 58 1 07 0 00
Total - 259 928 245 93.2 16 57 15 51 4 14 1 04
Kasanda
0 - 6 month 21 95.5 22 1000 1 45 0 00 0 00 O 0.0
7-12 18 81.8 16  100.0 3 136 0 00 1 53 0 0.0
13-18 13 813 19 95.0 3 18.0 1 5.0 0 00 @ 0.0
19-24 9 90.0 17 89.5 1 10.0 1 53 0 00 1 5.3
> 24 89 967 79 94.0 2 22 4 48 1 12 1 1.2
Total 150 926 153 95.0 10 6.2 6 37 2 12 2 1.2

As it is in the case of stunting and underweight, wasting is minimal in the age group 0-6
months. Prevalence of wasting rises after six month of age until to the age of 13 and 18 then
drops or start to stabilize after the age 18 months. Figure 8 and 9 illustrate the pattern of
wasting in both divisions.



Figure 8: Wasting pattern by age group (in
months) in Kakonko
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The highest prevalence of wasting (15 percent) observed in the age group over 24 months.
According to FAO (1997). If a 5 to 10 percent of the population group is below -2SD the degree

Figure 9: Wasting pattern by agegroup (in
‘ months) in Kasanda
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of acute under nutrition may be considered as moderate. In terms of Kakonko and Kasanda
the situation can be regarded:as moderate for female and acute for male.

5.2.3 Low birth weight _ -
A baby who weighs less than 2.5 kg at birth is considered to be of low birth weight (UNICEF,

1985, FAO, 1997). The causes of low birth weight are many and interreiated. Causative
factors, are the mothers’ low intake of energy food low weight gain during pregnancy due to
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various reasons such as low pre-pregnancy weight, short stature and diseases such as
malaria. Other factors are increased frequency of pregnancy and lactation, combined with the
seasonal stress of heavy agriculture work. (ACC/SCN, 1991, Kavishe and Mushi, 1993; FAO,
1997). The situation in Kakonko and Kasanda is summarised in Table 13.

Table 13: Proportion of birth weight and home deliveries for underfives in Kakonko

and Kasanda divisions

Normal BWT LBW .. Home Delivery No Card Total
Division # % # % # % # %
Kakonko 245 417 28 438 281 4738 34 58 588
Kasanda 122 3438 14 40 192 549 22 63 350
Total 367 39.1 42 45 - 473 50.4 56 6.0 938

Table 13 summarises findings on the birth-weights of children, home deliveries and chiidren
who did have card during the interview. The average prevalence of iow birth weight in the area
is 4.5 percent. The prevalence of low birth-weight in the two divisions is below 10 percent
indicating that it is not a problem of public health significance. Birth weight is an important
indicator of the well being of neonates and women of reproductive age. Chiidren born with low
birth weight are at greater risk of being malnourished in their first year of life. To a mother, low
birth weight of her baby is usually an indication of undernutriton mainly of Protein Energy
Deficiency and lron Deficiency Anaemia during pregnancy.

About 50.4 percent were home delivery while 6.0 percent had no MCH card and therefore had
no records on birth weight. The home delivery rate is slightly higher in Kasanda (54.9 percent)
than in Kakonko (47.8 percent). The proportions of children who are not born in the health
facility is high, suggesting that there is underutilization of this particular service. These findings-
are supported by remarks from members of group discussions who said;

" Oaddional buth attendanisy (TBAs) assisty deliveries for a litle
paymenly and provides needed care.. asy a resull mothery are more
motivated ... and also-mothery appreciale the service:..”

27



5.3 Basic Services
Basic services that are going to be discussed in this section are heaith, water and sanitation.

Inadequate availability and accessibility to basic services is one of the underlying causes to
malnutrition. (Pelletier, 1994; Jonsson, 1995; Anderson et al, 1995)

5.3.1 Health services
Health services entails not only availability of health staff, provision of adequate preventive and

curative services, but also the accessibility to the services by the people. The national policy
regarding the accessibility to health services emphas'i’z‘es the maximum distance of 5 km to the
nearest health service (MoH, 1990). By impression ft'séems that health care facilities are
adequately available and well distributed, Tablé 14 summarise availability and distribution of
health care facilities by ward. o

Table 14: Availability and distribution of health care facilities by ward

Division Ward Heatth Facility | No of Villages
Health Dispensary served
Centre
Kakonko Nyamtukuza Nyanzige Health Centre 3
Muhange Muhange Dispensary 1
Kabare Dispensary 2
Nyabibuye Nyabibuye  Dispensary 1
Rumashi Dispensary 1
Kakonko Kakonko Health Centre 4
Kasanda . Kasanda . . Kabingo Dispensary 2
Kasanda Kasanda Dispensary 1
Keza Keza Dispensary 2
Gwanumpu Bukirilo Dispensary 1
Gwanumpu  Dispensary 1
Katanga Dispensary 2
Mugunzu Mugunzu Dispensaiy 2
Nyagwijina Dispensary 1

Source:TKLibondo district social economic profile 1998.

The availability of heaith facilites as shown in Table 14 does not indicate how many
households are accessible to the facilities in terms of distance. Table 15 indicates proportions
of households that are within the recommended distance to the nearest heaith facility.

28



3

Table 15: Percent of households that are accessible to heaith facilities

Division Recommended Distance Recommended Distance - - Missing

# % # % # %
Kakonko 329 956 6 17 9 26
Kasanda 214 93.9 9 3.9 5 22
Average 543 949 15 26 14 24

On average 95 percent of households in the two divisions~are within the recommended
distance of five kilometers to health facility as per ministry of health policy of 1990. This is a
positive achievement towards provision of heaith care. However, the presence of facilities
does not guarantee the utilization of the facilities. The utilization of health facilities is shown in
Table 16.

Table 16: Percent of households regularly using services of nearest heaith facilities

Division Dispensary Health centre Total
# % # %

Kakonko 279 81.1 63 18.3

Kasanda 137 60.5 89 39.0

Average utilization 416 727 152 266

Table 16 suggests that health facilities available in the two divisions are actually been utilized
as shown by large proportion of household using the nearest facility. Findings from key
informants and focus group discussions revealed that the services were not adequate
provided. Some of the reasons given were;

“...they were few SofE lack or inadequale diagnostic equipment such as
mécroscope; shortage of drugs due large populalion served:.., In the
case of Katanga (a village bordering Burundd) people from Burands
come for service hence drugs get finished early...”

From the quote it is apparent that people served by the existing heaith facilities are not
satisfied with.the services. The disease situation observed- in-both division shows that the
demand for drugs was high. However, the supply of drugs which normally determined by
guidelines provided by Ministry of Health is done once in a month. Furthermore, the amount of
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drugs put in the kit does not take into consideration requirements of drugs in respective
villages due to variation of population served.

5.3.2 Water and Cnvironmental Sanitation
¥ Water

The aspect of water is vital especially when one considering causes of diseases such as
diarrhoea, dysentery, cholera and typhoid. These infectious diseases are important factors
associated with malnutrition problem. Table 17 shows different sources of water and
proportions of households using the sources. B

' Table 17: Percents of households using different sources of water

Source Kakonko Kasanda Average users

# S % # % # %
Tap water 88 257 35 15.5 122 214
improved well 53 15.5 38 16.8 91 16.0
Bore-hole 12 - 3.5 8 3.5 20 3.5
Spring 14 41 26 115 40 7.0
River/stream 97 28.3 86 38.1 183 322
Pond/Dam 7 20 1 04 8 1.4
Un-protected well 72 210 32 14.2 104 18.3
Total 343 100.0 226 100.0 569 100.0

People in Kakonko and Kasanda use different sources of water namely bore-holes, springs,
streams or river, un-piotected as well protected wells. From Table 17, it is apparent that a
large proportion of households in both divisions (32.2 percent) get their water from
streams/river, 21.6 percent use tap water, 16 percent use water from improved wells, 18.3
utilise water from unprotected well and only 3.5 percent get water from bore-holes.

The quality of water in terms of safety depends on the source. Unprotected wells,
rivers/streams, ponds and shallow wells are sources which are prone to various sources of
contamination such as surface run-off and animal droppings. Water from these sources are
generally not treated before being used for domestic purposes, therefore possibility of
contaminating utensils and foods are higher. Drinking water from these sources can resuit into
water born diseases like diarrhoea and others.
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Some of these sources are seasonal which again raise an issue of mothers to spend more of
their time on looking for water. Focus group discussions revealed that;
“... Waler from streamy unprotected wells and springs somelimes gel dried

This implies that women have to walk long distances looking for water resulting into firstly,
increased workload on women increases and as a resuit affecting both women's health and
care of under fives in the households. Secondly, when water is obtained from a distant place
the possibility of fetching enough water for domestic purposes is minimali, and the tendency is
therefore, to minimize the use of water for domestic purposes to the extent of affecting their
general cleanliness. For example, utensils will be washed with small amount of water, washing
clothes and bathing will be minimised. The prevalence of water washed diseases in:such a
situation is an inevitable outcome. Some of the water washed diseases observed in Kakonko
and Kasanda were scabies and eye infections. Informatien from group discussion also
revealed that, washing of clothes and taking bath is something which is done once in while due
to the problem of water.

Presence of standing waters like in ponds, unprotected wells and ditches is also posed
another public health problem as it formed breeding places for vectors like mosquitoes which
'spreads malaria parasites. This together with uncleared vegetation during the pre-harvest
period can be related to observed prevalence of fever in the two divisions.
" The national water policy stipulates that maximum distance to the nearest source of drinking
water should not exceed 400 metres. The distance to source of water is summarised in Table
18.
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Table 18: Proportion of households within a recommended and not recommended distance
to source of water

Distance of source of water

Division Households within Householid within Household not
Recommended Distance a not recommended distance responding
#* % # % # %
Kakonko 28 8.4 2895 88.9 9 27
-.-Kasanda 9 40 211 93.8 5 22

Average 37 66 506 90.8 14 25

The physical accessibility of water indicates that 88.9 percent and 93.8 percent of households
in Kakonko_and Kasanda respectively were not within a recommended distance to sources of
~water (Table 18).

%  Sanitation
Sanitation in this study focused on availability and use of facilities and systems used by
households for waste disposal. Table 19 shows percent of households and type of toilet
facility.
Table 19: Percent of households and type of toilet facilij_y
Proportion of Household with toilet

Flush Pit No facility/Bush

Division # % # % # %
" Kakonko . 19- - = 56- I .4 939 .2 06
Kasanda 5 2.2 217 95.6 4 24
Average 24 4.2 538 946 6 1.3

Results from Table 19 indicates that majority of households have pit latrines in both divisions
(94.6%) and only a small proportion of the household do not have latrines (1.3 percent)
findings from focus group discussions coincide with the findings as it was reported that;
couwld not-construct the latrines were fined ..

System used to dispose household waste has an influence on the environinental
cleanliness. Table 20 summarises proportion of households and type of waste disposal
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used in the villages of both divisions.

Table 20: Percent of households and type of waste disposal facilities

Waste disposal facilities

Division B8in Pit Randomffield

# % # % # %
Kakonko 1 0.3 204 59.3 139 40.4
Kasanda 2 0.9 159 700 66 291
Average , 3 0.5 369 63.6 205 359

Waste:disposal as shown in Table 20 indicates that many households in both divisions (63.6

- percent) have pit for waste disposal and 35.9 percent of households dispose waste randomly
in the field. Household waste can be used to make composite manure that could be used for
improving soil fertility. However, this was not a practice in the two divisions.

<  Personal hygiene
If health benefits related to water ana sanitation are to be fully realized it is important that the
aspect of personal hygiene be part and parcel of the sanitation package. The situation of
Kakonko and Kasanda with respect to personal hygiene were reported by members of the
focus groups during the discussions. The views from the groups are summarized hereatfter; -
‘... Clothes used for work ave normally not washed..,
Weshing depends on the avadabddly of other clothes for changing
There & a habit of not taking bath regularly among some people
particelarly men...., Women take dath at the vivery/streams siles while
men do- & at- home... men take bath once a week(on pretext of

déistance to-souwrce of waler--”

As discussed earlier, long distance to sources of water affects amount of water collected and
usually lead to limited hygienic practices. If adult men who can express their needs can not
take bath regularly due to problems of fetching adequate water, what happens to under fives
whose need-are to be fulfilled by their mothers or other caretakers!
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5.3.5 Family Planning Services
Unplanned pregnancies and short intervals between the pregnancies have been cited to be

among the factors contributing to inadequate care to children, short period for breastfeeding
and even deaths for some children (Latham, 1997). People especially the poor should realise
that there are benefits associated with smaller families and the truth that more children require
more resources, more food, more care, more time, more school fees and more other needs.
Availability, provision and acceptance of family planning services in Kakonko and Kasanda
were explored through group discussions. Generally, the services are available and
accessible. There is low acceptance of modern contraceptives particularly to men. Reasons for
this differed between men and women.

Men gave the reasons that there are side effects that could harm their wives. The side effect
includes fever, blood pressure and loss of weight. it was also said that:

.. The health providery themselves are not good example to-be emeudaled;
they have many children and talk of side effecty”

This quote shows that health providers are not practising family planning as a result people do
not have confidence on what they preach. On the other side, women gave the following
reasons; Church normé.' prohibit the use of modern contraceptives especially Roman Catholics.
it was also said that;

From the two quotes; it is clear that women who goes for MCH services and receive the family
planning education do not tallg about the side effects as they are well informed. Although
women plays a key-v-:«tble:in issues related to health care in the family, reproductive and
economic activiﬁeé —Astill they aré not able to make vital decision on issues related to their own
health. it seems that heélth education is more targeted to women who are not decision
makers. As a result the whole process of promoting family planning and heaith general need to
include the whole society including men. This was also suggested by women during group
discussion. They said;

“.. meny showld be included in health educalion programme-.”
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Furthermore, discussions with men indicate that men appreciate the benefits of child spacing

and that was revealed by the following quotes;

- My wﬁMerw}mWMWMW 8 monlhs old (o avorid
dw/rmﬂ'ak& these dayy I am sleeping alone ... owr child iy 5idl young-..”

Together with the appreciation of the benefits of child spacing, still option is traditional
abstinence method which could be inconvenient leading to temptations which are dangerous in
relation to Sexually Transmitted liiness (STI) and polygamisim. The suggestion given by
women that “male should be targeted on family planning education” is valid and should not be
on family planning alone but to all matters related to family health because men plays key role

in decision making.

5.3.4 Immunization
Around 90 percent of the worlds’ children now survive beyond their 5™ birthday (ACC/SCN,

1998). One of the contributing factor is increased vaccination coverage in which some of the
diseases used to kill children have been checked by vaccination.

The diseases are measles, whooping cough, tetanus, tuberculosis and diphtheria. This means
that there is a great need.of promoting vaccination exercise in order to reduce morbidity and
mortality rates. The situation in Kakonko and Kasanda is summarized in Table 21.
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Table 21: Percent of underfives who have completed vaccination for their age

Vaccination
Complete Incomplete No information
Division # % # % # %
Kakonko 523 91.3 40 7.0 10 1.8
Kasanda 302 89.1 34 10.0 3 0.9

Average 825 80.5 74 8.1 o 13 1.4

Table 21 indicate timely completion and coverage of vaccination to under fives. The
Table shows that on average 90.5 percent in both divisions had timely completed their
vaccination while 8.1 percent did not. Those whose information could not be obtained did not
present MCH card during the interview. The 'imfﬁﬁ};ization results in Kibondo gives information
about service users as well as the heaith care system. The coverage of above 90 percent in
vaccination suggests that the users seem to utmze the service. This is an achievement which
need to be commended.

54 Infant and child feeding practices
inadequate food intake is one of the immediate causes of mainutrition in the country. This

subsection will concentrate on breastfeeding and weaning practices in association to food
intake of under fives.

= 5.4.1 Duration of breastfeeding S
The importance of long duration of breastfeeding socsally, nutritionally and |mmunolog|cally

necessitate breastfeeding period to two years and beyond. The situation of breastfeeding
duration and reasons for stopping breastfeeding in Kakonko and Kasanda are shown in Table
22 and 23.
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it which children stop breastfeeding in Kakonko and Kasanda division
Age at which children stopped BF in months

71012 12t0 18 more than 18 month
Duration # % # % # %a
Kakonko 39 12.5 53 16.9 221 70.6
Kasanda 21 10.5 37 18.5 142 71.0

Average 60 11.7 90 17.5 363 70.8

About 70 percent of children stopped breastfeeding at the age above 18 months.

Table 23: Reasons for stopping breastfeeding in Kakonko and Kasanda division

Division Proportion of children in given reason
Pregnancy Mothers - Child’'s . Weaning Others
fliness e itiness age
Kakonko 64.1 46 6.6 03 24.3
Kasanda 57.3 70 8.6 0.5 26.5

Average 61.6 5.5 7.4 04 25.2

The main reasons for stopping breastfeeding in both divisions was found to be another

pregnancy (Table 23).
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Initiation of Breastfeeding
Early initiation of breastfeeding is recommended at least within the first hour after birth. Usually
it is recommended to put the child into the breast early as it is important to stimulate hormones
for lactation establishment. In both divisions it was observed that initiation of breastfeeding is
done soon after birth. It was said that;

‘.. afier washing a baby i then put inko-a breast-."

It is apparent that colostrum is given to the new borns. This was further confirmed during group
discussion as it was said;
.. raditionally women are not-allowed to-express the breast milk on the

5.4.2 Complementation
Exclusive or nearly exclusive breastfeeding for the first four to six months of life, followed by

breastfeeding for many more months while other foods are gradually introduced is considered
to provide optimum infant feeding. Age at which food othe: than breastmilk is introduced to
children in both divisions is shown in Table 24. |

Table 24: Percent and age at which solid foods are introduced to children underfive years
of age

Division Age in months

<1 2 3 4 5 6 or more
# % # % # % # % *t % . # %

Kakonko ~ 10 1.8 ~ 11 20 162 290 227 407 75 134 73131
Kasanda 3 09 4 12 136 416 112 343 28 86 44 135

Average 13 1.5 16 17 298 337 339 383 103 116 117 13.2

Introduction of foods other than breastmilk in the study area is done as earty as 1 month but
majority start between three and four months that is 33.7 and 38.3 in Kakonko and Kasanda
respectively (T able é4). The Table shows that majority of children start other foods at three
and four months. Early introduction of food increased the risk of exposing infants to
contaminated foods since in many rural societies environment in which foods are prepared and
fed are not complete hygienically safe. Moreover, early introduction of foods to infants reduces
the amount of safe and protective breastmilk taken by the infants and therefore reducing
immunological substances responsible for protecting a child from getting infections. Not only
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that, also the intestinal tract of an infant might not be strong enosugh to digest and absorbed
the foods asha»ivresult causing disturbances in the gut. The reduction of sucking which is a
result of early introduction of other foods, may aiso reduce the stimulation of nipple resulting
into in sufficient breastmiik syndrome.

Those who start complementation late that is more than 6 months are starving the infants
since after six months the food requirements of an infant outweighs breastmilk supply. This put
infants into a risk of undernutrition. There is also a possibility of child refusing foods when
introduced late. An average weaning age in both Kakonko and Kasanda was found to be 4
months.

5.3.3 Feeding Frequency
Meal frequency in Tanzania on average is twice or three times per day. The recommended

feeding frequency for children of under five years of age is more than four times a day. The
situation in Kakonko and Kasanda does not deviate from others in Tanzania as seen in Table
25.

Table 25: Percent of children under five and number of meals taken in 24 hours

Number of meals

Age group in months 1 2 3 4 5 ) Total

# % # % # % # % # % # % # %
Kakonko
06 46 580 15 192 12 154 5 6.4 0 0.0 0 0.0 78 14.4
7-12 2 59 1 324 11 324 9 265 1 .29 0 0.0 34 6.3
13-18 9 1563 16 27.1 28 475 4 6.8 2 34 0 0.0 59 10.9
Over 18 ' 12 32 93 251 140 377 94 253 26 70 ® 1.6 371 685
Total - 69 127 135 249 191 352 112 207 29 54 6 1.1 542
Kasanda
06 30 682 5 114 6 136 3 6.8 0 0.0 0 0.0 44 136
7-12 6 16.7 8 222 9 250 12 333 1 28 0 0.0 36 11.1
13-18 6 158 13 344 1 289 4 105 4 105 O 0.0 38 11.8
Over 18 9 44 44 215 78 371 54 26.3 19 93 3 1.5 205 635
Total 51 158 70 217 102 316 73 22.6 24 74 3 0.3 323

Table 25 indicates that majority of the children eats 2-3 meals in 24 hours. The younger ones, 0 — 6
months get mostly one meal (59.0 percent). As children grows the number of meals increase to five

(20 percent) or even more.
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In the first 6 months of life breastfeeding is able to provide all the nutrients required for infant
nutrition. Meal frequency at this age is not important as long as the child is fully breastfed. From the
sixth to twelfth months full breastfeeding can provide up to three quarters of the energy needed by a
child. AS the child grows the energy requirement increased such that breastmilk alone can not meet
the requirements. In such a situation number of meals provided to a child is vital in meeting the
energy requirements of a child.

5.5  Care of Vulnerables
The conceptual frame work used for analysing the causes of malnutrition shows that care of

vulnerable groups such as children, pregnant and lactating mothers is important underlying
determinant of malnutrition (Kavishe and Mushi, 1993; Jonnson, 1995). Caring capacity is the ability
-to use human, economic and organizational resources for the benefit of household members
especially the most needy (FAO, 1997). There is a lot of issues one has to consider whether the
caring capacity is adequate or not. Such issues are education, knowledge, culture, time and ability to
--control available resources especially income (Kavishe and Mushi, 1993; Latham; 1997, Jonsson,
1995). For nutrition perspective it involves the integration of the issues to ensure adequate food
- intake, prevention of diseases and ensuring thef‘ac‘icessibility to other basic services which in one way ’
of the other will affect nutrition status. fhe care of underfive includes breastfeeding which provide
security and reduce child stress. Provision of shelter and clothing; feeding; prevention and treating
illness, showing affection, interaction and stimulation, playing and socialising as weil as providing a
safe environment for child survival and development. (Jonsson, 1995, Latham 1997; FAO, 1997).

The way in which care is given is crucial aspect of the whole concept of care (Jonsson 1995). There
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must be a motivation to do so, skill, physical capacity, continuity and consistency as wall as
understanding and adequate responsiveness to the child needs (Jonsson, 1995; Latham, 1997). The
situation in Kakonko and Kasanda as related to care is discussed under three major items namely

division of labour, care of children underfives and pregnant and lactating women.

5.5.1 Division of labour
Results from the focus group discussions indicate that there is gender division of labour. Table 26

summarizes the findings on division of labour as revealed by member of focus group discussions in
the two divisions.

Table 26: Division of labour in a household as perceived by members of focus group

Men perceived activities Women perceived activities
- House construction Fetching of construction materials
All other work pertaining construction e.g. Farming
roofing, . Fetching water
- Wood placement etc. Collecting grasses for roofing and woods
- Herding livestock Cooking
- Long trip husiness Harvesting, caring children
- Farming except weeding Stone miiling
- Hunting Weeding
- Cleaning bush

These results suggest that women plays a significant role in production work together with their men.
Besides production activities women take full responsibility in domestic chores as well as
reproductive activities. Some of the work undertaken by men are seasonal different from many
routinely domestic chores performed by women.

Although it was debatable, men claimed that when their wives are sick or have other problem they
can assist their wives in performing domestic work such as cooking, chopping and carrying firewood.
It was interesting to learn that men who usually assist their wives were known in the village. Some

women said;
“ .. we know only three men in thiy place who-help their wivey and other merv

laugh at them telling them that their wirves have bewitched them..”

Nevertheless, it was further leamned that men could undertake activities that perceived to be
. feminine when technology is involved. For example men were taking cereals to milling machine..
but they won't use grinding stone at home. This suggests that in order for men to help their wives

not only education and awareness creation is needed but also introduction of labour saving
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technology must be considered.

5.5.2 Underfives care
Caretaker is an important person in the process of promoting proper growth of a child. Table 27

summarises type of caretakers for children under fives of age in the two divisions.

Table 27: Percentage of underfive and their caggilers in the two divisions

Caretaker
Mother Father . Others Total
Divisions # % # % # % # %
Kakonko 572 973 13 2.1 2 03 587 62.8
. Kasanda 341 983.. 4 0.1 2 0.1 347 372
Total . 913 977 17 18 4 0.4 9 934

In both divisions majority of children were getting care from their mothers. Unlike adults, children can not
defend themselves. Their healith, nutritional needs and their protection has to be supported by aduits and
usually their mothers. Thus the caring capacity for children is influenced by the time mother has for
providing child care. In Kibondo and Kasanda where caretakers are mothers who have a lot to do and
- walk long distance to look for water, it is unlikely that mothers will breastfeed optimally and spare some
time to show affection and interact effectively with their children.

5.5.3 Pregnant and lactating women
Pregnancy and lactation are special situations that increase physiological demand of women thus

- increasing their nutritional vulnerability. Pregnant and lactating women need special consideration in
~ terms of food and workload. Findings from focus group discussions indicate that pregnant women eats.
just like others in the family. Normally, it is between 1-2 meals per day depending on the availability of
food in the family. It was found that eating breakfast is not very common among aduits including
“pregnant and lactating women. The perceptions of men on women to have a rest especially during
pregnancy differed considerably between adults and youth: Majority of adults seem to agree with the
following quote while majority of youth did not accept it at all.

‘f-:‘;'ipregnantwom/wto-wonbmwz&ﬂwday of delcvery... also-she has to-chop .
and carry firewood..’
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The situation during lactation does not differ very much from that of pregnancy. Focus group discussions
revealed that;

“... wpnally lactoting mothery are not excused from any work i the first
and the second week afier birth... to-allow the wnbilical cord to- afler that
a woman will carrvy hesr baby on her back and continue working normally-”

Lactation like pregnancy requires extra energy. When a woman eats as required during pregnancy there
is usually energy served for lactation. As it was stated previously that usually there is no excuse for work
and also there is inadequate provision of extra food during pregnancy and lactation. This situation result
into women ( pregnant and lactating) performing their duties on the expense of their health. During focus

. .group it was. confirmed that breastfeeding is always stopped by unplanned pregnancy. Repeated..

pregnancy and lactation in a shorter period without proper care to women can result into exhaustion of
women's body.

in a situation where feeding frequency is low and there is heavy workload especially at the late trimester
of pregnancy littie energy will be served by women for better pregnancy outcome as well as successful
lactation. However, the situation observed in the two divisions regarding the perception of young men on
the care of pregnant women gives hope that there is a possibility of change in male attitudes towards
care. Male youth commented that; ) :

... there are Gpe of work which apregnant womer can be excused somelimes v
later soges of pregnancy not right” from the beginning of pregnancy these
include fetvhing water and collecting firewood.--”

The perception of this young generation is promising as it shows some change in their attitude towards -
care of pregnant and lactating women. This suggests that there is a room for attitude change therefore
efforts should be invested in behavioural change interventions.

56 Community Participation
Community participation (CP) has three main dimensions namely:sharing power and scarce resources,

deliberate efforts by social groups to control their own destiny in order to improve their living conditions
and opening up opportunities from below (Ghai, 1988). Thus community participation is a process which
involves.among other things empowerment of the community in decision making, control of resources
and participation in different phases of the project cycle. This is because by involving the community in
decision making it allows beneficiaries to influence the direction and execution of the programme
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(A‘CC/SCN, 1991). Within the communities of Kakonkd and Kasanda, some people considered
development projects as those projects which generate income. Social services projects such as roads
construction, health facilities rehabilitation etc. were seldom viewed as development projects. When
asked on their roles in the development projects in the community the common response was:

" We had many projecty such miling machine and shop, - dale none &

functioning -

In regard to the projects, it was found that almost all of the income generating projects established in
both Kakonko and Kasanda:division were not operating. The main question one would like to have an
answer is why? It wa$ quite Clear that people were not involved in making decisions regarding those
projects such as prioritization of their needs, planning and monitoring of projects implemented in their
villages. This was clear during-focus group discussions where it was reported that some of the projects
were nationalised by the government and handed over to the villages.

It is apparent that there was little preparation of the villages to take over the project such that all
members of the villages including théir leaders could feel ownership and therefore instill sense of
responsibility and accounmb’ility. The nationalised projects were given to the village as “gift” or “reward”
without adequate consideration of various management aspects as a result most of them -were not
functioning due to lack of accountability.

Despite these shortcomings:people in the villages were still willing to contribute their labour, time and
materials to other projects such as building new classes, digging trenches for water pipes, rehabilitation
of health facilities and schools. People said;

“.. we are willing to- contyibute labowr and materialy such as sands and stones

period of tame-"



Experience from successful projects elsewhere indicates that, projects which show immediate retumns
are more likely to attract many people and therefore realise more participation as well as more
accountability (ACC/SCN, 1991). Normally CP is a reflection of commitment and therefore ensures
responsibility and accountability for the actions decided by the community (Shrimpton, 1995).

Although people were not involved during the inception of the income generating projects, somehow
efforts were employed to understand why things did not work. Village members were able to recall on
some efforts made by themselves to revive the projects, their efforts were frustrated by higher authorities.
it was said;

“.. we have reported the issue o the Astrict authoridy bul nothing hays taker
place.... wedo-not understand what showld be done-’

It is important to understand that CP does not imply stopping support from the central and local
govermment. Government should provide support to foster CP. Such support could be personnet,
facilities and training. There are indicators which signals the existence of CP spirit among the members
of the community. These indicators include participation in decision making, resource contribution by
community groups and information communication and sharing. All these indicator were visible in both
divisions.

: 5.6.1 Participation in_the decision making i o
All decisions that were made at the village level were reached after involving all members of the village

through general village meeting or using acceptable structures such as village govemment. Decisions
made through any of the two structures are considered as ‘of the majority and therefore people are said
to be involved in decision making process. in such situation all have to be accountable for the
consequence of their decisions.

5.6.2 Presence of Community groups
Community groups include local communities such as health committees, water committee and school

committee which take the responsibility of managing communal activities at the village level (ACC/SCN,
1991; Jonson, et al 1993). This indicator was seen in the villages. It was confirmed that;
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. we/}za/yaédzoo&cowum’aze; waler comumiliee; de;@ncaand;eatn’zy commillee:.”
The structures are important and need to be supported in order to foster CP which is the comer stone for
many successful community based programmes.

5.6.3 Contribution of resources
Contribution of resources alone cannot fully indicate CP unless the contribution is fully linked to decision

making power (ACC/SCN, 1991). This implies that an increasing sense of ownership of nutrition
programmes shouid lead to a greater voice in the process of implementation; with the main objectives
being to eliminate external dependency and ensure sustainability of the programme (Underwood, 1983;
ACC/SCN, 1991). This aspect was clearly reflected by some village members when they said;

" we know our lemilationy in terms of resovrces; we can conlyibule labowr, and
The quotation shows that if the priorities of the community are well thought the issue of contributing
resources won't be a major problem.

5.6.4 Information Communication and sharing
Communication of information for the purpose of management of community activities is a crucial factor

in fostering CP, especially the aspect of feedback. Communication of and information sharing by all
people involved in the implementation of community activities not only facilitate the programme
implementation but also helps to sustain community interest and increase community involvement
(ACC/SCN, 1991, Pelletier, 1994; Jonsson, 1995).




During discussions problems on information communication and sharing were evident. It was said that;

" general meeling iy wnally conducted when there & something (o be done

comrmmalé/ﬁr example conglruction or rehadidalion schovls; health Centies
or contribudion for certain aclivities.. uwsually no-feedback WW&WMC&W
reporting on the silualion of assely and finance ofthe village:.”
It was agreed in the group discussion that information communication and sharing was one of the
reasons contributing to lack of transparency and mistrust of leaders. This aspect was found to be the
main problem resulting into failure of many projects. Despite the existence of conducive structures at
village for information communication and sharing level it was not clear as to why such situation
happens. Nevertheless, the existence of one indicator is not enough to guarantee community
participation and therefore adequate implementation of the activiies at community level. Hence a
combination of factors as well as quality of leadership (as a contextual factor) are necessary in fostering
community participation.

5.7 Effects of Refugee influx
Initially the refugees from Burundi hosted by local communities of Kibondo district before the government

mobilized necessary support from relevant authorities. There is no doubt that even after settling in
refugee camps, the rapid and unplanned increase of population created imbalance between available
resources and services on one side and the population of the area on the other side. While the
imbalance has caused hardships to both refugees as well as local communities, there are aspects which
local communities consider to be positive as a resuit of their interaction with refugees. The_effects of
- refugees influx on communities of Kakonko and Kasanda divisions in particular and Kibondo district in
general are briefly described below.

5.7.1 Refugees and Health
The establishment of essential services like health in refugee settiement is a deliberate move by relevant

authorities to.cope with unplanned rapid increase of population pressure. The health facilities in refugee
camps are in Kasanda division and are relatively well staffed and equipped in terms of drugs, varnous
diagnostic equipment and other essential medical supplies compared to health facilities of similar
categories:in surrounding areas.
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The marked difference in service provision prompt to local population to seek medical services in
refugee camps. Thus the health facilities in the camps has increased availability and accessibility to
improved health services by local communities. In group discussions it was said that;

‘.. somelimes we send owur palient to-the campy where medical services ave free-”

Nevertheless, the refugees accused by local population for contaminating water sources and bringing
ilnesses such as scabies, “plastic teeth,” and dysentery locally termed “machinya”. The later is
associated with big houseflies which local communities claim to have been seen for the first time in their
areas after the refugees influx. It was said that;

W&Mwmpmblemyofmeymdvay ‘machwnya’ ;ca&&yand/cévmmy

5.7.2 Other services
A familiar phenomenon of refugees fleeing their country from persecution or war like event is the

disparate need for humanitarian services such as food, shelter and care. The refugees from Burundi
were initially hosted by local communities prior to mobilization of necessary support/assistance from
relevant organizations and institutions like UNHCR and other NGOs. Support provided to refugees by
local communities included contribution of food, sheiter and other humanitarian services. No doubt the
support provided increased hardship to the local population. Hardships encountered include depletion of
food stocks and sharing of locally available services such as health, water supply etc. prior to installation
of relatively improved services in the refugee camps. )
To some local people, the authorities seem to have provided preferential treatment of refugees over local
population. Such preferential treatment to refugees in terms of services at a time when local
communities are faced with deteriorating social services and food shortage problem make them recall
with bitterness the hospitality they provided to refugees. When participants of focus grou»p discussions
were asked on their attitudes towards refugees one of them remarked; -

‘.. we contibuted owr food during their (refugees) arrival now we have
pmblenwoﬁ%od;hortag&wno-mwwmmofu&
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5.7.3 Diversification of market products
‘The individual desire for self-supporting compelled some refugees to dispose off some of their

possessions such as shoes and clothes and newly acquired items after settling in camps. In certain
instances some refugees were compelied to sell food items distributed to them so as to obtain food of
their choice. This has ultimately resulted to increased diversity of products in local markets in the district.

5.7.4 Labour market
As already mentioned, the desire for self-supporting and acquisition of other essential items the refugees

are forced to sell their assets including labour. As a result, refugees have served as source of cheap
labour in areas surrounding camps. However, since the labour market is mostly limited to unskilled
labour, most of refugees engage in activities that required unskiiled labour such as farming and other
manual work. For instance, when labour for rehabilitation of Kinyinya primary school was not forthcoming
from local communities labourers were readily obtained from nearby refugee camps. Only in certain
circumstances few skilled refugees manage to secure temporary employment in organisations providing
humanitarian services in refugee camps. On the other hand, the different organizations and institutions
which serve refugees have provided employment opportunities to both foreign as well as local individual
with different expertise and skills.

5.7.5 Transfer of skills
Among the positive aspects associated with refugees influx by local population is transfer of skills. Some

of the key informants reported thatasa result of social interaction with refugees, the local cummunities
have acquired some skills from Rwandan refugees such as mason, construction, and carpentry. The
acquired skills are asset which can be of great use to local population.

5.7.6 Refugees and Environment
As a result of refugees influx in the district, the local communities have witnessed mass felling of trees by

refugees for various domestic use such as houses construction, fire wood, etc. The massive felling of
trees accelerate deforestation in areas surrounding the refugee camps. in addition, there are activities in
refugees settiements which have been associated with disturbance of the ecosystem. Such activities
range from indiscriminate hunting of wild animals to tsetse fly control in areas surrounding refugee
camps. The local communities have further associated tsetse fly control through insecticide-sprayed
traps with bees disappearance, resulting to shortage of honey and wax. There is fear that if those
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Table 28: Health staff disposition in Kibondo District

Heaith Staff Cadre Requirement Available Defferece
District Medical Officer 1 1 -
Medical Officers 1 - -1
Assistant Medical officers 2 1 -1
Clinical Officers 23 13 10
Rural Medical Aides 32 25 -7
Nursing Officers 15 7 8
Trained Nurses 20 -9 -11
Nurses/Midwives 28 10 -12
MCH Aides 74 47 -27
Medical Attendants 234 276 +58
Pharmaceutical Technicians 2 1 -1
Lab. Technicians 1 1 -
Health Officers 5 5 -
Health Assistants 45 22 -26
Mortuary Attendants 2 1 -1

Source: Kibondo District Socio-Economic Profile 1998

5.8.2 Agriculture and Livestock Development
The district is endowed with vast, fertile land and variety of climate favourable for cultivation of various

crops and livestock keeping. The ecological and rainfall variation are conducive for cultivation of different
food and cash crops such as banana, maize, cassava, beans, sorghum, millet, coffee, cotton and
tobacco. The existing river valleys in the district some of which have potential for palm trees and paim ail
production (e.g. Kabingo and Kiyobera valleys in Kakonko division) provide opportunity for off-season
cultivation.

However, a number of factors affect improved agricultural production. The factors range from poverty
among majority of farmers, wide use of unimproved agricultural methods such as use of traditional farm
implements, inadequate use of fertilizers, weak extension services in agriculture and livestock
development, unreliable supply of agricuttural inputs and market for agricultural produce. In addition, poor
transport infrastructure in the district contributes to high production costs. The vast land areas that could
be potential for pasture development are highly infested with tsetse flies.
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5.8.3 Education
Most of the villages in the district have primary schools. Construction of schools in the remaining three

villages namely Samvura, llabiro and Churazo in Kibondo, Kasanda and Kakonko divisions respectively
is underway. Their completion will reduce the walking distance for ali pupils from respective in the
district's villages. The three secondary schools existing in the district provide opportunity for some pupils
who complete primary education for further education.

Problems facing the education sector in the district include late enrolment of standard one pupils,
shortage of teachers, classrooms, leaming and teaching materials and funds all of which contribute to
low performance in the sector. The availability of three secondary schools only limit the number of pupils
in the district being selected for secondary education. The district also has high adult illiteracy rate.

5.8.4 Community Development
The Community Development department has the responsibility of mobilizing the Community for

implementing various activities which aim at improving community’s socio-economic situation.

Some of department’s staff are already attached to NGO's implementing activities at Community level
including the Tanzania Christian Refugees Services, Concen and CARITAS. The organizations have
experience in utilizing staff from the department in community awareness creation on the importance of
various activities being iniiated at community level, promotion of technical skills and use of.available
resources at community level through self reliance spirit.

. Major problem facing the department is shortage of staff particularly at ward level and transport facahty for
follow up. If these problems are addressed the department is potential for catalysing the community in
implementing newly initiated development activities such as those under the Child Survival, Protection
and Development Programme.

5.8.5 Planning
The planning department has the crucial role of coordinating various development projects and activities

being implemented in the district under different sectors. Basing on its functions, the planning unit is well
positioned to identify areas where there is resource overlap and dublication of efforts. However, severe

. shortage of qualified staff adversely affect the capacity.and capability of the unit in fulfilling its functions.. ..

For effective planning, coordination and follow up of various development activities in the district the unit
needs to be strengthened.
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6.0 Main Findings and Recommendation
More than 90 percent of households in both divisions were men headed households with

average household size of six members. The fact that majority of households are men headed,
men should be fully involved in all efforts aimed at improving the health and nutrition situation in
the two divisions.

Farming is the main occupation of people in both divisions. Any effort to improve household
economic base should use agriculture as an-entry point. In addition, introduction of appropriate
cash crops seems to be one of the potential areas that could be explored to improve household
income. The aspect of marketing should also seriously be considered so as to ensure reliable
market for the produce.

Majority of children who were sick during two weeks preceding the survey had fever (which
might be malaria), followed by cough/pneumonia and diarrhoea. Other ailments reported
include parasitic worms, measles, anaemia, skin and eye diseases. Usually most of these
diseases are related to water and sanitation. Inadequate environmental and personal hygiene
practices were found to be a problem. If health benefits related to water and sanitation are to
be fully realised improvement of water sources and promotion of environmental as well as
personal hygiene is vital. Efforts should therefore be directed towards improving sources of
water and intensifying public health education in all segments of the population in order to
reduce chances of being affected by the prevailing diseases.

Stunting was found to be a leading problem followed by underweight and wasting. The pattemn
of all forms of malnutrition identified seem to increase after weaning age and rises to the
second year of life and then either stabilises or gradually drops. It appears that feeding
practices in the two divisions was a problem. Efforts should be made to provide education
especially on the.importance of adequate breastfeeding, correct, supplementation and other
issues regarding appropriate weaning practices. Also infant feeding practices in both divisions
indicated that few people introduce foods other than breastmilk to children as early as one
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month. Early introduction of food other than breast milk to infants exposes them tc
contaminated foods which normally contribute to diarrhoea diseases in children. Moreover, the
risk of contracting diseases increases due to reduced breastfeeding which contains

immunological substances which are responsible for increasing disease immunity to a child.

It seems that the observed late enrolment of eligible children for primary school education could
be due to stunting. Children look too short for their age and thus parents have to wait for their
children to pick up in height before enroling them in schools. Parents, community leaders and
teachers need therefore to be informed on this problem, such that they become aware of it, and

hence be able to enrol children once their age is eligible for starting primary school education.

Although health care facilities seem to be relatively well distributed, the quality of services is not
adequate. Factors attributed to poor quality of health services include shortage of drugs, lack of
essential equipment, shortage of staff and in some places under qualified staff. Government in
collaboration with communities have to do something in order to improve quality of the available
health facilities by providing the facilities with adequate and qualified staff as well as equipping

the facilities with at least minimum acceptable set of equipment.

In general terms, family planning services were available and accessible in both divisions.
However, their utilization was found to be low because they were mostly targeted to women
who are rarely involved in decision making in household and family issues. Although women
play key role in issues related to family health care, reproductive and economic activities they
are seldom involved in making decision even on matters related to their own health. The whole
community in general should therefore be targeted by IEC strategy. In order to realise better
results in family planning activities it is recommended that men should also be among the main

target in education programme aimed at promoting family planning services.

Accessibility to domestic water sources in both divisions indicate that many households are
located in areas where distance to water sources is more than the recommended distance of
400 metres. As a result, women have to walk long distance and use more time in fetching
water.

54



The long distances to water sources not only increase women workload but also deprive them
time for child care. Community themseives should therefore be assisted to establish improved
source of water close to their households using available resources. This is possible as
majority are willing to contribute in such endeavour. Women play a significant role in production
work. Besides production activities women were found to take full responsibility in both
domestic work as well as reproductive activities. Most of the work undertaken by men were
mostly seasonal in contrast to routine domestic work performed by women. Despite the special
consideration required by pregnant and lactating women in terms of food intake and workload
the study revealed that no special consideration was given to them in both divisions. This issue
needs to be strongly addressed by the community and be included in IEC package for

interventions being introduced in the areas.

People in all villages were found to be involved in making vital decisions regarding their
development. It was clear that most of the development projects initiated in the villages was a
result of significant contribution from the villagers. However, all income generating activities
such as communal shops and milling machines were not operating. It is important to
understand that community participation does not mean stopping support from the central and
local govermment. Lack of support from central and local govemment has contributed' to
failure/non-functioning of communal income generating activities in both divisions. Therefore,
both local and central government should provide adequate support which will enable to foster

active community participation in all development activities initiated in the areas.

The presence of refugees has seen to have profound effect to the community in both divisions.
The effect has been found in health, education, marketing, source of labour, environment,
security and safety. Positive effects have been noticed in all areas except in the area of
environmental preservation as well as security and safety of the community. It is therefore
recommended that efforts be made by the government to ensure refugees do not threaten
security and safety of the community as it will disrupt implementation of developmental

initiatives in the area.
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Fsart B: Household Compositi&m

5 6 7 8 9 10
Line No Name of Age (in Sex Highest Educational Occupation/
(Circle household years) 1= Male | Attainment Principal Activity
Head of members Enter 2= 0= None 1= Farming
Household {start with Age at Female 1= Adult Education only 2= Tending
head of last 2= Standard 14 Livestock
household. birthday 3= Standard 5-8 3= Employee
Do not forget 4= Some secondary Formal sector
children and Education 4= Petty Trader
infants) 5= Q' level 5= Other
6= A’ level business
7= Higher Education 6= Too old
8= Less than 7 years of 7= Student
age. 8= Under 7
years of Age
9=0thers
(specify)
1
2
3
4
5
6
7
8
9
10
11
12 ]
—
13
14
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T 1

Nutrition
Check in Part B — 6 & 7 Household Composition on total No of der fives living in the
household..........................
Child Name Child Name Child Name
(Tl T T W T TR T LTI
20. Date of birth of
child (check Day month day month day month
growth card) year  —— year year ——

21. Sex 1= Male
2= Female

(T[]

22. Birth weight [check
growth card])
1=Single ton;
2= multiple birth

Weight {fi

wwtﬁg

Weight t:]

23. Was (name ... ... )
birth single or
muitiple?

1= Single

2= Muiltiple birth

]

]

]

24. Immunization
status [check
growth card]

1= completed

2= Not completed

L]

[

25. Care taker of child
1= Mother,
2= Father
3= Grand mother
4= Elder
brother/sister
5= Other [specify]

If4: specify.......cccoeveen. if4 specify...............
— | -

26. Has

ever breastfed?
1=Yes, 2=No
3= Don't know

]

27. Is {Name

breast feeding?
1=Yes ....... >> Q. 29
2= No

3= Don't know
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Participants:  Three groups each comprising of 7 - 10 community members as follows:

Group 1: Aduit men over 25
Group 2: Adult women over 25 years
Group 3: Youths (boys and girls) age 15 - 25 years

Be for starting the discussions the facilitators should introduce themselves to group members and
explain to them the objective of the discussion.
Nutrition

1.

Probe on pattem of child breast feeding in the community e.g. duration of breast feeding,
whether infants are given colostrum. Ask for reasons if colostrum is not given to infants.

Probe on factors which lead to stopping breast feeding

Ask when food other than breast milk e.g. thin gruel are introduced to infants
(complementary foods)

Probe on child feeding frequency i.e. No. of mealsffeeding per day.

Ask if according to local customs there are certain foods which are not given to children
and reasons. Inquire if such attitudes still prevail.

Probe on intra household food distribution. Ask what age children start to share food with
adults from common plate.

Probe whether pregnant and lactating women get special care compared to other women
and men in the community e.g. in feeding, exemption in certain types of work,etc. Ask on
the present situation.

Probe whether men or women are traditionally restricted from eating certain types of food.
Ask for reasons and whether such tradition still prevail.

" Participation in Development Projects

9.

10.

1.

Refugees Influx

Probe if there are (ar used to be) restrictions for either men or women to participate in
certain types of work in the community/household.

Probe whether there are types of support network that exist in the village. Ask for their
opinion on those network i.e. whether they are satisfactory or have limitations.

Probe if there are development projects initiated in the community. Ask whether the

community has been involved in the projects in one way or another. and their attitudes
for being involved (or not being involved).

12. Probe on their perception on refugees influx in the district. Ask whether there are positive
or negative aspectsffactors associated with refugees influx in the district.
Sanitation
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APPENDIX 3:

1. Anna G. Bazaliwa

2. Paskazia Makwaya
3. Modesta Magandula
4. Laurean Alphonce
5. Lucas Kasubi

6. Rhoda Konakuze

7. Lessa Daniel

8. Mwamini Teikwa

9. Mathias Marefu

10. Emmanuel Kalyegila
11. Leonce S. Rweyemamu
12 Sylvanus Mparazo
13. Stafford Ntamsigo
14. Mussa Magunguli
15. Kanyuko Sadock
16. Kiemena Almasi

17. Charles B.K. Mugizi

FIELD ENUMERATORS

HealthMCHA

Health H/ASST.

Health H/Asst.

Heatth Clinical Officer
Assistant Medical Officer EHA
Health Nursing Assistant
Health Assistant

Health Nursing Assistant
Health Nurse

Community Development
Heatth Assistant

Education Curriculum Development Officer
Ward Education Coordinator
Planning Officer

Agricutture Extension Officer
Agri-ulture Extension Officer
Agricutture Extension Officer
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