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ABSTRACT

This study has its basis on the Millennium DeveleptfGoal 4 that has to do with reduction
of the under five mortality rate by two thirds been 1990 and 2015 (United Nations 2009;
24). Children from developing countries are mokeliy to die within the first five years of
life than children in industrialized countries. Alidhalf of the deaths of children in the
developing world are in Sub-Saharan Africa; mantheke deaths are caused by preventable
diseases like diarrhea, pneumonia measles andRdverty has a negative effect on child
health, it is no surprise that the highest numbéisfant deaths are in the “developing
countries” (United Nations 2008; 21). Poverty gbaad in hand with low socio-economic
status of mothers like unemployment, high illitgréevels, inappropriate accommodation,
high fertility rates, poor child spacing among etherhich all contribute to the vicious cycle
of poverty and disease. Improving the socioeconataitus of women would go a long way
in reducing child mortality. There are some immeéglighanges that can be made by
governments in the third world to reduce the nundéehildren’s lives lost. Governments of
countries in the developing world have a more urgeed to address the problems like the
socioeconomic status of women, related to childthehowever the amount of resources

allocated to these sectors does not seem to réfantportance.

This research was carried out in Nakawa divisiomfala district Uganda and it examines to
what extent poverty has an effect on child heattrelation to the socio—economic status of
the mothers in Nakawa division. In this studyJastigate if there is a relationship between
high rates of morbidity and socio economic stafuti@ mothers. To achieve this objective
both quantitative and qualitative methods were usambllect data. The data was presented in

graphs and tables in the methodology chapter.

The results from the study showed that under fieebmdity was high in Nakawa division.

The mothers | interviewed had a low socio-econastatus. Many of them had a minimum
level of education and had their first childrenidgrtheir teenage years, many of them did not
have secondary education, had no access to prop@manodation (which has a lot to do with
health generally), just a hand full had employrmeard were able to save money to support
their families. The mothers need to be providedhwwbre information on how to improve the
health of their children, in terms of nutrition,digne, sanitation and the way they live from

day to day.



Breastfeeding and immunization as ways of imprgyireir children’s health seemed to be
on track since all the respondents had breastfédnamunized their children at some point.
But these have to be used hand in hand with otfaetipes that contribute to improving the
health of children. It is better to prevent dissasethe first place using cost-effective means

than waiting for the children to get sick and thawok for finances to treat them.

The government, Non-governmental organizationsadher institutions still have a lot to do

if the MDG 4 on child health is to be achieved 1 2. The study recommends that clinics
need to be equipped better with staff, medicinerardical equipment because congestion
was a very big problem in the health centers whisggesearch was carried out. This is due to
the fact that they are just a hand full of pubkahh centers serving such a large population in
the division. In addition mothers need to be helgetthe community level and provided with
basic information that enables them improve thelilnoods of their families and improve

their health most especially that of their children
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CHAPTER 1

INTRODUCTION

1.1 Background

A reduction of the under five mortality rate by tthords between 1990 and 2015 is Goal 4 of
the Millennium Development Goals (MDGs) (United Mat 2009; 24). “This Goal and

Goal 5 on improving maternal health are the meglected and impeded of all the MDGs”
(World Health Organization, 2009). “Only 30% of thegress needed to reach the MDG 4
target of cutting child mortality by two thirds 915 has been achieved” (World Vision
2009; 7). Goal 4 and 5 are very important because directly affect the lives and future of

people and nations at large, and that is why pdatiemphasis is being placed on them.

Child health is an important factor if children g@ng to grow up to lead meaningful lives.
The health of children determines the health afreipopulations. Child health as described
by MedicineNet, is vitally concerned with all asfgeof children’s growth and development
and with the unique opportunity that each child teeachieve their full potential as a healthy
adult” (MedicineNet.com, 2010). It can also be ledlat as focusing on the well-being of
children from conception through adolescence. tteofor children to grow up healthy, the
mother of the child has to be in good health ar@hbse of this there is a linkage between
child and maternal health that can not be ignoféeé. kind of environment children are raised
in, the protection and security they receive frowirt parents most especially their mothers is
very important. Aspects like accommodation for fdmmily, level of education of mothers,
access to water, sanitation and culture all couttitbo child health and they were the main

aspects put into consideration in this study.

Promoting child health helps not only advance hgairowth and development but also
reduce child vulnerability to illness, disabilitpcdhdeath (World Health Organization, 2004).
“Healthy children become healthy adults: people wieate better lives for themselves, their

communities and their countries” (United Nationsl@en's Fund, 2008). Many of the



economies of the developing world do not allocaieugh resources towards the health sector
and yet improvements in this sector would mean avipg the livelihood of their nations. If a
bigger portion of these countries’ budgets werecalled to health, it would greatly contribute
to the development of their economies and liftingjtt citizens from chronic poverty. “A 5%
improvement in child survival raises economic gtowy 1% per year over the subsequent
decade” (World Vision 2009; 17). Assuming that tisisrue, that means that all developing
countries need to put their resources togethenprave the percentage of the budget that is
allocated to child health. Improving child survivabuld mean improving their economic
growth and the lives of their citizens. Childrepnesent the future, and ensuring their healthy
growth and development ought to be a prime conokall societies (World Health
Organization, 2009).

A child born in a developing country is over 13 d¢smmore likely to die within the first five
years of life than a child born in an industriatizeountry. About half of the deaths of children
in the developing world are in sub-Saharan Afridai{ed Nations 2008; 21) Many of these
deaths are unacceptable since they are causee@wgnpable diseases like diarrhea,
pneumonia measles and HIV. In Uganda at least 85)@®& born deaths occur each year out
of the 1.5 million babies born annually hence aotiog for four out of ten deaths before one
year of age. An equal number of babies are bord deatill born. Some of the common
causes of neonatal deaths in Uganda include asphyfections and complications of
preterm birth and these are similar to the regtfata (Ministry of Health et al 2007; 3).
There are a number of determinants that one wowthae to find out what contributes
positively to the health of children. Some of tleasminants of child health are income levels
of parents, education attainment, nutritional Saficcess to water, sanitation, safe and
adequate housing, developing of appropriate agurallpolicy, improving status of women
and promoting social protection of vulnerable papiohs (World Health Organization
2007:43).

Child mortality and morbidity both have a great ampon the development of any society.
Morbidity, which is the rate of incidence of a dise, or the number of times people suffer
from a disease in a given locality, exerts a hgaige on families and communities. From
birth to two years, morbidity can have a long témpact on a child’s cognitive and physical
development (World Vision 2009; 26). Morbidity er¢iely related to family size, socio-

economic status and birth interval. If a familyasge, then there is a high possibility of



diseases like Acute Respiratory Infections (AR$pjeading to each member of the family
and most especially if the ventilation in the hasaot sufficient. This will be exacerbated in
cases where the socio- economic status of the @ good. Difficulties would be
encountered in providing early treatment for a silcitd increasing the likelihood of disease
spreading to another child. Low socio-economicustabay lead to poor nutrition in the home.
This greatly affects the immunity of the childresnsequently increasing their vulnerability to
the same contagious diseases within the same pegiozk the high incidence of morbidity as
a result of the family size. This is also mentioned study carried out by Habé al (2009)

in Pakistan, where birth spacing of less than &y showed an increase in infant morbidity.
Vaccine-preventable diseases like measles, polibtisygvhooping cough , tetanus,
tuberculosis, diphtheria as well as hepatitis B&hdA and influenza contribute significantly
to child mortality and morbidity in Uganda. The ya&ence of these diseases has been
reduced as a result of high immunization coveragbe past five years (Uganda Bureau Of
Statistics et al 2001:72). In Uganda malaria isléfaeling cause of morbidity and mortality. It
is responsible for 39% of all out-patient visit§%8 of hospital admissions and 14% of all
hospital deaths. In general, malaria-specific niibytes estimated to be between 70,000-
100,000 child deaths per year in Uganda; a dedttvihich far exceeds that of HIV/AIDS
(Lynch Matt, Koek Irene et al 2005;1) .

In this study | focus on child morbidity and sonfetse determinants including breastfeeding,
age, child’s sex, plurality, mode of delivery, gaginal age, birth weight, parity of mother,
vaccination, maternal education, birth spacing soaio-economic conditions. The study is
conducted in Nakawa division, Kampala District igdida. Nakawa Division is the largest of

the five divisions in Kampala (refer to figure 1).

1.2 Contextual issues

Uganda has an estimated population of about 3mipeople and a high population growth
rate of 3.4% per year between 1991 and 2002. §loseé of the highest growth rates in the
world (Klasen Stephan 2004; 2).The nature of prokléaced by the majority of people in
Uganda is a result of high population growth hantdand with unemployment, failure to

access land to live on, high fertility rate, poyettigh levels of illiteracy, high dependency



culture and diseases like AIDS that greatly contelto orphans that have to be looked after
by the extended family. All these greatly contribtd a vicious cycle of poverty and to the

kind of lives people lead day to day.

Due to a high population growth rate, people afteaite to access work. Hence a big portion
of the citizens are unemployed and because theyremmployed, they are neither able to
provide decent health care for themselves nothieir children. If one does not have enough
money to buy food, going to a clinic for treatmeiiit not be a priority. If one doesn’t have a
good job then they will have to look for the chestdand available which in most cases may
be a wetland area to settle in. Wetlands have ihigjdence of diseases like malaria as a result
of poor drainage. Poor drainage promotes watenatagn which provides a good breeding
ground for mosquitoes. In addition to this they jamene to being infected by other diseases

that could have been easily avoided like acuteinaspy infections and diarrhea.

Considering the high fertility rate, it greatly ¢obutes to the prevalence of diarrhea in the
form of short birth intervals. If children are neell- spaced, then it will be difficult for the
mother to attend to each of them at the right ti@t&ldren living in an environment that is
not clean and with poor access to clean waterfiegdjuently eat what they find on the ground
if they are not effectively monitored by their cayiger. They will then come into contact
with the bacteria that carry diarrhea. In additiommproper disposal of feces in the home,
diarrhea will easily be spread in such homes andhguchildren at a high risk of getting

seriously sick when they contract diarrhea.

Poverty is also caused as a result of poor envieoah management on the part of those in
authority. For instance, manholes are left uncavésethe city council authorities and
become dumping ground for refuse. As a result nodirlge drainage systems stop functioning
as they should because they have been blocked aled @an not easily flow through hence
stagnation. This becomes another breeding groungefdor mosquitoes that cause malaria
making people sick and stops them from being abledrk, hence in turn causing poverty in
the long run. Poverty has a strong part to plapélives of people. Some of the causes of
poverty in Uganda are unemployment, high populatpawth rate, illiteracy, disease, and
corruption to mention but a few. These causes hipdeple in many ways when it comes to
accessing food, water, education, shelter or eeelftthcare. The national poverty rate in
Uganda according to the 2005-2006 Uganda Natiooakkhold Survey (UNHS) it was



estimated to be at 31.1 % or 8.4 million Ugandadst{and Management Department 2009;
4).

About 60% of people in Uganda are poor and 30%ang poor. The majority of the poorest
people are women (mapsofworld.com, 2008), lackiger education or with no education
at all. Especially for mothers, it has a negati@stdbution on their health as well as that of
their children. If a mother is not educated, thera high chance she will not have
understanding of the importance of immunizatiortlesive breast-feeding sanitation and
proper hygiene which all play a crucial part in tealth of her children. Once the children
have not been able to access these pointers,ithetagh risk of suffering from ill-health as a
result of their mother’s ignorance. Education thaeis crucial in achieving Goal 4 of the
MDGS.

The management structure of the health system antlggencourages cost-sharing, where the
government pays a certain portion of the medicat aad the individual is also supposed to
pay a given portion. This would not have been dler if people were able to get the
finances to pay their part. Some people, espediadige in the rural areas struggle to get even
the basic necessities of life like food and shelféey find it hard to afford even the little part
they are supposed to pay at these health instiitio addition to that, many of the hospitals
that have come up are privatized and demand evee fmn the individual in order for one

to access their services. The political structdird@® government has allowed many private
hospitals to infiltrate the economy and they amedusy those in the middle and high classes
of the country. They are expensive and peopledduatafford them are forced to access their
services nonetheless since they give the patisnmhbney’s worth. The quality of service and
the equipment used is of better quality. This disfa those that can not afford these services.
As mentioned earlier, it is a vicious cycle thagd€to be broken in order to improve the
health of the people most importantly the healtbloldren who are the focus in this paper.

Health services in the public sector in Ugandadaeentralized. This means that the Ministry
of Health works in liaison with other national léwuastitutions like ministries to set up
policies and ways in which the health servicesgaiag to be delivered to the people. Under
these ministries we find the National referral htapvhich attends to about 27,000,000
people. Sorting under it there are the regionarrafs that report back to the national referral

and attend to about 2,000,000 people. Under therraly we find the district health service



headquarters that attend to about 500,000 peopi@ uAder these we find the Health sub
districts which comprise; a referral facility, adfté centre 1ll, a health centre Il and Health
centre I. The referral facility is composed of agel hospital at the district level attending to
500,000 people or a health centre IV that attead$0,000 people. Health center Il is found
at the sub county level and attends to a populai@®,000. Under it is health center Il

which is at the parish level and attends to a patpart of 5,000 and finally there is health
centre | which comprises village health teams #ti@nd to about 1000 people.

The health structure in Uganda, the National He@itbtem, is composed of institutions
structures and actors whose actions are partigutaricerned with achieving and sustaining
good health. The national health system is incrisifithe public sector including the health
services of the army police and prisons, the peivealth delivery system which includes
private not for profit organizations, private hghractitioners, the traditional and
complementary medicine practitioners and the conitesn(Ministry of Health 2005; 13).
The Government of Uganda through the Ministry oaltehas the lead role and
responsibility of delivering primary health carénelMinistry of Health partners with the
District Health System to ensure effective linkagetveen the centre and the districts on the
one hand and the public and private componenta®nther. The Ministry of Health and
other National level institutions work togethettle provision of health services to the
citizens and below them there are the nationatna@fbospitals that attend to 32 million
people. Below these are the regional referral halspihat handle a population of 2 million
people and under these are the District HealthiS&=s\(which are the district level) and
attend to a population of 50,000 (Ministry of Heak005; 14).

This is the structure for the public health centé&frge private health providers (PHP) on the
other hand which are used by the small rich clag®ople are organized differently. A
number of private hospitals and clinics have spumgn Uganda over the years. The
estimated number of staff employed in the PHP sectthe country as a whole is 12,775;
fifty four percent of the doctors working in theyate sector also work in the government
sector while more than 90 percent of nurses, midsvand nursing aides work only full-time
in the private sector. This means the public sasttaft hanging with not enough nurses. No
wonder the capacity of patients is very high inglelic health units with not enough nurses

or doctors to attend to attend to them. 9,500 gsifmals are estimated to be working in the



private sector only and this is in addition to D%ctors and 3,500 nurses. More than 80
percent of the doctors are employed in the cendigabn (Mandelli Andrea, 2005).

Many of the doctors that work in the public se@uor the same that work in the private clinics
though they charge exorbitant prices in the laiany of the people who can afford these
services opt for the private hospitals since theeyetthe necessary equipment that are in good
condition required to run the hospitals or clirsecsl also the drugs needed to treat patients.
Uganda is reported to have an estimated 4,639%alities and 2,154 (46 percent) of these
are PHPs. The majority, 68 percent are locatelarcentral region. Kampala on its own has
45percent of the PHPs (Mandelli Andrea, Kyomukahdiennie et al 2005; xiii).

1.3 Research objectives

The main objective of the study is to investig&ie ¢orrelation between high rates of
morbidity and the socio economic status of the metin Nakawa division Kampala. To be

able to address the research problem these aregbarch questions | used.

1. What are the causes of under five morbidity ak&a division?

2. To what extent is there a correlation betw&ensbcio-economic status of mothers and
child health?

3. What are the mother’s perspectives on the heéalieir children?

1.4 Methodology in brief

Random sampling was used to locate the responttetta/ere used in this study. Both
guantitative and qualitative methods of data ctibecwere used. Qualitative interviews were
carried out with mothers at the health stationaisd with health personnel that attend to
them. Participant observation and records analysie also methods employed in this study.
Records from January to December 2009 were uskadtout which diseases were the most

prevalent among children under five years old ikdvea division.



1.5 Thesis outline

Chapter 1 gives an introduction to the thesis, contextusliés, mentions the objectives and
research questions and the methodology in bri¢fwia used in this research.

Chapter 2 presents the research area, the literature raysed in this study, the theoretical
basis for this research and what others have alwatten in this field.

Chapter 3 offers the methodology used in this study, thegiesample size, document
analysis and limitations of this study.

Chapter 4 puts forward the presentation of the analysisdisdussion of the findings.

Chapter 5 gives the conclusion and recommendations.

1.6 Aim of the study

This data is being collected in order to add oth&information that is available on child
health in Uganda and also find ways of reducinghiaity and mortality. The statistics
obtained from morbidity of diseases could helphi& planning and evaluation of health
services in Uganda. This study would also help N@&fasare particularly interested in
improving child health in the country and alsortgorove on the researcher’s knowledge

about child health being a mother my self.



CHAPTER 2

LITERATURE REVIEW

2.4 Introduction

In this chapter | present the research area intwitie study was carried out. | give some
information about it regarding location, populatititeracy levels, poverty and how the health
system is structured to ensure that the ordinappleecan access health services. Relevant
literature on poverty, mortality and morbidity ainow these three inter-relate is presented
thereafter. Also included is information on notabbservations made during the data
collection process. This chapter includes an ass&#sof poverty and its role in the
determination of morbidity and mortality. As indied in the introduction chapter of this
thesis, the poor are the ones with the highestatiyrtates moreover from preventable
diseases. If the patients are able to access teahdelp they need, this would go a long
way in reducing the number of deaths that are @tremalaria and diarrhea, which, are
most morbid among children of five years and beldw.be able to cut morbidity and
mortality rates, medical facilities need to be maceessible and the ratio of health centers to
the populations improved.

2.4 Research Area

Uganda is a landlocked country located in Eastcafrit is bordered by Sudan in the North,
Democratic Republic of Congo in the West, Kenyéhim East, Tanzania in the South,
Ethiopia in the North East and Rwanda in the StMést. It covers an area of 236,040%ih

has 80 districts as of June 2008. It has a geogralgbosition between®South of the equator
and 4°North, the climate is tropical in most parts withaverage annual temperature between
16 °C in the South West, 26 in the Centre, East and North West close €30 the North

East (Ministry of Health 2006; 6).



It has a population of approximately 31 million ({§ian Development Agency, 2010). It has
an average birth rate of 7 children per womanhighest fertility rate in Africa and the third
highest in the world (United States Agency for intgional Development, 2010).

Around 78% of the population lives in rural arddganda has a gross national per capita of $
880 and a total expenditure on health per capildB as of 2006, and a total expenditure on
health at 7.2%. of GDP In 2006 the probability gind) under five years per 1000 live births
was 134 (World Health Organization, 2010 ). The hanof people living on less than a
dollar a day was 9.5 million in 2003 which was #aene as in 1992. The population living in
poverty declined from 56% in 1992 to 38% in 2002 With a high growth rate of 3.4 %,
economic growth is being eroded, poverty is wonsgmind the achievements in the social
sector are also at stake (United States Agencinfernational Development, 2010). With a
growth rate this high, in the near future it wititrbe possible for the government to cater for
all its citizens. It is already struggling at tipsint and yet more than half of its annual budget
is supported by external donor countries and bodies

Universal Primary Education exists in Uganda baetliteracy rates are still as low as 69%.
Education faces a number of barriers mostly reladembsts. 20 % of the people above 15
years have formal education (Belgian Developmerdgn&g, 2010). Having low literacy rates
has an impact on many sectors of a society. ltritries to high fertility rates, less use of

contraceptives, hygiene and sanitation and healiaior.

A good majority of Ugandans attend school althoogimy do not complete primary school.
Among those that never attended school there were momen than men in the Uganda
according to a demographic and health survey thatearried out in 2006 (Uganda Bureau
Of Statistics 2007; 23). Uganda has an agricukdrased economy with over 70% of the
population being employed by this sector. Coffebatco and fish are the major exports from
this sector. The GDP growth rate has been on aggragannum 5% over the past few years.
The percentage of Ugandans living below the povereyhas decreased over the past years
form 56% in 1992 to 31% in 2006 (United Nations Blepment Programme Uganda, 2010).

The Poverty Eradication Action Plan (PEAP) wasadticed in 1997 and was revised in
2000. It is to ensure that poverty is reduced angry important in the formulation of

government policy, allocation of sectoral expendituand the design of sectoral strategies.
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Uganda’s health care system works on a refersasha case a facility can’t handle a patient;
the patient is referred to the next level abovélie services in the health centers are
supposed to be free but this is not the case sorestiHealth workers extort money from
desperate patients for the services they may méaay times these health units do not have
necessary drugs so the patients have to buy tr@mpgharmacies (Kavuma M Richard,
2009).

Kampala district is the capital city of Ugandaisita city built on seven hills, its area in square
kilometers is 197.0, the estimated population i@@as 1,533,600 (GeoHive, 2010).

It has 5 divisions; Central, Nakawa, Makindye, Kawpe and Rubaga divisions (Map 2).
Nakawa, which was my study area, is the bigge#itefour, having the largest population
and most easily accessible for me as a studegaivét me an idea of what the rest of the
divisions in Kampala are like. Nakawa division 2&sparishes (see figure 2) which have a
total of 12 health centers 5 of which serve insbus like colleges and universities. One was
closed and moved to Kiswa Health center and therstare yet to be constructed and
therefore were not considered in this study. Té@vés 3 public health centers that were
considered in this study. Kiswa Health Center, Bikiareferral hospital and Luzira

Murchison bay.

Nakawa division is located in the eastern part afrigala district. It lies 1133.8 meters above
sea level; it covers a total area of 47,450squidoenkters with a land area of 39.4 square
kilometers. It is located on about 22 hills oftaities of 1120m above sea level, with flat
summits, steeper upper sages, merging into undglatopes ending into broad valleys
dissected by perennial streams. The division hegspint climate characterized by breezes
from Lake Victoria. Rainfall is distributed througiit the year with 1750-2000 mm, with
peaks in March-May and September —November andemnage daily temperature of
21degrees centigrade. There are dry seasons inJdiynand December —January; relative
humidity ranges between 53 and 89%. According éakthmpala Citizen report Card (2005),
85% of the population in the Division has accessafe water (City Council 2008:40). Most
households provide their own means of sewage digpysuse of septic tanks. A high
population of about 30-35% report does not havegrdisposal methods for their human

excreta especially in slum areas (City Council afpala, June 2008).
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In the 2002 population census Nakawa division’supaion was 240,624. Children below
five years of age contribute to 20% of the totaision population. Nakawa division has 23
parishes and 279 villages, 12 health centers. ©2&parishes | am going to consider 3

parishes namely Butabika, Luzira and Kiswa.

Out of the 12 health centers in the division | erout research in three public health centers
and these are Kiswa, Butabika and Luzira. All thesath centers had Out Patient
Departments except for a few admissions in Luzitadlison bay hospital. | went into the
field hoping to collect data on the status of cinildrtality in Nakawa division but ended up
focusing more on morbidity since all the severeesas these health centers were referred to
Mulago the main referral hospital in Uganda. Sodat that was provided to me was on the

diseases that affect children of under five yeatsaith no records of death.

24 Poverty

Poverty is the lack of income, inability to meesizaand social needs, the feeling of
powerlessness to break out of the cycle of povartg,insecurity of persons and property
(United Nations Development Programme Uganda 200®&jerty is also one of the biggest
challenges faced by many developing countries;isnde of the most outstanding
differences between the developing and industedli@ountries. Even if Uganda has had a
significant economic growth over the last decad#) w relative reduction of poverty, it still

remains one of the poorest countries in the wdtldrell Glen 2007; 2).

One of the darkest characteristics of poverty & th seems to prey on the vulnerable
and defenseless. In low-income countries, on@foexery 10 children dies before the
age of five. In wealthier nations, this numbeoigy one out of 148nd Poverty

2015 Millennium Campaign 2009).

It is estimated that 320 to 443 million people liv@pped in chronic poverty- meaning they

will remain poor for much or all their lives ancethchildren are likely to inherit that poverty
(Chronic Poverty Research Centre, 2008).
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Many of those that are chronically poor do not hiédneeability to get themselves out of this
predicament. With lack of education, poor infrastaue, ill-health among other hindrances
those that are faced with chronic poverty are tedpp a vicious cycle of what they do every
day of their lives. In many cases they find thewmsgln this situation and accept it because

that is how they know how to live and it is difflcto get out of that mentality.

The chronically poor lack access to safe drinkirager, they experience hunger, under
nutrition, illiteracy, social discrimination, indlty to access health services, physical
insecurity and political exclusion and a big numbiethem experience untimely death from

easily preventable diseases (Chronic Poverty Rels€zentre, 2008)

According to the World Bank, 44 low-income coundrao not have adequate resources to pay
for effective adequate health care. This is commanany developing countries as a result of
corruption, violence and conflict which are all stby linked to impoverishment (Moy R.

2000; 192).

Sub Saharan Africa has high levels of poverty &mgldould be one of the reasons that have
hindered its progress as far as achieving MDGabigerned. This region accounts for half of
all the deaths among children under five. The wfidermortality rate dropped from 103 in
1990 to 74 in 2007. Nonetheless, many countries@aly in sub Saharan Africa have made
little or no progress at all. The highest levelgloid deaths are found in Africa, in 2007 one
in seven children died before their fifth birthd@ynited Nations Development Programme
Uganda 2009).

There are a number of causes of poverty in Uggmatéicularly since 2000. Firstly, Uganda
being an agricultural-based economy needs to iravésttin this sector if the economy is

going to benefit from it. The main exports thatreliganda the most foreign exchange are
coffee, cotton, tobacco and tea (Uganda Export Btimm Board, 2010). These crops face
hindrances that stop them from increasing in qtyaatid bringing in more foreign exchange.

It is said that soil fertility has decreased widahd technology has not responded fast enough
to improve the yields. This has led to slower gtowtagriculture (Ministry of Finance
Planning and Economic Development 2004; 16). Pgyes also been caused by a decline in
farmers prices. Uganda’s terms of trade have balénd. Between 2000 and 2003 the terms

of trade declined by 10%. This decline brought d@laouincrease in the price of tradeable
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goods relative to the price of food. That meangjeebad to pay more to be able to buy food
and other tradeable goods they needed. Conseqtleeyiyvould spend less on other

necessities they need for day to day running of tives.

Because of the fall in the agricultural sector mpagple resorted to diversifying their
incomes and opted for other means of businessaihsterelying on agriculture. This boom in
other businesses means that there were many peegliag with the same goods hence
leading to a fall in incomes per capita. This dggeabntributed to poverty and it was
important to raise agricultural incomes again s geople would improve their lives most

especially those in the rural areas where agricaiisipracticed most.

Insecurity especially in the eastern part of thenty has also contributed to poverty. People
from the north and the Internally Displaced Peopkesps are forced to move because of the
war in the north that has been going on for suldmg time. They move to the east because it
is safer and the people in the east are forceddoate to other parts of the country hence
losing work or failing to continue with farm workey could have been doing prior to the

movement.

High fertility rates and mortality also contributepoverty. Poor households tend to have
more children who need to be educated, given heakhwhen they are sick and all the other
amenities that contribute to their growing up healif a household has many children then it

will be difficult for the parents to save and invesney to improve their economic status.

On average a Ugandan woman who lives through hid-tfearing years has 6.9
children and this is higher among poor families iiMtry of finance planning and

Economic Development 2004, 17)

In addition to this, mortality also contributespgoverty when the bread winner dies from
diseases like HIV/AIDS. Some studies have shownttieae is a correlation between AIDS
and poverty. When people do not have enough mankepk after themselves, they may be
forced to indulge in prostitution which is one wayough which one may contract AIDS. The
fact that AIDS is still a big problem in Ugandas@ution needs to be found for both it and

poverty to be able to improve the economy of Uganda
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The government of Uganda has introduced prograntonlesip eradicate poverty and one of
them is the PEAP. It was introduced in 1997 anohderwent revision in its implementation
in 2000. Its aim is to eventually reduce absoluteapty to less than 28% by 2013/14 in
addition to reaching most of the MDGs by then. PP is divided into three investment
plans; a 3 year education sector investment ptenPtan for Modernization for Agriculture
(PMA) and the medium term competitiveness strafegyhe private sector (Chronic Poverty
Research Centre, 2010).

2.4 Mortality and Morbidity.

One of the important indicators of a society’s depment is mortality rates among infants
(Aber J Lawrence, Bennett G. Neil et al 1997; 4Rrbidity corresponds to the impairment
caused by a disease in the patient’s health. lbeagxpressed by several indicators, including
the number of medical visits, hospitalizations,glalpsent from work. In this particular study
looking at the morbidity of diseases that affedtdrien of five years and below | will
particularly consider malaria, diarrhea, and pnenimsince they have the highest rates of
mortality for this particular age group.

Every year more than 10 million children under gige of five die, mainly from a short list of
causes, and the majority of these children liviemincome countries (Black E. Robert,
Morris S. Saul et al 2003; 2226). Some of the aeit@gints of child morbidity include
breastfeeding, age, child’s sex, plurality, modeelivery, gestational age, birth weight,
parity of mother, vaccination, maternal educathirth spacing and socio-economic
conditions. Breast feeding is a key determinartt lthaers the rate of infection related
morbidities (Habib Hafsa Lohani Maheen et al 20102t).

This information is close to that presented in\therld vision report which claims that every
year about 9 million children under five years géalie. It goes on to say that 3.8 million die
within the first 28 days and 6.3 million die withime first year of life making 9 million in
total. According to this report the causes of deamthneonatal which accounts for 40%,
pneumonia, 19%, 18% diarrhea, 8% Malaria, 2% mealhb HIV/AIDS and 10% for others.

Other indirect causes of death among childrenvef yiears and below are malnutrition, lack
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of basic education and lack of access to cleanrwdteh promotes poor hygiene and

sanitation (world vision 2009; 14).

Poverty and social conditions play an importang iialthe distribution and persistence of
malaria. “Malaria is as a result of a complex iatgion between parasite, the mosquito vector
and its human host and the broader environmentr(@ah Stephen 2002; 397)".

Malaria, diarrhea, ARI, pneumonia and AIDS arertiest morbid diseases among children in
Uganda. Malaria, which is the most severe of tiseales, is understood to be a disease of
poverty and a cause of poverty, an episode fovarage income earner uses 25% of his/ her
income to acquire treatment, therefore frequerdagfas of malaria contraction imply high
strain on incomes which could have possibly begasted in other gainful ventures. In

addition to this, a lot of time will be spent irbal to regain good health.

When people are poor they are neither able to dpvetonomically nor socially, they will

not be able to afford a good education hencedagkt well-paying jobs. Due to this, they will
not be able to get connections to people highen tipe social hierarchy who could have
helped them climb up the social ladder. It endasip vicious cycle of poverty, with the main
cause as malaria since a lot of money has beei gpéreating it initially. “Estimates from
Ministry of Health indicate that the average exptmd on malaria related treatments are as
high as US $300 million annually” (United NationdU€ational, Scientific and Cultural
Organisation 2006; 513).

Poverty has been defined in different ways by wexischolars. The World Bank Group
defines it as hunger, lack of shelter, being siult mot being able to see a doctor, not having
access to school and not knowing how to read, aainl a job, fear for the future, living one
day at a time, losing a child to illness as a tesiulinclean water, powerlessness and a lack of
representation and freedom (The world Bank Groul®20T his definition continues to
emphasize that there is a close link between ppaed child health. It also shows that
poverty is a big contributor to the deaths of a@fdincluding those under five since the

majority of these deaths are in developing cousitrie

The Operational definition used in this study‘{goverty is the lack of basic necessities for
one to lead a life free from disease. They incldiequate shelter, proper sanitation, hygiene

and access to clean water”.
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Poverty is also a big contributor to morbidity (tledative incidence of diseases), ninety-nine
percent of under-five child deaths take place wethging countries and these deaths are
from preventable situations like neonatal compiara and infections in addition to malaria
and pneumonia (World Vision 2009; 25). In the watda whole, the number of people living
in extreme poverty in 2009 was estimated to be detwb5 and 90 million; a figure higher
than was expected before the global financial€rmong the developing countries, Sub
Saharan Africa is among the regions most affecygooverty. As observed by the United
Nations, the people who are employed, do not eaongh to lift themselves above the $1.25
a day poverty line and are not expected to progred®e near future even under the best-
scenario (United Nations Development Programmendg&009).

Poverty the world over is caused by various reasank as high fertility rate and high
population growth rates, unemployment, high cultdegendency which impact on the social
economic, political and cultural wellbeing of ingluals among other components. This study
will focus on the socio-economic status of womeparnticular in relation to poverty and how
it affects child health.

High population growth rates as earlier mentionedrge of the causes of poverty, is
responsible for eroding economic growth, deepepimgerty and countering other
achievements in the social and health sectors.igisterms of unemployment, settlement in
wetlands vis a vis indecent accommodation whictoereges the spread of malaria, diarrhea,
pneumonia and acute respiratory infections. Thessades are among the diseases that claim
the biggest number of lives. “Malaria continuebé&the most serious public health issue in
Uganda. It accounts for 40% of all hospital ouigrdtattendances, 20% of all hospital
admissions and 14% of all hospital deaths” quatechfroll back malaria baseline assessment
report 2001. Pregnant women and children undee-re the most vulnerable to the effects
of malaria. The Uganda Demographic Health SurveyHS) 2000-2001 found that 44% of
children less than 5 years of age had fever invtleeweeks preceding the survey (Uganda
Bureau Of Statistics 2001; 72).

Diarrhea remains a leading killer of children. TWBHS 2000-2001 found that 20% of
children under-five years of age had diarrhea éntito weeks prior to the study. The

prevalence of diarrhea is highest among childread&311 months (38%) quoted from the
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risk of diarrhea decreases as the child grows, ttheitowest level is found among children of
48-59 months (8%) (Uganda Bureau Of Statistics 20Q}1

Acute respiratory infections (ARI); the UDHS 2000ed found that 23% of children under-
five had acute respiratory infections in the twaek®preceding the survey. The highest
prevalence was among children aged 6-11 months&8&%# decreases in prevalence with
age to 14% for children aged 48-59 months quatad {Uganda Bureau Of Statistics
2001;7)

In order to improve the status of child health @aveloping countries, solutions need to be
found to improve child health through eradicatidmpoverty. Some governments have come
up to address this issue through sensitizatioreople on healthy home behaviors and better
access to quality health care (Ministry of Healtlale2007:3). This is further supported by
World Health Organization, In the Situation Analysf Health in Uganda which notes that

Many new born deaths are preventable with apprdpriamowledge and practices at
the family and community levels, and with approjgrieare-seeking when danger
signs are recognized. However life-saving practeesnot always followed due to
poverty, cultural beliefs, lack of household foedwsity and poor access to health

care disseminate and implement such poliiésistry of Health et al 2007:5).

Some governments have also come up to boost tlwatolu sector more so of the girl child
as women are believed to be key players in a chiidalth. This is more emphasized by an
observation made by the Uganda Bureau of Statidtiosg a national household survey
carried out in 2005/2006 which states that; oneviery four households was headed by
women and they spent more time in activities towtth caring for the home like looking after
the children and sick, collecting firewood, fetalpivater and cooking. This was the case in

all regions in Uganda (Uganda Bureau of Stati2@36; xiv).

As earlier discussed, there are a number of redsomehy children are not able to access the
proper health they deserve. There is need to foodsakawa division in Kampala district
which is the biggest of all the five divisions herleing chosen as the study area in this

research. This research was carried out to edtabhst the situation of child health is in
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relation to socio-economic and other factors lingtaccess to child health which include the

level of education, income levels, and accessdarcivater.

Many of the children under five years of age anaglypecause of a lack of political will to
prioritise child health (World vision 2009; 14). Maeconomies in third world countries do
not spend a lot of money on health of their citezéar example in Uganda. According to the
budget 2009/10, it was noted that malaria is #télmost serious killer of people in Uganda
and there is a plan to increase the number of Inamld® that own insecticide treated mosquito
nets from 15% to 85%, improve the number of chitdnader five years who receive correct
treatment form malaria from 71% to 80% and increhsenumber of mothers receiving the
second dose of intermittent preventive treatme®58 for those attending antenatal care
services. (Ministry Of Finance Planning and EcoroBevelopment 2009; 26). The money
allocated to health sector is steadily going upnfi®hs 139.23 billion in 2006/7 to Shs 734
billion in 2009/10. Regardless of that officialstla¢ ministry of health say this is not enough
to cater for the minimum health care package arelttealth workers to deliver these services
(Lirri Evelyn, 2010). That not withstanding, thasay be the plans of the government for
those years but when the money comes in from therdpthese figures change depending on

what the donors are interested in.

The donors determine what percentage of the misnesed for what health section. Donors
are interested in fighting the spread of AIDS aik gnore money towards that cause and this
is a good thing, however they need to follow uglamoney they have given. Monitoring

and evaluation is important to ensure that the malo@ated is put to its rightful use and not
misappropriated like the case was in Uganda with Global Alliance for Vaccine Initiative
(GAVI) funds.

Another reason as to why children under five yedtsare dying is because of the financial
gap between funds needed and those received (Wmileh 2009;14). Uganda receives more
than half of its budget from donors. Regardlesthisf this money is not distributed well
enough to be used by the different sectors in tlmiry. Depending on what the people in
authority decide to spend the money on that is wdilhtake priority hence failure to reduce
the gap between the money that comes into the goastfinancial aid and the actual funds
that are received. Dr. Francis Runumi the chiefipéa at the Ministry of Health says at least

shs1.5trillion is required every year to delives tHeal health services Ugandans would
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require which is roughly twice the amount availatdsv (Lirri Evelyn, 2010 ). As already
mentioned, developing countries spend as smalkp&ge of their GDP on health and as a
result, this brings about death of those that atehle to access health services.

The lack of a formal political voice for childrendawomen does not help matters at all when
it comes to failure to access health services lmding to death. The most vulnerable people
in society are often women and children;, mostetgs are dominated by men and they are
the ones that make the decisions most of the timdganda for example, men have been the
ones holding positions of authority for a long tiritas very recent that women have been
able to hold positions of authority. Women mostha time are not as educated as men. Some
families think it is wastage of time to educatdralgecause she will grow up and get married
and then she will be part of her husband’s familgt aot the family where she was born.
This, along with stereotyping, makes women anddcbii barely recognizable in society. That
means when they fall sick they have to fend fontbelves and ensure that they get the
medical help they need or else they will die. Tack of a political voice has changed over
the years in Uganda but a lot of work still hadéodone to improve the life of the girl-child

and build her esteem to know that she can be a3 g®boys and even better.

Failures to address other social determinants altlinéas also made children of five years
and below lose their lives yet this could have be@mvented. Some of these social
determinants are unsafe water which causes 1.lbmdeaths every year from diarrhea, lack
of parental education and discrimination againds gind women. These social determinants
may not directly lead to the death of children urfdes years of age but if they are tackled,
they would go a long way in reducing the 9 milldeaths faced every year, by children in

this age group.

Finally, decisions about health exclude familiesgal need. This acts as a hindrance to many
of the policies that are set by governments becthiespeople who really need these services
are excluded. Many times when decisions are made@angoing to be able to work, they
need to involve the people the decisions are beiade about. In this particular situation,
more attention needs to be given to administervetdgions that promote prevention and
reduce costs. Practices like these are improvettiont hand washing, breastfeeding and

early identification of pneumonia (World Vision Z038).
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The leading causes of childhood deaths in Sub-8ahfsirica are pneumonia, diarrhea,
malaria and measles and yet all these can easpydvented through improvement of basic
health services like use of oral rehydration saitsgcticide-treated mosquito nets and
immunization (United Nations 2008). “Lack of propritrition, safe water and sanitation are
factors in over half of all these deaths” (Worldsdin 2009; 43). The environment has a big
part to play in the morbidity of these diseasethdfenvironment a child is living in is
unhygienic and unsafe, then the child is put &t oiscontracting disease. In estimation, 3.1%
of deaths and 1.7 million deaths worldwide annuatky caused by unsafe water, sanitation
and hygiene “Ingestion of unsafe water, inadeqaagglability of water for hygiene and lack
of access to sanitation contribute to 1.7 millibiiccdeaths from infectious diarrhea” (World
Health Organization 2002). Provision of safe cleater to citizens and by the government
and international bodies will go a long way in reithg the number of deaths caused by
diarrhea. “Improved water, sanitation and hygieogd reduce diarrheal disease by 65%”
(World Vision 2009; 23).

Climate change has a big impact on health. Whetetinperatures increase, there is a high
risk of communicable diseases especially malat@ding as a result of climate-related
water insecurity also causes waterborne disedsedifirrhea. “Climate change is already
believed to account for over 150,000 deaths andl®mincidences of disease annually”
(World Vision 2009; 23).

Education also plays a major part in informing ge@bout what they can do to reduce the
morbidity of diarrhea. If the mothers are educdtesh they will be able to look after their
children better since they will be informed abordgger disposal of excreta and the need to

wash hands after they have used the toilet.

In the research | carried out | discovered thatthesducators also had a major role to play in
improving the health of the mothers and their aleild These health educators are sent out in
the field to interact with the families in theirre settings and help them out on what should
be done to prevent the spread of malaria. Suchadstban be emptying all empty cans that
may hold water which are a good breeding grounarfosquitoes and slashing long grass that
may also harbor mosquitoes. They also encouragiidarto use insecticide-treated mosquito

nets, most especially for pregnant mothers andlianlto reduce the spread of malaria.
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Preventive treatment against malaria is also recend®d by the educators to pregnant

women.

Hygiene education is also one of the services gealby the health workers; they teach
families about the need to wash hands with soap afiing the toilet and also promote safe

sanitation.

A number of key child-survival interventions arepegted to yield further declines in under-
five mortality over the next few years like vitamAnsupplementation, use of insecticide
treated mosquito nets, exclusive breastfeedingrantlnization in addition to providing
antiretroviral treatment to HIV positive motherspi@vent transmission of the virus to babies

(United Nations Development Programme Uganda 2009).

Malaria is the leading cause of deaths in Ugandealdmwvide it claims the lives of one million
people a year most of them young children (Ugangi@&u Of Statistics 2006). According to
information from the Ministry of Health, malariatise leading cause of child morbidity
(United Nations Educational Scientific and Cultualjanisation 2006; 513) this has proven
to be true even from the data | collected in tk&dffor the period of January to December
2009. Looking at the diseases that affect childneser five in Nakawa division, malaria was
the most morbid in comparison to the rest. Highdchiorbidity leads to high infant mortality
rates from the diseases that cause the most miythidilaria is the cause of the highest
number of deaths among infants in Uganda. The skesethat are most morbid among
children in Uganda are malaria, diarrhea, ARI, pnenia, HIV and AIDS, malnutrition and
these are the same diseases that cause the hybreaslity rates to children of under five
years. Malaria is caused by a parasite caledmodium falciparurwhich is carriedy the

female Anopheles mosquito (Kiwanuka Gertrude 2003).

Currently one in every 14 Ugandan children diesteefeaching one year, while one in every
seven does not survive to the fifth birthday (UgaBdireau of Statistics (UBOS) and Macro

International Inc 2007).

Survival of children and infants is influencedthg gender of the child, mother’s age at
birth, order and birth interval. There is higherrtabty among many children especially for

neonatal mortality; children born to mothers beR@vand above 40 have higher cases of
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under five mortality rates. First births and birtforder seven and higher also have higher
rates of under five mortality than births of ortédeo to six. Children born within two years of
a proceeding birth are twice as much likely towlithin the first year of life than those born
three or more years after an older sibling (UgaBdieeau of Statistics (UBOS) and Macro
international Inc 2007). In this study | was invgating whether poor child health and an

inability to reduce child mortality rates was dogobverty.

Kampala district, in which Nakawa division is lted, has the lowest childhood mortality
rates among the regions in Uganda. This could pamed by the fact that Kampala is urban
and has higher socio-economic environment in reggarditrition and sanitation. The under
five mortality rate for Kampala is 94 deaths pedQ(ve births (UBOS and Macro
international inc 2007; 112) This is low compareather parts of the country, where the
under-five mortality rate of Uganda was 137 deairs1000 live births in 2005 (Uganda
Bureau of Statistics (UBOS) and Macro internatidnal2007; xxvii). Nakawa division has
an under-five years' mortality rate of 97/1000.ty@ouncil 2008:56)

Failure to survive up to 5 years of age for chifdiereferred to by Save the Children as “a

preventable tragedy”.

The World Health Organization (WHO) and UNICEF campewith a strategy to address the
challenge of improving quality care to sick childrét is the Integrated Management of
Childhood llinesses (IMCI). It aims to reduce dedthess and disability and to promote
improved growth and development among children ufide years of age (World Health
Organization 2009).

Malawi for example is one of the countries in A&ithat has been commended for doing a
good job as far as reduction of child mortalitg@cerned. This has taken place since 2000
when the MDGs were set in place. It has halvedntder-five mortality from 210 per
thousand in 1990 to 111 per thousand in 2007. Ai&ssbeen done by proven low-cost
measures like increasing the number of childreiveledd by a skilled attendant to 60%,
increasing immunization cover to 99% and increasmgerage of Vitamin A supplements
from zero to 86%, community management of pneumanm@motion of exclusive breast
feeding which is now practiced by 57% of the worhawe all played an important role
(World Vision 2009; 56).
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Poverty has a great impact on diseases that avalpnt among children of five years and
below and this leads to an increase in child mitytdh order for this situation to be
redeemed, people need to be made aware of what#éimego to get out of the poverty-
infested lives. This will enable them improve thaiwn health thus leading to a decrease in il

health and bring down the mortality rates evenyuall

All'in all, poverty has a big role to play as farmorbidity and mortality of diseases is
concerned. Many solutions have been tried out thesyears to ensure that poverty is
eradicated in the third world and more things &iteb®ing done to meet the MDGs. Much of
the money that is meant to improve child health mgrihe poor is misused. A solution needs
to be found to this problem so that the third waxddintries can also be able to enjoy better
lives that are not stagnated by poverty and thoseare poor will also remain in the same
position they are in for decades to come. Immediéventions that may be related to
poverty can be done in the mean time as more migrexpected to be used in the developing
world. If money is properly monitored then it cam sed in the communities at the grass
roots to educate women, provide water to improvétadon and hygiene and this way

diseases will be prevented even before the childrerattacked by them.
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CHAPTER 3

METHODOLOGY

3.1 Introduction

In this chapter, | present the methods of dataecttin that were used. Mixed methods were
used meaning both qualitative and quantitative oahlin this study, interviews were carried
out with mothers (45) of children > 5 years andh(@alth personnel (Table 1) at the health
centers, in the study area. The qualitative methsed in the collection of data were in the
interviews that were carried out both with the neoshand the health personnel. They
included semi-structured questionnaires that widlegl fout by the researcher during the
interactive interviews that were carried out whie respondents. Participant observation was

another method that was used.

The quantitative methods were used in gatheringymétion from the records at the health
centers in order to find out which diseases werstmpevalent among children > 5 years.
This is the best way to collect this kind of datecs it is numerically presented. Methods like
document analysis were employed when collecting ftatn the health centers. Graphs, pie
charts and tables were used to display this infaonan the discussions and findings section.

25



Picture 1; One of the mothers interviewed at Butatika Health Center (Photo by

author).

The biggest part of this study was done using tatale methods. Qualitative research is a
research strategy that usually “emphasizes wordshahnumbers” (Bryman Alan 2008; 22).
Through the interaction and conversations withréspondents, this was the most appropriate
method to use to collect data. The researcher blag@obtain important information from

the mothers through interaction and listening trtday to day experiences about
motherhood. This research strategy is in line withepistemological orientation called
interpretivism. “Epistemology is what should beartpd as acceptable knowledge in a
discipline” (Bryman Alan 2008; 13). One’s decisiom the research strategy is determined by

the epistemological orientation. It is divided imtderpretivism and positivism.
In this particular study interpretivism, which hasre to do with social research, was very

present since interpretivism is about understandingan behavior. “It is more concerned
with human action rather than the forces that assrkd to act on it” (Bryman Alan 2008;
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15). The mothers interviewed in this research prtrtheir world in a particular way and that
is what determines their behavior. For instanoe ntiajority of them had only primary
education and had their first child before theyéaa 18 years old on average. When there is
no money to pay school fees, young girls tend torgaried and start families early since

their parents can't afford to send them to schaghzore.

Ontological orientations also have an influenceoae’s research strategy. Of interest is
whether entities are influenced by external fomeshether they should be considered social
constructions built up from the actions of societioas (Bryman Alan 2008; 18). This is
divided into two positions, objectivism and constronism. Objectivism says that social
phenomena are beyond our influence: they imposadbkres on us (Bryman Alan 2008; 18).
On the other hand constructionism believes thatkactors are the determinants of what
happens in society and not external forces. Orgéiniz and culture in society are not

pre-given (Bryman Alan 2008; 19).

When research is carried out based on a hypottiegiseeds empirical scrutiny, this type of
research is called deductive theory. If the redearhas a theory and then collects empirical

findings to prove it then this will be inductiveetbry.

Information from Nakawa division offices was obtihbefore the data collection started and
this information was vital in helping the reseanrctefind out more about the division and
what to expect before going into the field. Infotraa on the size of the division, population,
number of public health centers and their distidyutvas all obtained from the division

offices.
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Picture 2 : Showing some of the mothers interviewed at Biktahealth centefRhoto by

author
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re 3:  Showing a group of mothers at Butabikahealth center Photo by author)
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3.2  Study Area

Of the 235,036 km2 that Uganda occupies, 500,00D isntaken up by open water and
swamps. Lake Victoria in the south stands at atud# of 1,200meters, the land gradually
slopes downward to the Northwest reaching about6@lfitude where the White Nile leaves
the country to Sudan. UBOS estimated the populatidsiganda in 2009 to be at 30.7 million
and by the end of the HSSP Il in 2014/5, the papoih of Uganda is estimated to be at 37.9
million. That means that an extra 7 million peopi# be expected to be provided for by the
health sector. Unfortunately the budgetary allarato the health sector has been the same in
terms of percentage for the last five years. Itheen at a stagnant 9% despite the high
population growth rate. It has however increasethfEhs 242.62 billion in 2006/7 to Shs
375.38 in 2008/ 9 (Ministry of Health 2008;30).

The research design in this study was a case stadgsearch design provides a framework
for the collection and analysis of data” (BrymaaAR008; 31). A case study was chosen for
this research because a case study enables oaedetgiled and intensive analysis of a
single case. Nakawa division being the largessdim in Kampala district was the best

choice to give a broader picture of what happerwgher divisions of Kampala.

The health centers in Nakawa division are 12 ialte¢rving 23 parishes. 5 of the health
centers serve institutions and therefore were oosidered in this study. This leaves 3 public
health centers that qualified to be used in thidystThey were Kiswa, Butabika and Luzira.
As Bryman suggests, “In order to be able to geimrane’s findings from a sample to the
population from which it is selected, the samplestrbe representative” (Bryman Alan,
2008). The mothers of children >5 years, that wespondents in this research were

considered representative of many mothers in threesatuation in Uganda.

Kiswa, Butabika and Luzira health centers areaated in the same area as shown in the
figure below (figure 2). All three health centers &cated in the lower part of the division.
Mothers and other patients have to travel longadists to be able to access health services at
these public health centers. There are a numbanivadte clinics in the division but those can
only be accessed by those patients that haverthedes to pay for their bills.

The fact that the number of parishes is 23 ancether 3 public health centers serving all 23
parishes it means that the health centers are tvedmved with numbers. There are not enough
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nurses to cover all the patients, the health egeipins over used because of the large
numbers of patients to attend to, the equipmentetégies at a fast rate and it takes a while
for it to be replaced. To make matters worse glaee not enough drugs for the patients in

the health centers.

Kiswa Health center is a health center that canigsmmunization of children and also
provides ante-natal care to expecting mothers arotrgy primary health care services.
Butabika hospital is the mental referral hospitaUganda and the majority of patients that go
to this hospital have cases that have to do withtahelisability. The capacity for mothers and
children that are handled at this hospital is rsdbig as that at Kiswa. It could be because
most people think of it in terms of it being a nartospital. Luzira Murchison bay hospital is
located inside the Luzira prison and the majoritthe ordinary citizens are biased about it
for this reason. Its capacity is also not that higy it is mainly people who live near the

prison or in the prison quarters who come for thalth services at this hospital.
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Map 1:

boundaries, Kampala district is shown on the shofésike Victoria Source:

FAO Repository)
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Map 2: Map of Kampala showing administrative dimiss including Nakawa Division

(Source: City Council of Kampala 2008 )
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Map 3: Map of Nakawa Division Showing major paristfgource: City Council of
Kampala 2008
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All these health centers had mainly outpatient depents except for Luzira which also had
an in-patient department. To be able to colleanmftion for this study | interviewed

mothers and health Personnel. Using purposive sagyplinterviewed both health workers
and mothers of children > 5 years because thedeetiezed to be the key and knowledgeable
persons in the areas of their children’s healthalke observed by the Uganda Bureau of
Statistics from a national household survey that earied out in 2005/2006, one in every
four household was headed by women and they sper time in activities to do with caring
for the home like looking after the children ancksicollecting firewood, fetching water and
cooking. This was the case in all regions in UgaBdeaeau Of Statistics (2006). There is a
strong linkage between the well-being of the matlard that of their children (Save the
Children, 2009). That was the basis for intervieyumothers to get information about their
socio-economic status, questions to do with thger, éevel of education, at what age they had
their first children and questions that would eeablke to collect some more information

about these women'’s daily lives.
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Picture 4:  Showing a health worker at Butabika heah center in Nakawa Division
(Photo by author)
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| interviewed 48 respondents in total, 15 motlzers 3 health workers (Table 1) from each

health center whom | selected randomly using ransampling.

| interviewed 3 health personnel, one from eaditheenter to get a better picture of what
they go through day to day in terms of what disea@se most morbid particularly for children

> 5 years and what they are doing to ensure tlesetbases are reduced to improve the health
of these children. | used open-ended questionndiegsallowed the health personnel to be
able to talk in detail about the diseases thatloil of five years and below suffer from. |

used open ended questionnaires because they ¢halspondents to talk about other things

that | may not have asked them but are very inftik@avhen carrying out research.

From my own observation 48 respondents were seaffido enable me see what exactly was
going on in the lives of these mothers, the heditiheir children and the feedback from the
health personnel who deal with these patients flagnto day. The more | carried out
interviews with the mothers, there was an increggiolearer repetitive pattern in the way
they answered the questions. After talking to aljooit the mothers that had been randomly
selected for instance at Kiswa health centersethasn’t much of a difference in the answers

of the next 8 mothers | interviewed.

Table 1: Sample size distribution in Nakawa Divisin
HEALTH CENTER RESPONDENTS

Health Personnel Mothers
Butabika 1 15
Kiswa 1 15
Luzira Murchison bay 1 15
Total 3 45

3.3 Limitations

One of the limitations of this study is the failuceaccess the mortality records in Nakawa

division. This study would have been enrichedh&d been able to collect data on child
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mortality in Nakawa division, but when | got inteetfield, the information that was available
in the health centers was on the diseases thatmeseprevalent when it came to children of
under five so | then opted to focus on Morbiditgtead of Mortality in order to have a good
analysis of my data. Since this study was base@aai 4 of the MDGs it would have been

best if | had records of the mortality rates in Blat division. But this was not possible.

All health centers in Nakawa division refer allises cases to the main referral hospital in
Uganda Mulago Hospital and they have no recorateaths since they mainly deal with
outpatients except for Luzira Murchison Bay hodpithich deals with in patients. However,
they had no records of deaths from January to Deee@009 (which were the records | used
for this study).

Another limitation of this study was that all theafth centers that were used were located in
the same area; they were all located on the saghsvhl. This does not give a clear picture
of the division as a whole. Since there were justd health centers that were supposed to
cater for 23 parishes, it was easier for those lgeibat live close to them that were able to
access their health services. This doesn't givelgective projection of Nakawa division as a
whole since patients will most likely go to the rest health center to cut transport costs. In
this case all the mothers | interviewed at thethez@nters were all from the same area in the

Division.

Finally another limit to this study is the fact thalidn’'t use focus group discussions as a tool
in collecting data. Focus group discussions aremesended in qualitative research since
they give the researcher a more in depth assesshting situation they are collecting data
from. Focus group discussions would have providedenm-depth information about the
different situations these mothers are in but beead a number of constraints this was not

possible.

In conclusion, different methods of social reseavelne used to collect data from the three
health centers in Nakawa division and interviewsied out with the mothers. To find out the
diseases that are most morbid in this divisionhRiformation was obtained but could have
been deeper had focus group discussions been sisech@ans of engaging with the

respondents.
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CHAPTER 4

PRESENTATION OF FINDINGS AND DISCUSSION

4.2 Introduction

This chapter will present findings and analysishef study carried out in Nakawa on the
socio-economic status of mothers and its effeattoldl health. The chapter is divided into
three sections. The first part answers the firsé@aech question in chapter 1 which has to do
with the causes of under-five morbidity. From th&erviews carried out with the mothers it
was discovered that many of the mothers said hiatliseases that affected children of five
years and below were caused by mosquitoes ancefurttormation showed that malaria was

the most morbid disease in this division.

The second part answers the second research questich investigates the extent of the
relationship between a mother’s socio-economiaistahd the health of the children. From
the data collected it was noticed that this refegiop was strong. Those mothers that had a
high socio-economic status had children with bétesith in comparison to those mothers
that had a lower socio-economic status. This wésraened by looking at their level of

education, employment, accommodation and accedsda water among other factors.

Finally the third research question investigatesisisues concerning the mother’s perspective
on their children’s health. Data is presented les.and graphs where appropriate,

comparisons are also drawn between different vimsaio identify significant relationships.
In cases where the relationship between a depeadédrdan independent variable needed to be

tested, statistical tests in Statistical Packagethie Social Sciences (SPSS) version 15 were

used to determine the significance of these relalips.
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4.2  Causes of under five morbidity

According to the information collected from the llea@enters (Figures 1, 2 & 3), the most
morbid diseases for children of five years and WwaloNakawa division were malaria, which
accounted for an annual average of 45.2%,49.1%%ari% in Luzira, Butabika and Kiswa
respectively followed by acute respiratory infentighich accounted for an annual average of
45% ,33.2% and 47.5%, in Luzira, Butabika and Kisiaen diarrhea which had an annual
average of 6.4%, 0% and 1.2% in Luzira, Butabika liswa respectively. Pneumonia was
accounting for an annual average of 3.4%, 0.4%3a8% in Luzira Butabika and Kiswa of
the cases reported in Nakawa division. Part of Makdivision is a swampy area; many
wetlands have had buildings constructed on thera.Ndtional Environmental Management
Association (NEMA) is the one in charge of ensutingt wetlands are conserved. The
Kampala City Council (KCC) is the one responsildelénd allocation in the city. Many

times these two bodies do not reconcile their filk&SC allocates land to an investor and then
later on NEMA says it is not okay for the investimrreclaim the land and construct buildings
in wetlands because they act as catchment areaam@@dso habitat for aquatic life. KCC
looks at the investor as someone who is goingitagbn taxes and provide job opportunities
while NEMA is more interested in the environmentisTcauses confusion and has brought
many parts of the city being inhabited even if they hazardous to the health of those living

and working there.

There were other diseases that were mentionedeoetipondents in Nakawa division that are
not as morbid among children of five years and wdlwat were mentioned earlier. They
include AIDS, Tuberculosis, skin diseases, intedtivorms, typhoid, and sleeping sickness
among others.

According to literature malaria is caused by trespiodium parasite and is transmitted by
mosquitoes from an infected person. The mosquttaesmit malaria by biting a person
infected by the disease and then biting anothesgmewho is not infected and this is how it is
transmitted from one individual to another (Worlddtth Organisation, 2010). According to
a study that was carried out by Joint Clinical Reske Centre among other organizations,
pointed out that malaria is the leading cause atoddy and mortality in Uganda
(Ssewanyana Isaac, Pietras Christopher et al B)G7yas found in that study that deaths

from malaria occur among children and infants dtet @hildren turn five years old there is a
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reduction in the number of clinical cases. Thissagrwith my findings which also found that
children of five years and below were most affediganalaria more than any other disease in
Nakawa division.

From the interviews carried out with the motherd haalth personnel, 20% of the mothers
(fig 4) blamed mosquitoes for their children’s liegdroblems. However since the greatest
majority (48.9% fig 5) reported that malaria was thost common health problem their
children had within the last two months, this stiglgble to show that people are aware of
what is causing malaria and even the health edigcttat are sent out in the field to reach
those mothers that may not be able to go to thiththeanters interact with people in their
communities to increase their awareness of wayspoove their livelihoods. Of the mothers
interviewed the majority reported that their chéldruse mosquito nets. Many of the
respondents said their children used mosquitowletsn sleeping at night. In 2005 October,
the Ministry of Health announced that it was gaioglistribute 4.5million free insecticide-
treated mosquito nets in a bid to protect childied pregnant mothers (Madamonbe ltai,
2005). Current records of the number of househtblaisuse Insecticide Treated Nets (ITNS)
mosquito nets in Uganda are not documented butdiogpto records form the UDHS, there
was a national increase in households that useduitosets from 13.2% in 2001 to 25.9%
in 2004/2005 rural (10.5% to 20.5% urban 35.6%0d.%). A number of surveys carried out
at the district level showed that the proportiortleitdren of five years and below and
pregnant women sleeping under ITNs reached 15-by%the end of 2004, going up from 0.3
and 0.5% respectively in 2000/01 quoted from (Miyief Health 2006;17).

Having this in mind, every year about 250 millicgople in the world are affected by malaria
and nearly 1 million people die from it (World HemDrganisation, 2010). The use of treated
mosquito nets helps in the reduction of malarigsdmit more needs to be done if malaria is
going to be totally wiped out from the onset. Tlawernment of Uganda in the HSSP11 has
the following core interventions in the eradicatafrmalaria; effective case management,
selective vector control like indoor residual inggde spraying, ITNs and environmental
management, intermittent preventive treatment ¢égpant women, malaria, epidemic
preparedness and response and Information Edu@tb@ommunication (IEC) or Behavior
Change Communication (BCC), (Ministry of Health 80@0).
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Acute respiratory infections refer to diseases tigmon cold and flu. They are caused by
viruses and sometimes by bacteria (Bellos AnnaQR®ccording to the mothers and
information collected from the health personnelngnaf their children contracted these
infections from their siblings. Those children tigatto school caught the infections from their
classmates and when they came home then the orisatiould be spread to the rest of the
family members most especially the younger mematktise family. Literature shows that all
severe cases of acute respiratory infections ammgrohildren of five years and below, the

elderly and immunocompromised individuals like Hygtients (Bellos Anna et al. 2010; 2).

Diarrhea which is another disease that is highlylmaoin Nakawa division is caused by viral,
bacterial or parasitic organisms (World Health @igation, 2010). Diarrhea is spread
through contaminated drinking water or food or frone individual to another through poor
hygiene. 73.3% of the mothers that were interviesleted compounds with other families.
They lived in semi-detached houses where a nunfdanvlies share the same compound. It
is very hard to ensure the hygiene of ones homenwhear children interact with children in
the same compound who may come from families tteahat hygienic. Sharing the same
compound as other families also implies that ckitddwill interact and share a number of
things including food and water. Through this iat#ion the parasites are easily transmitted
from one child to another hence affecting famiassa whole.

According to literature 1.5 million children undere years die from diarrhea globally. It is
the second leading cause of deaths among childrémsi age group (World Health
Organization 2010). However from the data collecfezlite Respiratory Infections (ARI)
were more prevalent than diarrhea (see figuresit-8l) the three health centers. According
to the Population Secretariat, “the highest cadisearbidity has been malaria since 2000
with 59% and 50% in 2005/2006 , followed by resjoira infections 14% in 2005/2006”
(Population Secretariat Ministry of Finance Plaignamd Economic Development, 2010).

This information concurs with the data | collecfemmn the field.

In order to tackle the problem of diarrhea, theegoment of Uganda according to the Health
Sector Strategic Plan (HSSP Ill) plans to increasamunity access to child survival
commodities like (Oral Rehydration Salts JORS/zand antibiotics to treat diarrheal cases
among children, improve food fortification in infafioods, avail buffer stocks for child

survival commodities at community level and endbed there is a continuous availability of
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medicines and supplies in public and private hdaltilities and communities for control of
diarrheal and other child hood illnesses like acaspiratory infections (Ministry of Health
2008; 88).

In Butabika there were only 2 cases of diarrheautjinout the year of 2009 see (figure 3).
This was quite puzzling since all the mothers witawved did not differ a lot in their profiles,
that is to say, in terms of their level of educatiaccess to clean water, shared compounds
with other families and all the rest of the diffierguestions that were posed to them. Some
more information needs to be obtained from thidthezentre which could be of help to the

other two health centers in reducing the numbeliarheal cases they have.
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Figure 4: Showing what mothers thought was causintieir children’s diseases.
(Bars represent valid percentage values which incporate no responses in
the variables)

Clean water, exclusive breastfeeding for the retonths, improved sanitation, good
personal and food hygiene and health educationtdimou the infections are spread would all
come a long way in reducing diarrhea infections (M/blealth Organization 2010).

From the interviews carried out, 64.4% of the mothled access to piped water which was
from a tap outside the homes they live in or frotaawhere the water was bought. Water
having to be bought causes a high risk of spreadisgpse. If a mother doesn’t have access to
enough water, then she will use the little shedwa®ss to sparingly, meaning that hygiene

and sanitation may be greatly hindered if she nem@ay money to access water.

The majority of the mothers had a positive attittmleards breast feeding and many of them,
especially those that were unemployed exclusivedastfed their children for the first six
months. The few who had to go back to work wereate to breastfeed their children for
long due to the need to provide for their familiesthis study it was noted that on average the
mothers breastfed their children for 17.8 months thie average number of diseases affecting

children per family was 0.9778.
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The personnel at the health centers have a progeanimare they send health educators into
the field to educate mothers on how to improvehisalth of their children and give the
children a better future. The education enablesrb#hers to ensure that their homes are not
breeding grounds for mosquitoes or other paragigscould cause harm to their children.
This enables the mothers to make changes in thay ld/es to improve the environment

their children are growing in and also provide theith a better future health wise.

Pneumonia was the least prevalent disease as shdigares 1-3. Pneumonia is an infection
of the lungs caused by virus and bacteria (WorldltdeOrganisation, 2010).

It is the leading cause of death in children waevide according to the World Health
Organization, claiming an estimated 1.8 milliorebvevery year- more than AIDS, malaria

and measles combined (World Health Organizatior001

The most effective way of preventing pneumoniarimunization against Haemophillus
influenzae type B vaccine (Hib), pneumoccocus, tesaand whooping cough (World Health
Organization 2010). Pneumococcal vaccine was tycatroduced to Uganda in the early
2000s. It was part of the vaccines that were gteerhildren in the developed world for many
years but has just been recently introduced taéweloping world.
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Figure 5: Showing what disease was responsible ftreir child’s sickness in the two

months prior to the study

4.2  Extent of relationship between socio-economic s&tf mothers and child health

Looking at the socio-economic status of mothefdakawa division, a number of aspects
were put into consideration; Level of educationplyment, civil status, accommodation,
access to clean water and whether they were holaskéads or not. One of the comparisons
that will be made in this section is the relatiapdtetween a mother’s level of income and
her education level. When a mother is well eductiteck is a high chance she will be able to
look after her children better using both the ficesshe has and also the knowledge she

gained from school. This contributes positivelyte health of her children.

If mothers are able to access education, familgrpteg services and legal reform where they
are able to get justice for example when girlsrageried off before they become adults. This
will help a lot in bringing down the fertility raie Uganda which currently stands at 6.9

children.
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Another comparison | will make in this section Wit between a mother’s level of income
and if their children have been sick in the last twonths prior to the study. This could be an
indication that if a mother is able to provide pgoputrition and accommodation for her
children among other factors, this could preveatthrom falling sick often. Proper nutrition

contributes to the immunity of the children henmgioving their health.

A comparison between a mother’s level of educatina age of the mother at first birth will
also be made. In this case, when a girl stays loingechool she is better equipped on how to
look after her family and staying in school longéso enables not to rush into starting a
family she may not be able to look after adequafBfys comparison shows that those
respondents who didn’t get to a certain level afaadion, had children earlier compared to

those respondents who studied as far as the tenmistitutions.

Considering the relationship between the leveddafcation of the mothers and the income
they earn, of the 45 mothers that were intervie€djave a no response as far as their
income was concerned. Overall 29 of the respondeaits either unemployed or employed.
The majority of the 45 mothers attained seconddugcation (44.8%); those that attained
educations until the tertiary level were (13.7%)ary level of education were (31%) and
those that did not have any education at all wE0e306). From the data collected it was noted
that those mothers who had tertiary education eam@e compared to those mothers with

lower levels of education. This is shown in theufigybelow.
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Figure 6: Showing relationship between Mother's legl of education and income

The overall female literacy rate in Uganda is 57 wPde that of the male is 76.8%. This
difference in literacy rates has been created aveng period of time where it was more
profitable for boys to study than girls. Womenteidacy rates are normally lower than those
of men especially in the developing world. Along thiay the government of Uganda has
decided to support the girl child and many NGOsehasme into the country to support
women’s rights and advocate for more opportunipiethem to study and be able to
contribute to the economy.

Hypothesis 1

The hypothesis being used in this study is; whemm@an has less than 9 years of education
and her family access to less than USD 5 a dayheh#h situation for her children is
significantly worse than for a family where the wamhas higher education and access to

more money.
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Figure 7: Showing Mother’s level of income and iftteir children have been sick in

the last two months

From the information displayed in the graph abakiese mothers that had a salary of more
than 200,000 UG shs per month responded “No” tathestion “have your children been

sick in the last two months?”, while those motheh® earned 50,000 UG shs and less
responded Yes to the above question. Drawing fteergtaph and responses, | would say that
a mother’s socio-economic status affects her chitdalth greatly.

Hypothesis 2

When a woman has her first child during her teernmges and her family access to less than
5 USD a day, the health situation for her childsesignificantly worse than for a family
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where the woman has had her first child in her tiesror later and has access to more
money.

Mothers with higher levels of education were masdly to have their children later. This was
discovered after a comparison between the mothar&d of education and when they had
their first child. According to the data collectédpse mothers with tertiary level of education
had their first children later then those who haaldr levels of education. This goes to show

that when girls stay longer in school then ther lisss likely chance that they will have
children early. Refer to figure 8

Error Bars show 95,0% CI of Mean

25=
- Bars show Means
]
e 20— N
4
=
8 15=
o
=
O
= 10-
o
()
(@)]
< 5=

T T T T
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Mother's Level of Education
Figure 8: Showing mother’s level of education andge of the mother at first birth.
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This is further proven by a study that was madesa countries where literacy rates among
females and poverty were identified as the two ésgjgleterminants in child mortality. This

study is obtained from a report written by the Wdvision which states that;

“Women with an education, especially to the secontivel are more likely to seek
health care for themselves and their children arghsure that treatment is
administered effectively” quoted by (World Visiof@0; 43) from Mc Nay et al
2003.

In the graph below, a correlation was made betwleemge of mother at first birth and the
total number of children per mother and it was ai&ced there was a negative relationship
between these two variables the<10.31, p is <0.01). The mean age of the mothérsat
birth is 19.4 in this study and the total numbeclmfdren is 2.29. These are children of five
years and below, they could have heard more baéeshe study was focusing on children of
five years and below, not enough data was colleateldow big the families were. The birth
rate of Uganda is 6.9 children per woman and theven higher in the rural areas. In this
study the birth rate is far much lower for a numbkereasons. The sample size only covers
Nakawa which is in Kampala an urban area and ierikely to have women who have a
higher socioeconomic status than those that liteerrural areas. There are a number of
factors that contribute to fertility. For examplenmven in rural areas have many children to
improve their social standing in society. It mak@sm more prestigious. In addition labor is
needed in a home since many rural families deparmabaculture for survival, so the bigger

the size of the family the more hands to help.
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Figure 9: Showing the negative correlation betweeMother’s age at first birth and
total number of children per mother (R? = 0.31, p<0.01)

4.4  Mothers perspective on children’s’ health

In order to find out the mothers perspective oiirttigldren’s health, mothers were asked
guestions regarding the health of their childreneions on immunization, breastfeeding,
what they thought made their children fall sick,avthey did when their children fell sick; all

enabled the researcher to find out how the motietirabout their children’s health.

In this study we interviewed a total of 45 mothatrshree different health centers (Kiswa —
15, Butabika — 15 and Luzira — 15). Our findingewtthat the majority of mothers
interviewed were in the age class 24-29 years (37Qwed by 18-23 years age class
(35%), then 30-35 year age class (20%) with thd B&nd <18 years age classes each
contributing less than 10% of those interviewed(iFe¢ 11).
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Figure 11:  Showing Age classes of mothers at Healtenters in Nakawa Division

On breastfeeding, this study was not able to stathere was a relationship between length
of breastfeeding and the diseases that affectechitdren. Despite the fact that breastfeeding,
especially exclusive breastfeeding for the firgtrabnths is recommended by WHO (World
Health Organization, 2010). It is also expected those that breastfeed their children longer
give them a better chance of not falling sick. Tias been showed in many studies over the
years. It is possible that a bigger sample sizeladvbave proved otherwise or even collecting
data over a longer period of time. For instancd\shg the same group of mothers over a
period of a year. Breast feeding would have tokworcoordination with other practices to be
a success in a child’s health and life. About nennb this what WHO recommends;

In a addition to healthy prenatal and delivery pcas, important aspects of

prevention include immediate attention to breattang warmth, hygienic cord and

skin care, exclusive breastfeeding and the ap@tgpmtroduction of complementary

foods, and caring behaviors that contribute torthealthy development (World

Health Organization, 2010).
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About immunization, 100% of the mothers intervieweported that they immunized their
children. All the mothers said they get their cteld immunized on schedule and they also
breastfed their children for a period of a yeaawarage. Regarding what they thought made
their children sick, many of the mothers said ttileyught it was mosquitoes 20%, others said
teething 2.2%, some mentioned unfavorable enviroti®& %, others thought that it was

because of weaning 2.2% and those that didn’t kweve 15.6%.

Of the 45 respondents in the study 35 (77.7%) thesinl children had been sick in the last two
months prior to the research, 7 (15.5%) said tti@idren had not been sick and no response
was obtained from 3 (6.6%) of the respondentsh@$¢ that said their children had been

sick, malaria was the most prevalent disease 89%), diarrhea and other diseases were at

(13.9 %), while acute respiratory infections wek#.{%) This is shown below in figure 12

Bars show counts

20=

15=

Count

malaria Acute repiratory infections
Diarrhea Others

Which disease was/is responsible for this sickness?

Figure 12:  Showing main diseases responsible foickness of children in the last two
months (prior to the study)

In regard to what they do when their children faek, the majority of the mothers visit health

clinics when their children fall sick, a small pentage give their children medication before
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having the child diagnosed. Among those that tsthealth centers, a number of challenges
are before them in order for them to seek healies for their children. The majority were
faced by financial constraints since the majorityhe respondents were unemployed. The
distance from their homes to the clinics was akyYong and this discouraged some of the
mothers from taking their sick children for treatreespecially when they did not have the

money for transport.

Another challenge they faced was unavailabilitgfgs in the health centers. In some cases
the mothers would go to the health centers onhettold that the drugs they need have run

out and no assistance can be given to their childrethat particular day.

All'in all the mother’s perception on their childre health was positive and many of them
showed interest in doing what they could in thegrams to improve the livelihood of their

children.

In conclusion, looking at all the data collectenhfrthe field, there are a number of factors

that contribute to a child’s health. The motheth& child has a big role to play to ensure this.
That is why it is important for the mother to haeeess to certain things in order to

positively contribute to the health of her childré&s shown in the graphs and presentation,
education has a very vital role to play if mothars going to be able to raise health children.
Young girls need to stay in school in order fomthi® be able to learn and prepare themselves

for the role of motherhood in the future.
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CHAPTER 5

CONCLUSION AND RECOMMENDATION

In this chapter | present the conclusion and recendations. In the first section | deal with
the conclusions from the research and section eedsdvith recommendations.

5.1  Conclusion

Altogether this study initially set out to examitie effects of poverty on child health in
relation to the socio-economic factors of the mmthelowever during the proposal witting
and data collection processes, the well being@ftlbther was increasingly seen as having a
great effect on the well being of the child. If tim@ther has a high socio-economic status,
then her children are most likely to be healthyrfithe data collected it showed that if the
mother has access to proper education, thereighshance she will be able to earn a living
and take good care of her children. With a gooctation, she will be able to access a lot of
information that will be very helpful in her keegiher children healthy. She will also know

about different practices in the home to promogehtealth of her children.

5.2 Recommendations

From the information presented in this study, therlot that can be done to improve Child
health. The government of Uganda needs to do marenjunction with NGOs and the
mothers themselves too ensure that child healthoigght to an acceptable standard. It is not
acceptable for children to die from diseases thatdchave otherwise been treated. Mothers
need to be given more exposure on what they nedd o their home-settings in order to

improve their health and that of their families.
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Many of these mothers said they breastfed thaidreim and knew that breastfeeding was
good for their children so one wonders why thergiishigh infant morbidity despite the
breastfeeding. Breastfeeding goes hand in hardatliter things that a mother needs to do to
improve children’s health. Is it possible the newthare not having the right nutritional value
from food that they can pass on to their childréh& mothers need to be educated about
eating a balanced diet so that they pass on themigrients to their children when breast
feeding.

Through a mix of high —level political commitmemtcafocused policies countries like

Malawi and Liberia have been able to make sigmificauts on child deaths which prove that
progress is possible even in the Low Developmenin@aes (World Vision 2009;7).

Effort needs to be made to support family and comitguevel care if child and maternal
health are going to be improved in Uganda. Deedéinéd national health plans would be one
way of achieving this. If changes are made in fasind at community level, there will be a
possibility to achieve sustainable progress whah laring about changes in child health in
the long run. Providing health services to poordatwlds will go a long way in reducing the

morbidity of diseases that claim the lives of cteld under five years.

A 2010 World Bank study noted that Uganda shoulddieeving much more in terms of
health for the money it is receiving from donorsc@mparison was made with other countries
like Madagascar which receives less money andsyaébing much better even with the donor
funding that they are receiving. Madagascar spérdsss on health than Uganda: $13 per
capita compared to $25 and yet its child mortaite is almost half that of Uganda. It is
recommended that Uganda manages the finances soorsibetter to be able to improve the

health services provided for children.
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APPENDICES

Questionnaire |

Mothers with children of five years and below

1. How old are you?
<18

18-23

24-29

30-35

36-41

42>

2. What is your level of education?
Primary

Secondary

Tertiary

None

3. When did you have your first child?
b) How many children do you have?

1 2 3 4

c). How many of them are five years and below?

4. Have you ever lost a child?

Yes no
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b) At what age did they die?

c) What disease did they die from?
Malaria

Diarrhea

Pneumonia

Acute respiratory infections

Others

5. Has your child been sick in the last two months?

Yes no

b) From what?

Malaria

Diarrhea

Pneumonia

Acute respiratory infections

Others

¢) What do you think makes your child sick?

d) What did you do when they fell sick?

e) What challenges do you face when you are seg¢ieagment?
6. Do you think immunization is good for your chigd?
7. Do you immunize your children when you should?

8. What are your thoughts on breastfeeding?

9. Do you think it is important to breastfeed yohildren?
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c¢) Did you breastfeed your child when they whereng?

d) How long did you breastfeed them for?

e) If you did not breastfeed your children, whyhot

10. What kind of health related problems do youldcén face?

b) What do you think causes them?

¢) What do you think are the solutions to thesdi@ms?

d) What do you think the Government can do to lyelpfind solutions to these problems?

11. Where do you live?

12. How many rooms does your house have?
1 2 3 4

13. Does your house stand on its own or is it sitached?

Single Semi detached

14 How many people live in your house?

15. How many people or families live in the sammpound as you?

16. Do you have access to clean water?

Piped borehole spring/well

17. What is your civil status?

Married single widowed
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18. Who is the head of your household?

Mother father

19. What kind of work do you do?

b) Where do you work?

Self employed

Employed in informal sector

20. How much do you earn?
<50,000

50,000-100,000
101,000-150,000
151,000-200,000

>200,000

Employed in formal sector

House wives

a) Is it possible for you to save and put monegieagor your children?

66



Questionnaire Il

Health personnel

1. What diseases cause under five deaths in Nakawa?
Malaria

Diarrhea

Pneumonia

Acute respiratory infections

Others

2. What do you think is the most common diseaggoresible for under five deaths in

Nakawa?

b) Give reasons why.

c) Please provide the information to complete #iet below on the prevalence of the
diseases that cause deaths for children undefrowe January to December 2009

MONTH DISEASES

Malaria Diarrhea Pneumonia ARI Others

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sept

Oct

67




Nov

Dec

3. What solutions can be got to address thesesdisgaentioned in the table in question 2

above?

4. What challenges do you face when treating obnlaif five years and below as well as

dealing with their mothers?

b) How do you think these challenges can be adddéss

5. What do you think the Government can do to lyelpfind solutions to the problems

related to child health?
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