
Poverty, Policy and Programmes 
Spencer Huchulak 

14 May 2015 
 

1 
 

ASSESSING NUTRITION POLICY IN UGANDA 

Why is undernutrition still a problem in Uganda? To what extent has Uganda’s 

government policy addressed undernutrition at its immediate, underlying and basic levels? 

 

INTRODUCTION 
 

“Undernutrition remains one of Sub-Saharan Africa’s most fundamental challenges to 

human welfare and economic growth” (Benson, 2008, p. x). Around the world, 

malnutrition accounts for around 35% of deaths among children under 5 years (GoU, 

2011). And yet, many governments are not addressing the root causes of 

undernutrition. For governments, with populations experiencing widespread 

undernutrition, understanding the costs of not addressing the problem and how to link 

structures, actors, and narratives more effectively is needed (Benson, 2008). 

 

I selected Uganda as a case study to reflect on my visit there in the summer of 2014, 

after being left with a number of questions. I personally witnessed the challenge to 

deliver health services to a highly agrarian society, especially in remote, hilly 

environments far from urban areas. Seeing children severely underweight and on the 

verge of dying, unless swiftly given the appropriate treatment, is a reality that people in 

industrialized countries have the fortune of not experiencing on a daily basis. Without 

proper resources and capacities, low-income countries like Uganda remain unable to 

obtain nutrition security. 

 

In the following sections I seek to explain why undernutrition is still a problem for 

Uganda. To better understand the case of Uganda, I will first present an overview of the 

country’s nutritional status. I will then explore a conceptual framework of nutrition. I 

will discuss current government policies in Uganda at the immediate, underlying and 

basic levels. Lastly, I will conclude with some reflections on Uganda’s nutrition policies. 

 

COUNTRY OVERVIEW 
 

In Uganda, more than one-third of children are underweight or stunted, as seen in Table 

1. Undernutrition interacts with repeated bouts of infectious disease, causing an 

estimated one third of preventable maternal and child deaths annually (Harvey, et al., 

2010). The health system, as a provider of care to those experiencing undernutrition, is 

behind international expectations.  

 

Many Ugandans have poor access to clean drinking water or proper sanitation, 

exacerbating the effects of undernutrition. Open defecation is common and without 
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proper toilets, waterborne diseases including diarrhea, scabies, trachoma and 

schistosomiasis, proliferate (Loewenberg, 2014). Despite high investment over the past 

five years, Uganda's healthcare performance is still ranked as one of the worst in the 

world by the World Health Organisation – 186th out of 191 (Kelly, 2009).  

 

Table 1: Key indicators for nutrition in Uganda (HANCI, 2015; UNDP, 2014; World Bank, 2015). 

Population (millions, 2013) 37.5 

HDI ranking (2013) 164 

GNI per capita (PPP US$, 2013) $1,335 

Under-five stunting (2011) 33.7% 

Under-five wasting (2011) 4.7% 

Proportion of population underweight  (2011) 14.1% 

Life expectancy at birth (2013) 59.2 

Maternal mortality (per 100,000 live births, 2013) 310 

Access to drinking water (2011) 74.8% 

Access to improved sanitation (2011) 35.0% 

HIV prevalence (2011) 7.4% 

 

Nutritional outcomes tend to vary across regions. For example, parts of Uganda’s 

southwest have stunting rates as high as 49.6%, much more than the national average 

(Pomeroy, et al., 2014). This inequality of nutritional results stem from lack of access to 

basic services, especially in remote, rural areas.  

 

Overall, these statistics show that Uganda needs effective policy to address the issue of 

undernutrition. With one of the world’s highest fertility rates, Uganda’s population is 

expected to nearly triple to 94 million by 2050 and will require even more attention 

(Dugger, 2011). In the section that follows, the determinants of nutritional outcomes 

will be discussed. 

 

CONCEPTUAL FRAMEWORK 
 

As can be seen from the data above, nutrition is about more than food. “A household 

achieves nutrition security when it has secure access to food coupled with a sanitary 

environment, adequate health services, and knowledgeable care to ensure a healthy life 

for all household members” (Benson, 2008, p. 13). Policies that aim to guarantee 

nutrition security may start by investigating household utilization and access to food 

but this is not enough to curb undernutrition. Decision-makers must also look at diet 

and health, including such broader factors as food security, the availability of health 
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services, a healthy environment, and the quality of care the individual receives (Benson, 

2008). 

 

Figure 1 shows the conceptual framework developed by UNICEF (1990) which 

organizes various determinants of nutritional outcomes into three levels. Inadequate 

dietary intake and health status, such as disease, are the immediate determinants of 

undernutrition. The underlying determinants are food security, quality of care, and 

health services and environment. Finally, all of these are effected by the economic and 

political structures that reflect the government and larger society; these are termed the 

basic determinants (UNICEF, 1990). This framework will be referred back to in 

subsequent sections. 

 

 
Figure 1: Conceptual framework of the determinants of nutritional status (UNICEF, 1990). 

 

Poor nutrition results in lost life opportunities (ACC/SCN-IFPRI, 2000; Benson, 2008; 

Harvey, et al., 2010; Meeker, et al., 2013). It causes adverse physical, cognitive, and 

economic consequences throughout an individual’s life, leading to lower productivity 



Poverty, Policy and Programmes 
Spencer Huchulak 

14 May 2015 
 

4 
 

while in the workforce. Evidence shows that undernutrition is transmitted across 

generations, as seen in Figure 2. Because of this, pregnancy is an especially important 

for nutritional outcomes. Undernourished children have a higher mortality rate later in 

life and require additional health services, which divert available time and labour from 

any caregivers in the household. Together, these outcomes of undernutrition can bear a 

heavy burden on government budgets and service provision. The correct set of tools 

need to be designed and implemented. 

 

 
Figure 2: Nutrition through the life cycle (ACC/SCN-IFPRI, 2000). 

 

From the concepts noted above, it can be seen that large-scale, long-term interventions 

are needed to solve such a complex web of challenges. In developing countries, 

government ministries, civil society, the private sector, and international funders need 

to cooperate to create systemic change across all tiers of society (Gillespie, et al., 2013; 

Morris, et al., 2008). 

 

Ruel & Alderman (2013) divide interventions and programmes that tackle issues of 

malnutrition into two design categories. The first is direct, nutrition-specific 

interventions, which address the immediate grouping of nutrition determinants. Some 

well-known examples include fortification of food, promotion of optimum 

breastfeeding, treatment of acute malnutrition, and disease prevention (Meeker, et al., 

2013; Ruel & Alderman, 2013). 
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The second category is indirect, nutrition-sensitive programmes, addressing the 

underlying determinants of nutrition (Meeker, et al., 2013). Social safety nets, clean 

water and sanitation, women’s empowerment, and health care are some examples. They 

incorporate specific nutrition goals and actions and can “serve as delivery platforms for 

nutrition-specific interventions, potentially increasing their scale, coverage, and 

effectiveness” (Ruel & Alderman, 2013, p. 537). The only way to protect nutrition and 

foster development is to ensure that both categories detailed above are networked well 

together. 

 

NUTRITION POLICY IN UGANDA 
 

With power in the hands of President Museveni and his party since 1986, non-

governmental actors struggle to create change independently. Growing public 

grievances, such as food protests in 2011, have resulted in the ruling party’s officials 

scrutinizing nongovernmental organizations (NGOs) and the impact they have on public 

perceptions of governance and management of public funds (Burnett, 2012; HRW, 

2012). For international donors, who generally provide funding in a ‘basket’ rather than 

directed to specific programs, negotiating becomes difficult and decision-making is 

almost entirely by the administration (Dugger, 2011). For the foreseeable future, it will 

largely be up to the government to make nutrition security a reality for its citizens. 

 

This section discusses the different determinants of nutritional status applied to 

Uganda’s current policies. At the start of the 21st century, Uganda had two national 

policies that related to improving the status of nutrition in the country. The Uganda 

Food and Nutrition Policy (UFNP) was adopted in 2003 and provided a foundation for 

the right to food, using a rights-based approach. Implementation was broad with 12 

areas of focus, like food supply, health, and gender. Nutrition was also a focus but the 

interrelationship between improved nutritional status and economic growth is not 

made explicit (Benson, 2008; Rukundo, et al., 2014). 

 

The second major policy was the Poverty Eradication Action Plan (PEAP), an overall 

strategy for reducing poverty. Nutrition was identified as a policy concern in PEAP, but 

it focused almost exclusively in terms of income and household consumption (Benson, 

2008). This plan was later replaced by the National Development Plan (NDP) creating a 

5-year strategy from 2010-2015 (Rukundo, et al., 2014). In both cases, UFNP and 

PEAP/NDP treat nutrition as a contributing factor to poverty and health, contrary to 

UNICEF’s conceptual framework, where nutrition is the result of many different 

determinants. 

 

The Ugandan Government built on these policies and has committed to scaling up 

nutrition through its 5-year Uganda Nutrition Action Plan (UNAP) initiated in 2011 with 
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targets through to 2016. UNAP adopted the Scaling Up Nutrition (SUN) Movement’s 

strategy of focused interventions covering the 1,000-day ‘window of opportunity’ 

directed at women in the reproductive age bracket, newborns, and young children 

under the age of 2 years (GoU, 2011).  

 

The framework of UNAP is multidimensional, with objectives ranging from improving 

child feeding and enhancing diet diversity to protecting households from shocks and 

increasing national awareness of nutrition. It is structured to have a balance between 

nutrition-specific interventions (23.1% of its budget), nutrition-sensitive approaches 

(38.6%) and strengthening governance (38.3%) (SUN, 2013). 

 

UNAP is administrated by the Office of the Prime Minister (OPM) with the intention that 

it can provide a more focused approach than past policies when multiple actors, namely 

the Ministry of Agriculture, Animal Industry and Fisheries and the Ministry of Health, 

were responsible for addressing malnutrition but without effective cooperation 

(Rukundo, et al., 2014; SUN, 2013). The government also has a number of policies 

drafted, but not yet implemented, which would complement UNAP. These include the 

School Health & Nutrition Policy, the School Feeding Policy, and the National Integrated 

Prevention of Mother to Child Transmission of HIV (PMTCT) Policy Guidelines, all of 

which were prepared in 2011 (SUN, 2013). 

 

What follows is an assessment of whether government, through UNAP, is addressing all 

factors that affect nutritional outcomes, or not. The first part discusses immediate 

factors at the individual level. The second part moves on to describe underlying effects 

in the environment. The last part describes basic challenges at the social and 

institutional level. 

 

IMMEDIATE DETERMINANTS 
 

The two immediate components of a person’s nutritional status are dietary intake and 

health status. The Ugandan diet is mainly composed of plantain, starchy roots (cassava, 

sweet potatoes) and cereals (maize, millet, sorghum). Pulses, nuts and green leafy 

vegetables complement the diet. Overall, the diet remains poor in micronutrient-rich 

foods. Food insecurity in Uganda is made worse by adverse climatic conditions and low 

agricultural productivity (FAO, 2010). There appears to be very little in the way of bio-

fortified food consumption, though this measure may be flawed due to data collection 

exclusively focusing on sweet potatoes (Pomeroy, et al., 2014). 

 

In 2014, a mid-term review of UNAP was conducted. The results show that after three 

years of implementation the government is falling short of reaching many of UNAP’s 

targets (Pomeroy, et al., 2014). For instance, residents of North and Karamoja regions 
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consume only 1470 calories, 40% less than the UNAP target of 2500 calories. However, 

even though the residents in Karamoja consume just over half of the calories consumed 

in Southwest – known as the bread basket of Uganda – stunting rates in Karamoja and 

Southwest are within four percentage points and are the highest rates in the country. 

Clearly, nutrition is more than caloric intake. 

 

In all ten regions, Vitamin A deficiency for both children and women of reproductive age 

still remains higher than the target; anemia among women is a major issue in nine of ten 

regions. Incidences of low birthweight and children under 5 years being underweight 

remain high in a majority of regions. In addition, findings show that school feeding does 

not appear to be a regular program anywhere except the Karamoja and West Nile 

regions. The government has made major gains in the level of under-five wasting, with 

nine regions either at or below the target of 5%. Stunting rates have also fallen, 

although the UNAP target of 32% is quite high (Pomeroy, et al., 2014).  

 

Although UNAP focuses on maternal and child nutrition, it fails to address the wider 

vulnerability of many Ugandans, such as those dealing with HIV and AIDS. It identifies 

this as a gap but does not present a course of action (GoU, 2011). In the past, Uganda 

has shown that they are able to take swift action to improve the health status of its 

people. In the 1990s, HIV infected nearly one in six people (approximately 13%), but 

strong public health and international assistance has been able to drive that number 

down. Even with this success, one to two million Ugandans are estimated to still live 

with the virus, complicating other health factors, such as dietary intake. Without 

guidelines on PMTCT of HIV, as noted above, the health status of children will be 

compromised, leaving the Ugandan Government unable to tackle undernutrition 

holistically. 

 

UNDERLYING DETERMINANTS 
 

Like many other developing countries, the main micronutrient intake gaps in Uganda 

identified were for the vitamins and minerals that would most often be supplied by 

foods of animal origin; these include vitamin A, vitamin B-12, iron, zinc, and calcium. 

Bio-fortification is a potential intervention for improving intake of micronutrients, but it 

takes years for bio-fortification programs to be fully operational and bring full benefits 

(Harvey, et al., 2010). UNAP advocates for strengthening public-private partnerships 

and scaling up industries that fortify foods, as previously done with vegetable oil and 

sugar (GoU, 2011; Harvey, et al., 2010) 

 

A major cause of food insecurity in Uganda is drought which leads to severe food 

shortages (Rukundo, et al., 2014). UNAP calls for more drought-resistant crops 

including vegetables, and raising of animals tolerant of heat stress (GoU, 2011). 
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Maternal malnutrition is a key contributor to poor fetal growth, low baby weight and 

short- and long-term infant morbidity and mortality. All important during the ‘window 

of opportunity’. Infants who are not breastfed are at a far higher risk of infectious 

diseases, like pneumonia and diarrhoea, and miss out on essential nutrients and other 

elements (Meeker, et al., 2013). For these reasons and more, maternal care is critical to 

the life cycle of nutrition. 

 

In regards to care, the Ministry of Gender, Labour & Social Development has developed 

a policy which provides 60 days of maternity leave. Additionally, a policy to support 

exclusive breastfeeding is under review (SUN, 2013). These policies have not caused 

much change, however, as the national average for exclusive breastfeeding (first six 

months) stands at only 62% (Pomeroy, et al., 2014). 

 

With the exception of Kampala, there seems to be a widespread national issue with 

vacancies in the health sector – between 40 and 50% of health posts remain unfilled 

(Kelly, 2009; Pomeroy, et al., 2014). There appears to be little incentive for healthcare 

staff, who are currently employed, to go into poorly-equipped rural areas. “Some 70% of 

Ugandan doctors and 40% of nurses and midwives are based in urban areas, serving 

only 12% of the Ugandan population” (Kelly, 2009). Among the poorest 20% of the 

population, the share of births attended by skill health personnel was 29%; this figure 

rises to 77% among the wealthiest 20% of the population (Dugger, 2011). Government 

policy needs to address these inequalities in care and acknowledge the urban bias that 

exists. 

 

According to Uganda’s Ministry of Health, poor sanitation and hygiene are contributing 

factors to three-quarters of the diseases found in Uganda. Each year, diarrhea alone 

takes the lives of 19,700 Ugandan children under 5 years old (Loewenberg, 2014). In a 

community with ample food, diarrhea can still persist, as it is caused by the eating of 

unclean food and drinking unsafe water. Once a person has diarrhea, they become 

unable to absorb nutrients. These risks can be reduced with proper sanitation and hand 

washing (Cairncross, et al., 2010). President Museveni even acknowledges this 

connection when he called upon district leaders to use radio “to sensitize the public on 

such important matters like nutrition and hygiene” (Ntezza, 2015). 

 

Unfortunately, a key reason why many people in Uganda live in unhealthy environments 

is because the government spends just $2 million a year on sanitation across the 

country, a missed opportunity to deliver nutrition-sensitive intervention (Loewenberg, 

2014; Meeker, et al., 2013). Across Uganda, there also appears to be low ownership of 

hand washing inputs and facility nutrition testing (Pomeroy, et al., 2014). This leaves an 

environment which adds more challenges to the existing health care system. 
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BASIC DETERMINANTS 
 

At the basic level, the economic, political, and ideological structures in place, both 

formal and non-formal, underlie the categories discussed above. Although the Office of 

the Prime Minister spearheads UNAP, the government’s commitment has not translated 

into action (Pomeroy, et al., 2014). The lack of proper legislation and budget framework 

pose serious questions of how the OPM will be able to be responsible for policy 

implementation and coordination. Also, UNAP has not received proper financial 

commitment from the government, missing out in the government’s financial budgets 

over the first three years, implying a reality gap in nutrition programming and a low 

political demand for action (Rukundo, et al., 2014). 

 

Rukundo and colleagues (2014) suggest that additional external funding may be needed 

to realize the true potential of UNAP. But evidence shows that increased support does 

not always lead to the expected increase in services. For every dollar of foreign aid 

given to the government for health, the Uganda government decreased their own 

spending by 57 cents (Dugger, 2011). Therefore, it is hard to say that Uganda's 

problems are due primarily to a lack of resources (Loewenberg, 2014). There continues 

to be a trend of misappropriation of state resources budgeted for public services. Money 

for nutrition programmes is diverted because of the country’s entrenched system of 

political patronage; services and investments have been targeted towards affluent 

communities at the expense of poor people (HRW, 2013; Jacobson, et al., 2010; 

Loewenberg, 2014). 

 

Efforts to decentralize the system of government in Uganda remains weak, limiting the 

creation of a desired bottom-up nutrition policy process. Those interviewed generally 

agreed that most planning in Uganda is still top-down. Local revenue collection is poor, 

so local government councils have few resources that are directly under their control 

(Benson, 2008). 

 

In the past, there has been a lack of engagement with nutritionists in policy processes. 

Many nutritionists in Uganda do not recognize existing policies as important for their 

own efforts to reduce undernutrition (Benson, 2008). Further capacity building of both 

lawmakers and those working in the field will be needed to overcome these challenges. 

With gaps still remaining, it is yet to be seen if UNAP will be able to address the lack in 

both quantity and quality of health care, whether the health system of the future will 

have the tools and knowledge to address multiple aspects the lead to poor nutrition 

security. 

 

Until UNAP is fully funded, Uganda’s social protection programme will be needed to fill 

the policy gap on nutrition, even if it is not nutrition-sensitive. The Social Assistance 
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Grants for Empowerment (SAGE) programme, an unconditional cash transfer 

programme, stands as the best opportunity for achieving improved wellbeing across 

multiple levels. Unfortunately, it equates nutrition with consumption and treats both as 

a cause of maternal deprivation in its theory of change. (Oxford Policy Management, 

2015). Non-UNAP programmes can improve nutrition in indirect ways, though, even if 

their designs does not complement the UNICEF framework.  

 

SAGE has a sub-component called the Vulnerable Families Support Grant (VFSG), which 

targets households with limited labour capacity (Oxford Policy Management, 2015). 

Increased income for people with disabilities can be used to purchase goods that affect 

nutrition and health status (Meeker, et al., 2013). As VFSG recipients are mostly female 

(84%), they can affect how households spend money, how food is allocated, and the 

types of assets that are accumulated. Unfortunately, “the SAGE cash transfer does not 

seem to have an impact on rates of child malnutrition” (Oxford Policy Management, 

2015, p. 38). By understanding that nutrition is multidimensional and affected by many 

factors, these programmes can be better designed and actually lead to positive impact. 

 

CONCLUDING REMARKS 
 

The existing poor nutritional status of many Ugandans results from a weak health care 

system, gaps in care provision and chronic food insecurity. Overarching these factors 

are the political and economic institutions that control the flow of resources and 

decision-making. Although Uganda has begun to integrate the goals and corresponding 

targets of development into its nutrition action plan (UNAP), competing demands for 

time, funding, and human resources continue to exhaust nutrition programming. The 

nutritional needs of the elderly, who contribute to child care, and of men, who help 

secure household income, should be investigated going forward. 

 

Until the country has stronger institutions in place, the government needs to continue 

partnering with the private sector and allow NGOs to help. The role of these actors in 

the short-term could inform the government on what works and what does not. To 

solve some of the root problems, government must become accountable and provide 

adequate funding for basic services. Although the results since implementation of UNAP 

are mixed, the increased advocacy of nutrition is a positive trend. By providing a well-

rounded, scientifically-supported plan to policy makers, Uganda can strengthen existing 

structures, improve where needed, and build a stronger nutrition system for future 

generations.  
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