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EXECUTIVE SUMMARY 

Introduction and Background 

Population, Health and Environment form a dynamic linkage that requires joint approach towards 
sustainable development. In the Lake Victoria Basin like other agro-ecological zones, concerns 
exist on social, environmental, economic and governance issues with regard to the sustainable 
management of the available resources and the environment. The Lake Victoria Basin 
Commission received funds from the USAID East Africa to implement an Integrated Population, 
Health and Environment (PHE) Program. The program is premised on the understanding that 
people's health depends on the status of their environment and damage to or disruption of the 
environment can have severe consequences on human health.  

Human, economic and industrial activities in the Lake Victoria Basin are contributing to changes 
whose impacts are being felt in most parts of the ecosystem. The direct impact of the growing 
population on the environment has far-reaching effects on health and therefore the need to 
address and manage the dire consequences. This therefore calls for an aggressive coordination on 
integration of health parameters that include family planning, reproductive health, 
maternal/neonatal/child health and nutrition services into current conservation and 
environmental practices and programmes in the Lake Victoria Basin region of Burundi, Kenya, 
Rwanda, Tanzania and Uganda. This integration can only be achieved faster through effective 
integration of the beneficiary communities by addressing the existing needs and gaps in specific 
areas of Population, Health and Environment e.g. FP/RH/MNCH and nutrition interventions, 
environmental conservation and health promotion.  

This study responds to the need to establish baseline information that will form the yardstick for 
measuring progressive achievements in the implementation of the Population, Health and 
Environmental programs. This report comprises of the baseline information of the Lake Victoria 
basin Population, Health and Environment (PHE) projects implemented by the Lake Victoria 
Basin Commission (LVBC) and status of health and environment parameters in selected sample 
sites in the basin. 

The methodology of the Study targeted both qualitative and Quantitative data collection based on 
simple random sampling focusing on individuals and institutions through adopting Stratified 
sampling techniques. The study population included stakeholders in the PHE program areas, 
Primary beneficiaries (men and women aged 18 years and above), Existing community structures 
(community leaders, FBOs, CBOs, Youth Groups), program implementers (Environmental and 
Health program implementers), partners (e.g. Relevant government and county ministries, NGOs, 
CBOs among others).  The survey interviewed 1,050 Households; and obtained information on 
health and population issues, Environment conservation activities and development issues in the 
target households of the project areas. 

Existing secondary information sources indicated that most of the organizations implementing 
health and environmental conservation projects mainly focus on a singular linear plane resources 
e.g. reforestation, advocacy on population or improving maternal and child health to the 
detriment of integrating interrelated concerns into a holistic approach. 

Following the objectives of the study; the approach focused on generating information on the 
PHE situation in the Lake Victoria Basin and the multifaceted linkages between Population, 
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Health, Environmental conservation and sustainable development; and also to establish the status 
of FP/RH/MNCH and Nutrition needs of communities implementing  both the MERECEP 
Program in Kenya (Trans Nzoia county) and Uganda (Mbale and Kapchorwa districts), and, 
LVEMP sites in Burundi (Bisoro and Nyarusange communes), Rwanda (Rulindo and Bugesera 
districts) and Tanzania (Simiyu region- Itilima and Maswa districts);  assessing initiatives that 
provide evidence based and targeted  health services alongside environmental conservation 
initiatives. 

The mapping exercise to identify organizations in Lake Victoria Basin implementing health and 
environmental conservation initiatives and documenting their potential to integrate PHE yielded 
twelve organizations that were  captured and interviewed in the sample; 2 were Population related, 
3 were health, and 7 environment related organizations which included  mainly the forestry and 
wildlife sectors. Features documented included; the organizations mandate, program objectives, 
achievements to date and linkages between health and environment in their programmes. Out of 
the twelve organizations interviewed, ten were Government agencies and only two were NGOs. 
The beneficiaries of activities of the organizations include; schools, communities and businesses, 
and, specifically targeted communities such as forest communities, the region itself, and the 
specific country level policy framework. 

In mapping Government and non-governmental health service providers and service delivery 
points available in selected catchments in both Mt Elgon region of Kenya and Uganda; and, in the 
Tanzania, Rwanda and Burundi LVEMP sites, the study captured only 21 health service providers 
in the sampled sites with 145 service providers in 20 units giving an average of 7 service providers 
per unit. 

For the specific objectives 3-7 of this survey that were to determine the FP coverage, FP unmet 
need, Child Mortality Rate and Maternal Mortality Ratio in the selected communities; as well as 
identifying the main FP/RH/MNCH and Nutrition needs, and, documenting the gaps in 
FP/RH/MNCH service provision and the linkages between the health and environment sectors, 
the following are key findings; 

Family planning is still low according to the study. The contraceptive prevalence rate for the 
Trans-Nzoia county in Kenya, Mbale and Kapchorwa districts in the mount Elgon region in 
Uganda, Bisoro and Nyarusange districts in Burundi,  Bugesera and Rulindo districts in Rwanda, 
and, Itilima and Maswa districts (Simiyu region) in Tanzania; among women in reproductive age 
used as the reference point is as follows; Kenya,39%, Uganda, 50%, Rwanda 37.0%, Burundi 33% 
and Tanzania 26.9% respectively  lower than the national average of 46%, 48.4% higher than the 
national average 30% respectively. The sites for data collection being rural, this lower average 
figure are usually expected. Some statistics are however encouraging;  approximately 20% of 
females in Burundi, 72% in Kenya, 52% in Rwanda, 38% in Tanzania and 60% of females in 
Uganda respectively, use the injectable contraceptives.  

The national average for the two countries that implement the MERECEP programme is as 
follows for Kenya; injectable-14.8%, Pills-4.7%, Implants -1.3%, and, for Uganda; injectable is 
14.1%, Pills- 2.9% and implants 1.9%. This is indicating a higher usage rate in the project areas 
compared to the national averages of countries.  

Among the respondents interviewed in Burundi, Kenya, Rwanda, Tanzania and Uganda 
respectively, 50%, 40.0%, 43.90%, 36.50% and 46.40% were found to be first time users of 
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contraceptives while 54.10% in Burundi and  Kenya, 41.20% in Rwanda, 41.30% in Tanzania and 
59.10%in Uganda started the method of choice within the past 12 months.  

The health facility review established the availability of contraceptives as a measure of knowing 
the contraceptive commodity security. 

Findings on Antenatal Natal Clinic (ANC) attendance in all the sampled sites in the project areas 
within the five countries indicate that 5% to 17% of mothers initiated their first attendance to 
ANC at between 1 to 3 months of their current pregnancy, 25% to 32% started attending at 4 to 5 
months, and 20% to 25% started attending at 6 to 7 months. 2% of mothers reported starting to 
attend ANC at 8 to 9 months. Based on this observation, greater education and mobilization 
needs to be done to encourage mothers to start attending ANC earlier; within the first 2 months 
of pregnancy and continue to attain the recommended minimum of 4 times in the pregnancy. 

The prevention of Malaria in pregnancy is a core component of the desired maternal and neonatal 
health outcome. In the Malaria during pregnancy initiatives and in addition to chemotherapy with 
SP, the consistent use of Mosquito nets to prevent bites and hence reduce the transmission of 
malaria is actively promoted through the ANC clinic or direct household distribution of treated 
mosquito nets.  The response to the question whether the household had a mosquito net 
established that the ownership in Burundi, Kenya, Rwanda, Tanzania and Uganda were 97%, 
80%, 94, 76% and 96.0% respectively. The beneficiaries of the mosquito nets who used them 
during sleeping time at night were examined, children who slept under the mosquito nets were 
found to be between 63.2% and 82.2%.  76.0% to 86.2% who slept under the nets were the self or 
the respondents which includes the pregnant mothers. 

In attempting to establish the pattern of childhood illnesses in the project areas, respondents were 
asked to identify a range of possible illnesses the child might have suffered in the past 2 weeks. In 
Kenya and Uganda the reported pattern was as follows; Fever (46.2% and 44.1%), Diarrhea 
(23.1% and 22%), Pneumonia (5.8% and 25.4%), Measles (.0% and 8.5%) respectively. There was 
no Malnutrition reported in either of the project sites. The household response to the childhood 
illnesses was sought and the majority took their children to a health facility (hospital), 59% for 
Burundi, 42% for Kenya, 57% for Rwanda, 46% for Tanzania and 65% for Uganda. The group 
who responded by buying and administering medicines were 41% for Burundi, 13% Kenya, 10% 
Rwanda, 6% Tanzania and 7% for Uganda. A strong Community IMCI is recommended.  

Regarding HIV/AIDS; practically all women and men aged 15-49 have heard of AIDS. Because 
of the universal awareness of AIDS, the variation by background characteristics, such as sex, 
marital status, residence, education, and wealth, is minimal. Respondents in this study were asked 
if they have ever heard of an illness called AIDS and almost all respondents (99.5% in Kenya and 
98.3% in Uganda) had heard about it. 

The environmental conditions of all the sampled areas were examined. Environment is taken to 
mean the total sum of the living conditions of the target communities; encompassing socio, 
economic and physical environments; thus ranging from household sanitation, income sources, 
literacy and  access to services. Demographic characteristic are thus key environment variables and 
they affect health of the population because household income and resources is at the disposal of 
a family unit which affects their approach to health issues. Water and sanitation at household level 
needs improvement in the surveyed areas. A household is considered of poor health if it has at 
least one undernourished mother (BMI < 18.5) or any child or adult death (<60 years) in the last 
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one year from the date of survey. A household is defined as consumption poor if the monthly per 
capita consumption expenditure falls below the official poverty line (as defined by the Ministries 
of Planning, of the Lake Victoria Basin States). This is similar to the classification of households 
living below poverty line. 

With regard to awareness of Environmental Issues; raising awareness on environmental issues is 
practically undertaken in all the five East African countries. This is however undertaken with 
emphasis on various media; including radio, TV and print. It is therefore necessary that more 
effort is ploughed in the outreach activities in order to have a greater impact. 

The environmental policy in the five East African countries is adequate in addressing health issues 
as well as environmental issues independently. The policies however need to be harmonized to 
provide for an integrated approach.  In addition, support structures for access to and utilization of 
FP/RH exist at the community level and communities take advantage of such social structures in 
the light of inadequate availability of health services. 

Lessons generated from this study include a confirmation that there is a direct relation between 
the household environment and health of individuals and this permeates to affect district and 
national economy, growth and development. In addition, male involvement and active 
participation in reproductive health and environment programmes may not always be adequate as 
we could assume and yet it is the key to wellbeing of the community. 

Conclusions and recommendations from this survey are: There is need for better integration 
between the management of environment resources and health issues in the region;  There is need 
to Advocate for affordability, availability and accessibility of family planning services and thus 
Governments should promote provision of family planning information and increased utilization 
of family planning services to the rural areas; Efforts should be made to encourage male 
involvement in reproductive health and environment management issues at household level;  
Stakeholders should strengthen health education, proper hygiene, safe water and proper sanitation 
practices at the household and healthy facility level, and, a programme of continuous assessment 
is necessary to have a clear picture of the PHE relationships in specific areas. 
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OPERATIONAL DEFINITIONS 

 

Adaptive Management: Mode of operation in which an intervention (action) is followed by 
monitoring (learning), with the information then being used in designing and implementing the next 
intervention (acting again) to steer the system toward a given objective or to modify the objective 
itself (WRI 2003).  

Biological diversity or biodiversity: The variety and variability of living organisms broadly 
including a wide diversity of plant and animal species, communities, and ecosystems. The Earth’s 
biodiversity consists of genes, species, and ecological processes making up terrestrial, marine, and 
freshwater ecosystems that both support and result from this diversity (USAID 2005).  

Biodiversity hotspot: Regions of the world that harbor a great diversity of endemic species and 
have been significantly impacted and altered by human activities. 

Conceptual framework: A conceptual framework is a diagram that shows the relationships 
between important elements of a program, including inputs, processes, outputs, outcomes, and 
impacts (Finn 2007).  

Driver: Any natural or human-induced factor that directly or indirectly causes a change in an 
ecosystem.  

East Africa Partner states – These are the five countries; Kenya, Uganda, Tanzania, Burundi and 
Rwanda that make up the cooperation block of countries in the region. 
 
Ecosystem: A dynamic complex of plant, animal and microorganism communities and the non-
living environment interacting as a functional unit. Humans are an integral part of ecosystems (WRI 
2003).   

Ecosystem services: Benefits people obtain from ecosystems including the provisioning services 
such as food and water; regulating services such as regulation of floods, drought, land degradation, 
and disease; supporting services such as soil formation and nutrient cycling; and cultural services 
such as recreational, spiritual, religious and other nonmaterial benefits (WRI 2003).  

Environment - Environment is taken to mean the total sum of the surrounding conditions of the 
target communities; encompassing socio, economic and physical situations; thus ranging from 
household sanitation, income sources, literacy and  access to services. Demographic characteristic 
are thus key environment variables in this context. 
 
Evaluation: Systematic application of quantitative or qualitative research techniques to determine 
the appropriateness and effectiveness of the design and implementation of a program. Evaluations 
determine whether programs are achieving their stated objectives and, ultimately, making a 
difference.  

Focus Group: A group discussion lead by a moderator and topics discussed can be anything from 
automobiles to software to politics. The goal is to gather participant opinions and feedback in order 
use the information for a purpose.   

Gender: The economic, social, political, and cultural attributes and opportunities associated with 
being women and men.  
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Health - Here defined as the level of functional or metabolic efficiency of a living organism. In 
humans it is the ability of individuals or communities to adapt and self-manage when facing physical, 
mental or social challenges; "a state of complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity. 
 
Hectares (Ha) – A unit of measure for area, in the context of this report are being used as a unit 
for area of land holdings per household. A hectare is equivalent to 2.47 acres.  
 
PHE projects: approaches that integrate health and/or family planning with conservation activities, 
thereby seeking synergistic successes and greater conservation and human welfare outcomes than if 
they were implemented in single sector approaches. 
 
Population -A population is a summation of all the organisms of the same group or species, which 
live in a particular geographical area, and have the capability of interbreeding. In the context of this 
report, it is the people of the Lake Victoria basin. 
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1 INTRODUCTION AND BACKGROUND 

The Lake Victoria Basin Commission (LVBC) received funds from the USAID-EA to implement 
the Integrated Population, Health and Environment (PHE) Program. The program is based on the 
understanding that people's health relies on the ‘health’ of their environment and damage to or 
disruption of the environment can have severe consequences on human health. The PHE programs 
aims at strengthening PHE regional coordination, knowledge management and advocacy and 
ultimately contribute to the sustainable development of the Lake Victoria Basin through integration 
of Population, Health and Environmental conservation initiatives. 

This report contains the baseline study of the Lake Victoria basin Population, Health and 
Environment (PHE) parameters in some sites of projects implemented by the Lake Victoria Basin 
Commission (LVBC). The Lake Victoria Basin Commission (LVBC) is a specialized institution of 
the EAC that is responsible for coordinating the sustainable development agenda in the Lake 
Victoria Basin. The establishment of the Commission is provided for under Article 114 of the Treaty 
for Establishment of the East African Community (1999) and specifically under Article 33 of the 
Protocol for Sustainable Development of Lake Victoria Basin. 

The human population of a country and the environment are the main resources for any nation. 
Population health depends on the environment and the environmental health similarly depends on 
how best the population interacts with the environment. They have a symbiotic relationship. 
Population and health however also depend on the services that people are provided with to ensure 
their sustainability. The services targeting population health include: Voluntary Family Planning 
(Birth Spacing or limiting births), Sexual and Reproductive Health, alternative livelihoods and a 
range of health services such as: Maternal, Neonatal and Child health, malaria prevention, safe water 
and sanitation, prevention of communicable diseases, Nutrition, HIV/AIDS etc. 

The care of the environment commonly called environmental conservation is a major component to 
ensure the good health of the population. At household level, environment includes all demographic 
parameters related to the household from the quality of the shelter, literacy levels, income sources 
and sanitation issues. As one scales away from the home environment, it involves the sustainable 
management of natural resources such as family land management, forest management and 
governance, conservation of endangered species, soil and water conservation and sanitation. 
Environment is about a lot more than infrastructure and ecosystems. It is about people, their 
characteristics and resources, and how they come together in communities and countries. It is more 
important than ever that we understand how people, not just places, are in relation to the utilization 
of natural resources, and how they can become more resilient to changing environmental conditions. 
Growing awareness that the impacts of environment degradation on human populations are 
imminent, as well as potentially devastating, has awakened some policymakers and most of the 
scientific community to call for more effective action on linking population, Health and 
Environment. 

PHE is an approach to Sustainable Development that integrates health and environmental 
conservation initiatives in order to seek synergistic successes for greater environment management 
and human welfare outcomes as opposed to single-sector approaches. PHE operates with the 
assumption that people, their health, and the environment they live and operate in are interrelated 
and interdependent; changes in the number, state, and/or distribution of any of the environment 
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parameters affects the health parameters because human needs, their livelihood and a healthy 
environment are linked by chains of cause and effect.. 

1.1 Objectives of the LVBC- PHE Program 

The Lake Victoria Basin Commission PHE Program has three broad objectives namely: 

a) To institutionalize the integrated PHE approach into national and regional policies and 
frameworks; 

b) To develop and operationalize a regional PHE framework for cooperation in the Lake 
Victoria Basin; 

c) To promote the integrated population, health and environmental conservation initiatives in 
Lake Victoria Basin. 

Specifically, the program seeks to: 

i) Establish and operationalize national PHE frameworks 
ii) Mainstream PHE into regional and national level policies and institutional frameworks 
iii) Promote generation of PHE information and Knowledge Management in the region 
iv) Strengthen PHE coordination at local, national and regional levels 
v) Reduce environmental degradation and increase access to and utilization of quality 

population and health services 
vi) Increase the participation of women, men and youth in sustainable livelihood improvement 

initiatives 

1.2 The PHE Key Program Activities 

i) Building capacity on PHE at different levels nationally and regionally 
ii) Promoting advocacy for integrated PHE approaches in the region 
iii) Establishing and strengthening PHE networks in all the EAC Partner States to facilitate 

propagation of the PHE concept in the region 
iv) Generating and sharing programmatic and research evidence at macro and micro level 
v) Coordinating integration of voluntary family planning, reproductive health, maternal, 

neonatal and child health and nutrition services into the environmental conservation 
programs of the Lake Victoria Basin 

vi) Coordinating PHE activities of state and non-state actors in the Lake Victoria Basin 
vii) Developing and operationalizing a regional integrated PHE Monitoring and Evaluation 

Framework for LVBC 
viii) Developing a one-stop regional information hub for PHE 
ix) Documenting and disseminating PHE best practices 
x) Developing a regional PHE curriculum for universities 
xi) Developing and operationalizing a regional integrated PHE Strategic Plan for the LVB 
xii) Developing and operationalizing a regional integrated PHE Advocacy and Communication 

Plan 

1.3 Objectives of the  Consultancy 

There is inadequate research-based evidence in the region on the linkages between population 
dynamics, health and environmental conservation. Subsequently, single sector approaches have been 
used over the years to address PHE issues in the nation states but with minimal impact. This 
therefore necessitates the need for the PHE study to provide research evidence to guide PHE policy 
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and programming since multiple sectors would be required to work together in an integrated 
manner. The study thus aims at generating baseline information on the PHE situation in the Lake 
Victoria Basin and the multifaceted linkages between Population, Health, Environmental 
conservation and sustainable development. The focus of the study was to establish the status of 
FP/RH/MNCH and Nutrition needs of communities implementing the MERECP Program in 
Kenya and Uganda; and in selected LVEMPII sites in a bid to capture information on evidence 
based and targeted health services alongside environmental conservation initiatives. The data 
generated is to inform PHE Policy and programming in the region and also form the evidence base 
for PHE Advocacy and resource mobilization. 

The specific objectives of this study are to: 

i) Conduct a mapping exercise to identify governmental and non-governmental organizations 
in Lake Victoria Basin implementing health and environmental conservation initiatives and 
document their potential to integrate PHE 

ii) Determine the current FP/RH/MNCH, in the selected communities implementing the 
MERECP and LEVEMP II projects 

iii) Document the gaps and needs for FP/RH/MNCH service provision. 

iv) Establish access to and utilization of FP/RH/MNCH services and environmental 
conservation needs and coping strategies of communities in selected catchments in Lake 
Victoria Basin and how they impede sustainable development 

v) Document best practices from findings of the study and hotspots from both primary and 
secondary data 

vi) Review the environment, health and economic development policies in the EAC Partner 
States and identify integration gaps and opportunities for mainstreaming Population, Health 
and Environment (PHE Integration). 

The findings are to enhance the objectives of the PHE program outlined in section 1.2 which 
includes; institutionalization of the PHE approach into National and Regional policies, developing 
and operationalizing the PHE framework and the promotion of the integrated population, health 
and environmental conservation initiatives in Lake Victoria Basin. The chapter three on findings of 
the study is therefore structured chronologically following the study objectives as articulated here. 
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2 LITERATURE REVIEW 

2.1 Introduction   

This baseline information collection exercise availed an opportunity for the study team to assess 
existing information through literature review from secondary sources of information. The team 
identified, gathered and reviewed relevant documentation including Population, Health and 
Environmental Policy documents and scrutinized their articulation on inter-sectoral linkages as well 
as Demographic and Health Studies. Various projects evaluations and environmental assessment 
documents; Poverty assessment documents and existing policies on wealth generation and other 
published and non-published academic papers were reviewed.  

Literature on population, health and the environment is plenty but that which links the three 
subjects to enable issues to be addressed in a coordinated manner is still scanty.  A few countries 
have commissioned specific studies to assess PHE linkages in their countries.  In Africa, Rwanda is 
one of them where the PRB coordinated a comparative study of population, health, and 
environment integration in East Africa. Teams from Ethiopia, Kenya, Rwanda, Tanzania, and 
Uganda assessed the state of PHE integration in their respective countries in 2009, including 
identifying relevant stakeholders; assessing the policy environment for cross-sectoral collaboration; 
highlighting the most salient population, health, and environment issues; and describing the current 
state of integration among projects, programs, and policies (PRB, 2009). The methods used for the 
assessment at that time included a review of relevant policies, laws, and project documents; key 
informant interviews; and field visits to case study sites. Interestingly, just as in this study, the 
Rwanda PHE Assessment was also made possible with funding from the U.S. Agency for 
International Development (USAID). 

Worldwide, some conservation organizations have started PHE integrated approaches by, for 
example, integrating health and family planning into conservation projects, and health service 
providers often talk about environment issues (Oglethorpe, et.al 2008). This integration has multiple 
benefits. Often conservation practitioners recognize the potential value of integrated PHE 
(population-health-environment) projects but need guidance on how to effectively incorporate P 
and H components into their projects or on how to create a PHE project from scratch. There needs 
to be some formal guidance on these issues where such projects are starting. A baseline survey for 
the existing situation is key to such guidance. At policy level, there exist policy frameworks for 
population; as well as in health in all the five East African countries although implemented at 
varying levels. The policy framework for environment management and conservation; sometimes 
referred to as natural resources management is also available in all the five E. African partner states; 
and is actually excellent. 

Population, Health and Environment forms a dynamic linkage that requires joint approach for 
sustainable development.  Globally, progress towards the achievement of the MDGs, which of 
course address integration of PHE,  is continuing despite the strains of the economic and financial 
crisis with several targets met already (such as reduction of extreme poverty) and headway being 
made on others such as, child mortality, malaria and tuberculosis, and access to improved sources of 
drinking water (UNMDG, 2014). The UN MDG reports note however that, much more needs to be 
done to meet a range of other targets, for example, on chronic child malnutrition, maternal 
mortality, and access to antiretroviral treatment (ART) as well as improved sanitation.  In the Lake 
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Victoria Basin like other agro-ecological zones, the progress to achieving the MDGs is progressing 
slowly and concerns exist on social, environmental, economic, health and governance issues with 
regard to the sustainable management of the available resources and the environment.  

It is a fact that human, economic and industrial activities in the Lake Victoria Basin are contributing 
to the ecosystem degradation and climate change whose impacts are being felt in most parts of the 
ecosystem. The considerable alteration of seasons, temperature and rainfall patterns has negatively 
contributed to biodiversity conservation, water quality, animal and human health. The direct impact 
of the ever growing population on the environment has far reaching effects on health and therefore 
there is need to address and manage the consequences. This therefore calls for an aggressive 
coordination on integration of  health approaches such as family planning, reproductive health, 
maternal/neonatal/child health and nutrition services into current conservation and environmental 
practices and programmes in the PHE project areas in Burundi, Kenya, Rwanda, Tanzania and 
Uganda. This integration can only be achieved fast by effective integration of the beneficiary 
communities; by addressing the existing needs and gaps in FP/RH/MNCH and nutrition 
interventions. This study therefore responds to the need to establish baseline information that will 
form the yardstick for measuring progressive achievements in the implementation of the Population, 
Health and Environmental programs. 

2.2 Inter-linkages between Population, Health and Environment 

Nationally and regionally in the East African sub-region,  some governmental and non-

governmental organizations in the Lake Victoria Basin of the EAC Partner States are making 

concerted efforts in implementing PHE related activities within their respective mandates and 

according to the countries health, Population and environmental conservation policies (PRB, 2009). 

In Uganda, a PHE Working Group was established in 2007, and is currently made up of a loose 

network of organizations and individuals interested in or implementing PHE or working on two of 

the three PHE elements within their programs; such networks exist in all the East African countries, 

but named differently (Kenya task force in Kenya, PHE assessment team in Tanzania).  In each 

country the assessment teams were anchored in different institutions namely; in the Institute of 

Resource assessment in Tanzania, while in Kenya, coordination was by the National Coordinating 

Agency for Population and Development (NCAPD) and practical assessments conducted by the 

University of Nairobi. These teams did tremendous work in the region between 2006 and 2008.  

Existing national policies have also embraced the spirit of cross-sectoral collaboration and so 

progressively moving the process of PHE integration steadily forward. Notably the economic 

development policies and poverty eradication blue prints. However, the countries and the region 

lack adequate research evidence on the linkages between population dynamics, health, 

environmental conservation and sustainable development in Lake Victoria Basin and a detailed 

understanding of the organizations involved in the integration of PHE approaches. This baseline 

identifies and maps the organization in the sampled areas that are addressing PHE activities and 

therefore presents a significant step in generating data for future primary or operations research. 

Existing secondary information sources indicate that most of the organizations implementing health 

and environmental conservation projects focus resources mainly on a singular linear plane e.g. 

reforestation, advocacy on population or improving maternal and child health to the detriment of 
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integrating interrelated concerns into a holistic approach. Assessments done on projects linking 

population, health and environment concerns in the EAC Partner States suggest that integrated 

programs require more research evidence and networking to support and inform programming 

(PRB, 2009; Williams, 2011; The BALANCED project, 2013, Thaxton, 2007; Thaxton, 2007b). 

Appropriately guided, such projects have the potential to yield substantial rewards for communities 

and the environment, including reduced dependence on natural resources, greater food security, 

cleaner drinking water and increased access to health services. There is thus a need to generate 

information on the PHE situation in the Lake Victoria Basin and the multifaceted linkages between 

Population, Health, Environmental conservation and sustainable development. This need 

encompasses not only issues of the institutional landscape but identification of gaps in both health 

service delivery and environment initiatives; and that explains the objectives of this baseline study. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Conceptual diagram of the linkages between Population, Health and Environment; 

Figure 1 attempts to illustrate the linkages between Population, Health and Environment; The 
Dynamics of unplanned increase in the population and its effects on health and environment, both 
in terms of demand and access to health care, the degradation of the environment because of 
demand for fuel and other products used from wood, the effect on wildlife, the holding capacity of 
land, depletion of water resources and the environmental contamination due to poor waste 
management linked to many communicable diseases. These linkages collectively & directly affect 
sustainable development and the lack of it. 
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Environment conservation initiatives are usually located in very remote rural areas, although it is 

becoming increasingly necessary that the urban environment needs attention as well. In the LVBC 

areas, local communities in remote rural areas often suffer from ill health because they have poor 

access to modern health services, including family planning, and because they have poor nutrition 

and lack access to improved water supplies and sanitation. These communities are often some of the 

least economically prosperous (Mulangoye and Chape 2004) and are usually dependent on natural 

resources and small-scale agriculture for their livelihoods and well-being. Such communities are 

stewards of outstanding biodiversity, yet ill health may prevent community members from 

participating in and benefiting from environment management programs to their fullest potential 

(Oglethorpe et.al. 2008). In addition, people may be forced to use natural resources unsustainably 

because of underlying causes, such as rapid population growth and health issues. For example, a 

family with sick children may engage in charcoal burning more frequently in order to pay for 

treatment. People’s health also depends on the health of their environment. Natural systems provide 

water, food, medicines, fuelwood, building materials for shelter, and many other goods. Healthy 

ecosystems provide services such as water storage; purification of air and water; prevention of 

flooding, erosion and landslides; control of certain diseases; pollination of plants; and climate 

regulation. Disruption of these natural goods and services can have severe consequences for human 

health (World Health Organization 2005; Chivian and Bernstein 2008). For example, deforestation 

can result in increased abundance of disease vectors. PHE integration would bring better health 

services and improved water and sanitation to remote communities where conservation 

organizations work. Healthier communities are more able to participate in conservation activities. 

Moreover, facilitation of health services also builds greater trust and good will for participation. 

Family planning is one of the key components of building healthy communities by enabling couples 

to have the number of children they want when they want them and by improving women and 

children’s health. Family planning also helps to slow the growth in pressure on natural resources. 

Beyond this, PHE projects actively work on synergies between human and ecosystem health by 

promoting sustainable management of natural resources; improving livelihoods, food security and 

nutrition; and by maintaining or restoring habitats and ecosystem functions. Thus PHE integration 

improves environmental health conditions for local people. 
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STUDY METHODOLOGY 

2.3 Study Design  

The baseline information collection process adopted a cross sectional design with concurrent mixed 
methods/approaches for triangulation. A participatory approach was adopted comprising of a joint 
team of consultants and program personnel in the Population, health and environment disciplines 
within the Governmental, Non-Governmental, Community and other relevant parties in the Lake 
basin project areas. The identified teams developed consensus and a common plan for performing 
the assignment.  

Using structured and non-structured data collection tools, the team interviewed key informants in 
the Population, Health and Environmental areas and held consultations with relevant stakeholders 
during on-site visits and meetings where appropriate at local, national and regional level. 

2.4 Study Area  

The study was conducted in selected sites among Lake Victoria Basin region; in Kenya, Tanzania, 
Rwanda, Burundi and Uganda as illustrated in Figure 2. The choice of the specific sites was 
influenced by initial discussions at the LVBC headquarters in Kisumu; and the sites where there was 
active implementation of the MERECEP project (for Kenya and Uganda), LVEMP II project areas 
for Tanzania, Rwanda and Burundi were sampled1.  Following the consultations, the broad areas 
were agreed to include; Trans-Nzoia County in Kenya; Kapchorwa and Mbale districts in the Mount 
Elgon area in Uganda; Simiyu region (Maswa & Itilima Districts) in Tanzania, Nyabarongo 
(Bugesera and Rulindo districts) in Rwanda and Bisoro and Nyarusange communes in Burundi. 
Within these selected broad study areas, sampling was determined to capture at least 2102 
households in each of the areas as a representative sample of the target population. 
 

                                                           
1 The detailed description of these areas are provided in the project documents of PHE of the LVBC 
2 The 210 sample size is a proven scientific method for health, population, immunization and nutrition surveys 
used by UNICEF and WHO. It is based on 7 clusters 30 household survey. It is very effective in populations where 
sampling cannot be achieved using registers or listing. The accuracy level of this method is a 95% confidence limit. 
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Figure 2: Map of Lake Victoria and the Basin 

2.5 Ethical Considerations 

All procedures used in this study were reviewed and approved by the LVBC. LVBC was provided 
with the study protocol and tools used, for review and acceptance. Permission to carry out the 
exercise was sought from the national level; Ministries of Health, Ministries of Environment and 
sanctioned by the EAC, and included the latter of clearance from the Government of Rwanda 
National Ethics Committee. The data collection team was asked to prepare a consent form in 
English and Kinyarwanda and attach it to the reviewed proposal which was submitted in hard copy 
to the Rwandan National Ethics Committee and approved. 

All the recruited interviewers (Research Assistants) completed appropriate study and research ethics 
training before commencement of the study. The relevant local authorities of the selected study 
areas were approached to grant permission for the study. The LVBC provided introductory letters to 
the study personnel to allow free access to study sites and study materials. Anonymity of study 
participants and confidentiality of study information was maintained at all stages of data collection.  

2.6 Study Mobilization 

Social mobilization was carried out and it involved sensitizing the targeted communities and 
stakeholders, about the objectives, procedures, benefits, and risks of study participation. The goal of 
social mobilization was to minimize refusal rates among eligible participants and to create dialogue 
in the community about the study and encourage openness about the issues of interest. 



24 

 
Mobilization efforts were focused on persons that were to be informed of the study by virtue of 
their official positions (administrative officials) and individuals identified to add value to the 
exercise. The role of the social mobilization team was to: 
 

 Identify local leaders and other influential persons within the selected study clusters, 

 Organize community meetings, 

 Give information and gather feedback about the study and 

 Prepare the selected clusters and institutions for the study. 

2.7 Mobilization Strategy 

In order to encourage participation by community members in the selected study areas, the team 
created awareness about the survey in the following ways;- 
 
Meetings were held with the administrative heads of the study clusters in order to sensitize them 
about the survey and the expected benefits.  The meetings with the administrative heads were 
facilitated by the presence of representatives from the Ministry of Health, LVBC and Ministry of 
Environment and Natural Resources in the respective countries. The survey team met with the 
administrative heads in centers of the clusters and representatives of the community to proceed with 
sensitization about the survey and to encourage the mobilization of community members to enroll 
in the study. 

Since this is a program agreed by the National Governments, the survey used the existing local 
structures for sensitization and mobilization e.g. Chief Barazas and/or ward leaders/ sub-county 
chiefs as well as parish chiefs of the selected study areas.  

2.8 Study Population and Sampling Criteria  

The study population included mainly the stakeholders in the MERECEP program areas and 
LVEMP II sites. Additional inquiries were made to key informants at the local and national levels. 
Primary project beneficiaries (men and women aged 18 years and above) were the main target for 
this sampling exercise in addition to community structures (community leaders, FBOs, CBOs, 
Youth Groups), program implementers (Environmental and Health program), and partners (relevant 
government ministries,  district authorities, NGOs and CBOs) among others.   
 
Quantitative sampling targeting individuals and institutions was carried out and adopted the use of 
Lot Quality Assurance Sampling (LQAS)/Stratified sampling techniques. Criterion sampling 
techniques was used to select Key informants for interviews. Key informants included County 
Directors for Health, District Medical Officers, Reproductive Health Coordinators, Health Facility 
in-charges, Public Health Officers, District Environment officers, community development officers, 
District production officers and Divisions of Family Health wherever they existed in the target areas 
of the region.   
 
The existing health facilities were identified with their catchment populations to form the basis of 
health assessments and corresponding environmental issues and coping needs assessed in the 
catchment areas.  
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The survey interviewed a statistically significant number of households as indicated in Table 1 (1,050 
Households) and women of consenting age above 18 years to identify their Maternal, Child and 
Neonatal Health uptake using the 30 by 7cluster sample used to assess immunization coverage. The 
survey similarly obtained information on health and environment issues, environment conservation activities 
and development issues.  

Table 1: Cluster and household sampling 

Country Cluster No. of households sampled 

Kenya Trans-Nzoia county 210 
Uganda Kapchorwa and 105 
 Mbale districts 105 
Rwanda Rulindo and Bugesera  210 
Tanzania Simiyu (Itilima and Maswa) 210 
Burundi Bisoro and Nyarusange 210 

Total  10503 

The survey covered household income, environmental issues at households and landscape level; 
consumption expenditure, employment, education, fertility, reproductive health, child health, 
morbidities, Gender relations, and social capital. The collected detailed income data as well as the 
consumption expenditure was correlated to health behavior and status. 

Household sizes, fertility rate and contraceptive prevalence rate were correlated to the level of 
poverty. The household poverty level was measured in multidimensional domain incorporating four 
key dimensions of human Development; namely, knowledge, health, consumption expenditure and 
work/employment. The knowledge dimension includes two indicators; years of schooling for adult 
members (15 years and above) and the school enrolment status. A household is defined as 
educationally poor if it does not have any adult member with 5 years of schooling or any child in the 
school going age (6-14 years) has not enrolled in school. A household is considered as health poor if 
it has a child or adult death (<60 years) in last one year from the date of survey. A household is 
defined as consumption poor if the monthly per capita consumption expenditure falls below the 
official poverty line (as defined by the Ministries of Planning, of the Lake Victoria Basin States). This 
is similar to the classification of households living below poverty line.  

Similarly, a household is defined as poor in work and employment if the household is a laborer 
household (either agricultural or non-agricultural) or depends on allied agricultural activities such as 
vegetable vendors, petty shops, fish seller, firewood collection, tuition classes, etc. As part of the link 
between environment, health and population, data was collected and analyzed to establish the 
existing household environmental deprivations. These deprivations were measured using three 
household environmental indicators; the basic sanitation, cooking fuel and source of drinking water. 
Bivariate analysis was used to understand the differentials in household environmental deprivations 
by the dimensional poor. Following the analysis, the results were presented to illustrate differences 
and implications to PHE integration. 

                                                           
3 The sample size in the ideal 30 by 7 is 210 households per site, however this may vary due to different prevailing 
conditions, therefore this number may not always be constant, therefore whatever is within a variance of + or -5 is 
acceptable. 
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2.9 Data Collection Tools and Process  

Data collection tools included a quantitative survey tool – a questionnaire, Key Informant Interview 
guide, documentary review checklist, and participatory mapping. 

The questionnaire was designed in nine sections to capture issues such as the bio data of a 
respondent, Environment and socio-economic parameters at household level and the Health issues 
in the family. The detailed questionnaire is provided as an annex to this report but briefly the 
questions targeted Family planning availability and needs, environmental conservation 
experiences/needs, Health facilities and needs, Family sanitation experiences and needs, as well as 
reproductive services, maternal and child health needs and experiences. Guiding questions on 
thematic areas such as institutions, Family planning, maternal health, Child health, environment 
conservation needs and nutritional needs were designed for key informant interviews. 

2.10 Health Facility Mapping and Profiling  

Health facility mapping was carried out to assess the number of health facilities offering family 
planning, maternal and child health services and other reproductive health services. After the 
mapping of health facilities, sampling was done to collect the information on RH/FP/MNCH.  

Using questionnaires, information was recorded regarding health facility ownership, staffing levels 
(human resources), whether offering antenatal care, immunization, family planning, other 
reproductive health services such as screening for cancer of the cervix, facility conducting deliveries 
among other reproductive health services. This information was collected by interview of key 
informants such as Regional Ministry of Health heads, facility in-charges, and, service providers.  
Information was also obtained on availability of FP commodities, vaccinations and ability of service 
providers to offer the services. Hospital records were checked to verify the information provided. 

2.11 Organizational Mapping  

A mapping exercise was conducted to identify organizations in both; the Mt. Elgon Ecosystem and 
the LVEMP II project sites; concurrently implementing health and environmental conservation 
initiatives and document their potential to integrate PHE. A team comprising the core Assessment 
Team, Health Workers and community leaders, government health and environmental 
representatives, natural resource managers, and local Faith Based Organizations undertook this 
exercise. Similar to calling a public meeting, the Assessment Team organized a one day 
community/regional/district -mapping workshop to locate the health units implementing the Mt. 
Elgon Regional Ecosystem Conservation Program (MERECP) in Kenya and Uganda, and, the larger 
project areas in the lake basin region in Tanzania, Burundi and Rwanda (LVEMP II).   

2.12 Other Sources of Data 

The study team also obtained comparable quantitative and qualitative data through literature reviews 
of secondary sources of information and rapid simple surveys to establish the reality and perceptions 
of populations to the linkages of human numbers, health and environment parameters. The team 
identified, gathered and reviewed the relevant documentation including Population, Health and 
Environmental Policy documents and scrutinized their articulation on PHE inter-sectoral linkages. 
Demographic and Health Studies as well as evaluation and environmental assessment documents 
were also reviewed. Poverty assessment documents and existing policies on wealth generation and 
other published and non-published academic papers were sought to obtain the current status on 
PHE information. 
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2.13 Training Research Assistants  

Research assistants were trained in a central place for a period of three days to enable them review 
and understand how to operate the tools used in data collection. The purpose of the training was to 
ensure that the research team including consultants and research assistants had a common 
understanding of the basic principles of the exercise and its scope. Such principles included, they 
were not limited to interviewing skills, communication skills, and ethics of research involving human 
subjects, data quality management and Standard Operation Procedures during field work.   

2.14 Data Quality Assurance 

The team ensured that the entire research process was managed to meet the international standards 
of data quality assurance. Internal quality checks were put in place and implemented by the team 
leader and support consultants.  

2.15 Data Entry and Analysis  

Quantitative data was entered into CS PRO 5.0 datasheet. The final data was concatenated and 
exported to IBM SPSS version 19.0 for analysis. Data analysis was carried out using descriptive 
statistics including proportions. Inferential statistics were necessarily used.  
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3 FINDINGS OF THE STUDY  

3.1 Demographic Characteristics of the study population 

The demographic characteristics, including household size, the age distribution, sex ratio, education 
and household income are an important measure of factors relating to population, health,   
environment and development. In this study, the bulk of household characteristics, including some 
aspects of demographic parameters have been construed to be part of environment variables that 
actually affect health issues of the population. Age, literacy levels and religion have however been 
considered purely demographic characteristic and these are briefly described below with respect to 
the sampled areas. 

3.1.1 The age range of respondents 
The age range of respondents for all the sampled sites in the Lake Victoria basin areas of Kenya, 
Uganda, Tanzania, Burundi and Rwanda stands at 18 -76 years and above; as illustrated in table 2.  

Table 2: Average age of Respondents in years for the five countries in the Lake Bain region 

 

Country: 

KENYA UGANDA TANZANIA BURUNDI RWANDA 

 

(%) of 
Sampled 

 

(%) of 
Sampled 

 

(%) of 
Sampled 

 

(%) of 
Sampled 

 (%) of 
Sampled 

Average age of 
Respondents 

    
   

Age of 
Responde
nt in Years 

18- 25 10.7% 29.8% 16% 15% 12.8% 

26 - 35 31.8% 34.3% 33% 43% 35.3% 

36 - 45 25.2% 24.9% 29% 24% 26.1% 

46 - 55 19.2% 6.6% 13% 13% 14.2% 

56 - 65 9.8% 3.9% 6% 3% 8.7% 

66 - 75 2.3% 0.6% 2% 1% 1.8% 

76+ 0.9% .0 0 0 0.9% 

Among the sampled sites, the Mount Elgon region in Uganda has the highest percentage of those in 
adolescent and youth (29.8%) in the age group of 18-25; and Trans-Nzoia in Kenya has the lowest 
(10.7%).  The Uganda site thus has twice as many youth in the Lake Victoria basin as the Kenyan 
area. This is a key aspect to consider when planning for health interventions because this age range 
is one of the very active age groups in relation to health and potential environment degradation if 
there are minimal employment opportunities. While the five country sites have between 31%-43% 
of their lake basin population being between 26-35 years, another active population, the Burundi 
sites have the highest percentage of that group (43%) and Kenya site has the lowest (31.8%).  
Regarding, the 36-45 year age group, the Tanzania Simiyu region with 29% is leading, followed by 
Rwanda’s Rulindo/Bugesera areas with 26.1%, Kenya’s Tran-Nzoia with 25.2%, Uganda’s Mt. 
Elgon- 24.9%, and Burundi’s Bisoro and Nyarusangye communes with 24%. This means that the 
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Uganda and Burundi sites have a significant number of sexually active persons in the most active 
reproductive age groups. This is an indicator of the need for strong reproductive health services in 
the Lake Victoria basin for these two countries.  Uganda especially needs to take special caution 
because, by this data, close to 65% of its basin population are young people between 18-35 years; 
and given the history of the HIV/AIDS epicenter on the Lake Victoria shores in Rakai district, it is 
important to raise a red flag. 

In terms of environment management, this is also an issue to analyze because the most active 
population is seeking for employment and aggressively looking for income generation sources is this 
same age group. The economies of the five countries are based on natural resources as the capital 
base. With limited employment opportunities in the formal sector (refer to table 22 for the current 
primary sources of income) , tendencies towards charcoal burning, illegal fishing and brick making 
present themselves as the available sources of quick income to manage household social obligations 
and maintain  livelihoods. It is thus interesting to start from the status of the population strata to 
evaluate the relationship between population, health issues and the environment parameters in the 
Lake Victoria basin focusing on the household variables such as literacy, household sizes, sanitation 
levels, available perceived wealth by the households, awareness levels on both health and 
environment and reproductive health. Section 4.6 of this chapter four examines these relationships 
with a view to recommend a possible course of action for the partner states. 

 The Literacy situation in the study areas 

Results in this study show that the attainment of primary education among respondents was 87% for 
the sampled sites in Burundi, 82% for Tanzania sites and 77% for the Rwanda areas, 65% and 68% 
for Kenya and Uganda sites respectively. It is evident that a significant number of these households 
have been exposed to primary education, however at this time and age the desire is universal primary 
education and therefore 35% (Kenya sites), 32% (Uganda sites), 23% (Rwanda sites) 18% (Tanzania 
sites) and 13% (Burundi sites), of these respondents would be classified as educationally poor.  

Table 3:  Levels of Education in the study areas 

  
Nursery/ 

Kindergarten Primary 
Post-Primary/ 

Vocational 
Secondary/ 

A level 

College 
(Middle 
Level) University 

Burundi 1% 87% 0 10% 2% 0 

Kenya 2% 65% 5% 26% 3% 1% 

Rwanda 1% 77% 6% 15% 1% 2% 

Tanzania 0% 82% 1% 15% 2% 0% 

Uganda 0% 68% 0% 25% 4% 2% 
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Table 3 shows the levels of education that respondents had ever attained with in the sample sites in 
the five countries as a proportion of respondents who answered the administered questionnaire.  
Comparing Table 3 to the Table 2, it is noted that the young population in the Lake Victoria basin 
needs to be going to school more than is currently happening. From this data, it appears that there 
may be a high school dropout rate.  From the 87% who attain primary education in the Burundi 
sampled area for example, we notice only 10% attain secondary education; however this should be 
interpreted with caution because of differentials in age, changing times and social, political and 
economic environment.   

As earlier described key, dimensions of human Development such as knowledge, health, 
consumption expenditure and work/employment can be used to measure the status of a population. 
The knowledge dimension includes two indicators; years of schooling for adult members (15 years 
and above) and the school enrolment status. A household is defined as educationally poor if it does 
not have any adult member with 5 years of schooling or any child in the school going age (6-14 
years) has not enrolled in school.  This study was undertaken in the countryside and one sees a 
remarkable lack of university education in the rural setting particularly in two of the five country 
sampled areas namely Burundi and Tanzanian sites. This may not be surprising especially if the ratio 
of graduates to the entire population is low, as most graduates tend to be concentrated in major 
towns. Education was particularly of interest if it determines the socioeconomic and health status of 
its members. The level of education, determines compliance to, family planning, sexuality and 
practice, health, and general welfare of the household.  

3.1.2 Religion of Respondents in the Sampled areas 
Religious orientation is an important influence in some aspects of health e.g. the Catholic Church 
does not support modern contraceptive commodities and practices such as hormonal or surgical 
interventions. Table 4 gives a glimpse of religion in the sampled sites of the five countries. It is 
interesting to note that there is no body in the Mt. Elgon Districts of Mbale and Kapchorwa in 
Uganda who says that he/she has no religion, and, the highest number of respondents with no 
religion is in the Itilima and Maswa Districts in the Simiyu region of Tanzania.  

Table 4: Distribution of religion of respondents 

  
Roman 
Catholic  Protestant  Muslim  Traditionalist  

Other 

Christian4  
No 

Religion  

Burundi 63.7% 34.0% 0.0% 0.5% 0.0% 1.9% 

Kenya 24.4% 52.6% 0.0% 0.5% 21.6% 0.9% 

Rwanda 46.8% 34.9% 3.7% 0.0% 14.7% 0.0% 

Tanzania 37.9% 11.8% 2.4% 1.9% 17.1% 28.9% 

Uganda 35.2% 39.3% 19.6% 0.0% 5.9% 0.0% 
 

The table 4 can clearly be visualized in the Figure 3 and indicates that the majority of the 
respondents in all the sample sites in the five countries were Christians (Catholics and Protestants). 
Muslims and “other” religions are relatively fewer in each of the Lake Victoria basin sampled areas 
in the five East Africa partner countries except in Uganda where Muslims form a big percentage in 
the Lake basin population. 

                                                           
4 Other Christians refer to the non-mainstream Christian denominations like Catholics and Protestants, these are 
mainly   Evangelical/Charismatic churches 
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Figure 3:  Various religious affiliations of the respondents in the five countries 

These demographic parameters offer a good starting point to assess the PHE relationships in an area 
and while discussions in the next sections present the finding by objectives, a lot of discussion is 
devoted to linking them to demographic variables at household level and aggregated to relate to the 
entire community at local, national and basin wide levels.   

 

 

 

 

 

 

 

 

 

 



32 

3.2 Mapping of PHE implementing Organizations In The Project Areas 

In order to effectively and rapidly achieve integration, synergy and harmony in the implementation 
of the Population, Health and the Environment interventions, partnerships among the different 
players and interest groups is encouraged and is the long term goal of the LVBC PHE and  the  
related conservation  projects. In this baseline study, a mapping exercise was conducted to identify 
organizations in the Lake Victoria Basin implementing health and environmental conservation 
initiatives and the study attempted to document their potential to integrate PHE. 
 
Both Governmental and Non-Governmental organizations in the project areas were identified and 
studied for  their role and extent of integration in the PHE activities in the designated project areas 
in the Kenyan, Tanzania, Rwanda, Burundi and Ugandan sampled areas. 

 
A total of twelve organizations were interviewed, two were Population related and includes the 
office of the president in the Kenyan site, three were health focused and seven environment related 
organizations which included forestry and wildlife sectors. 

 
The specific features documented included, the organizations mandate, program objectives, 
achievements to date and linkages between health and environment and health and wildlife. A 
description of the Geographical operational scope and impact, and targeted beneficiaries and 
challenges faced were documented as well. 

 
For the five Lake Victoria basin commission countries of Kenya, Uganda, Burundi, Tanzania and 
Rwanda the specific agencies identified in the sampled areas included the Kenya wildlife services, the 
Ministry of environment and environmental management authorities in all the five countries, health 
and the President’s office (specifically in the Kenya site), Lake Victoria Environmental management 
program (LVEMP II, MEEATU), Forestry and Agro forestry initiatives, District councils and 
related organizations. Out of the twelve organizations interviewed, ten which forms the majority, 
were all Governmental agencies only two were NGOs. The mapping information was obtained 
through key informant interviews with persons in these organizations, a comprehensive table on 
organization mapping has been provided as the annex 1 to this report. Below is summary findings of 
organization mapping in the study sites of the five countries. 

LVEMP II, a Basin-Wide Strategy used by the LVBC for Sustainable Land Management in the Lake 
Victoria Basin, has been involved in land management through application of best land management 
practices. Its impact has however been slow due to a multiplicity of factors including uncoordinated 
approaches used and low adoption of the best land management practices. One of its major 
outcomes was to halt the declining quality of Lake Victoria waters caused by increasing population 
growth and its adversities, rapid environmental degradation and continuous pollution and declining 
health standards with associated poverty. 

The Kenya wildlife service’s mandate is to conserve wildlife for the present and future gain to mankind. 
Its objectives are to minimize human-wildlife conflict and encourage harmony between the two for 
the purposes of preservation and ecological integrity. Human wildlife conflict often results in the 
wanton destruction of wildlife and their habitat. Protection and containment of the wildlife in a 
protected and secure environment is an important step in conservation alongside community 
education and guaranteeing communities from the returns and profits from wildlife i.e. for 
communities to participate in the conservation process, they must perceive and receive genuine 
benefits from wildlife and forest resources as a factor of value chain addition to their lives. The 
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achievements of KWS to date include the provision of 17 kilometer fencing of the wildlife reserve, 
achieving an intact forest and providing tapped water to communities. The provision of wholesome tapped 
water is an interface of the wildlife agency contributing to health. The beneficiaries are the local community 
members who gained on employment, schools constructed within the project, provided water to 
communities, contributed to the construction of  health facilities particularly dispensaries, sponsored 
infrastructure projects, grading of rural access roads and the employment of  tour guides from the 
community. Collectively, these interventions contribute to poverty alleviation and hence food 
security which positively contribute to health and well-being. The planned future activities includes 
encouraging the stakeholders to venture into creating and managing  wildlife sanctuaries, working  
with the National Environment Management Authority (NEMA) and environmental conservation 
organizations to preserve and conserve the environment for posterity. 

 
The mandate of the Ministry of Environment through its agencies like the National Environment 
Management Agency (NEMA), the Kenya Forestry Service  is to ensure environmental conservation 
and management, the objective is to manage, protect and conserve the environment, through 
minimization of pollution, enhancing forest cover through programs like promotion of tree planting 
at agency and community level and in schools, promotion of sanitary waste disposal including 
human waste, industrial waste and domestic garbage.  
 
Major achievements include the reclamation of 7000 hectares of forest land, which included the 
repair of degraded forests, reduction of forest destruction, incorporation of forest communities in 
forest protection initiatives, the control of bush fires and initiation of projects to improve 
livelihoods through income and food security. 

 
The beneficiaries include; schools, communities and business, specifically targeted communities 
include the forest communities, the county itself, and the country as a whole, the Mount Elgon 
ecosystem, Kenya wildlife services and the food industries.  

 
The Forest and Environmental agencies’ planned activities include; further tree planting, acquisition 
and development of space for sewage disposal, local manpower development and mobilization of 
additional finances for their activities. Major activities ahead, include the planned signing of a 
performance contract to plant 800 hectares of forest (for Kenya), promotion of growing seedlings at 
community level as a means of IGA, continued protection of forests, enhanced sensitization of 
farmers on importance of forests and sustainable development and educating institutions on forest 
environment and sustainable development. 
 
 To fulfill the intention for PHE integration, other planned wildlife, environment and health activities include, 
protection of water catchment areas, reforestation through acceleration of trees planting, conserving the use of fuel wood 
through improved energy saving cooking stoves and integration of population control activities within their programs. 
The population control activities include community education and provision of contraceptives through the existing 
health systems. 
 
Three non-governmental environment and agricultural agencies working in the basin in the Uganda and 
Rwanda sampled areas had the following mandate; to support farmers in East Africa to achieve 
sustainable land management and increased agricultural productivity. One of their objectives was to 
support farmers to plant trees alongside food crops, the notion of Agro-forestry. 
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The agencies’ achievements to date have been the restoration of trees back to farmlands, land use 
change monitoring, demarcation of farms and supporting farmers groups to achieve sustainability. 
The NGO project targets farmers and schools. This agency has a link to the Lake Victoria basin 
commission, the UN food and agriculture organization, Kenya scout movement and Kenya rural 
SACCOS savings and credit union. 
The organizations planned activities which routinely undergo annual revisions is to further develop 
agro forestry, environment and contribute to improving climate change, improve household farming 
and promote agribusiness. The environment, agro forestry and agricultural programs incorporate 
health, social and population activities, specifically HIVAIDS, promotion of contraceptives, gender, 
youth and children. This project illustrates linkages and integration of health, population and 
environment activities. 
 

The main organization providing health and related activities in Kenya, Burundi, Rwanda, Tanzania and 
Uganda sites is the Governments through the Ministries of Health and the Ministries responsible for 
Environment and, in most instances, faith based organizations. The mandate of the health sector in all 
the countries remains to provide comprehensive, accessible, quality and affordable health care. The 
objective is to reduce and maintain optimal health by reducing the incidences of communicable and 
non-communicable diseases: prevent mortalities and morbidities due to vaccine preventable diseases 
and to ensure safety in pregnancy, delivery, perinatal and postpartum period. The health sector 
achievements so far have been improved access to health care, increase demand for health care 
services and support from communities in the catchment areas had risen. The target group includes 
the general public, the community units and the ministry of health. The health sector and 
environment sector links include Faith based organizations (FBOs), community based organizations 
(CBOs), NGOs and the communities themselves. 

In order to improve service delivery, the health sector plans include improving logistics 
management, infrastructure improvement, training of community health units and enhanced health 
promotion activities. Additional plans would include training of health workers on nutrition, 
community outreach strategies, implementing basic and comprehensive essential obstetric care, 
health promotion and strengthening supportive supervision and preparing the strategic plan for 
2014:2015. As an element for PHE integration, the planned wildlife and environmental activities includes the 
training of community wild life officers and community health officers on population and health issues. A detailed 
table indicating the sampled institutions is presented in Annex 1 to this report. 

 

 

 

 

 

 

 

 



35 

3.3 Mapping of Health Service Delivery Points in Selected Catchment 
Populations 

A specific objective of this study was to map health service delivery centers in the sampled areas. 
This is a mapping of the governmental and non-governmental health service providers and service 
delivery points available in the selected catchments in the Lake Victoria basin commission project 
areas in  Kenya, Uganda, Burundi, Rwanda and Tanzania.  

 
The mapping exercise carried out  for the health facilities identified a total of 21 health facilities in 
the project areas that were sampled: 5 health facilities were identified in the Trans-Nzoia county in 
Kenya, 4 in the Mt. Elgon region (Mbale and Kapchorwa districts) in Uganda, 4 in Simiyu region 
(Itilima and Maswa districts) in Tanzania, 4 in Bisoro and Nyarusange communes in Burundi, and, 4 
in Bugesera and Rulindo districts in Rwanda; all Government owned. In Trans-Nzoia county in 
Kenya the only health center is Gitwamba, the rest four, Cheptanta, Kitum, Lohome community 
and Mt. Elgon north are dispensaries. In  Mbale and Kapchorwa districts in Uganda all the four 
facilities identified in the sampled areas namely; Chebonet, Bundawale, Kabeywa and Wanale were 
health centers. In the Simiyu region in Tanzania, the health facilities;  Dodoma, Marita, and Sawida 
are Dispensaries,  and, Nkoma is a health centre.  The Burundi sampled area in Bisoro and 
Nyarusange communes had two Provincial General Hospitals namely; Bisoro clinic and Hospital de 
gitega. The remaining three Kariba taba, Nyarusange and Budwale health units are health centers. 
Lastly in Rwanda there was Rulindo Hospital which acts as a District and also a National Hospital, 
the remaining three, Mbogo,  Rurenge and Kinini are health Centres. 

 
The services provided included preventive health care, i.e. immunization, FP, growth monitoring 
and nutritional counseling, and, curative care directed to common ailments. They also participated in 
the referral of complicated and difficult cases to higher levels of  health care. The health facilities 
also had Public health outreach services. The manpower availability and distribution was 
documented in all the 21 health facilities. Table 5 shows this distribution. 
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Table 5: Health manpower distribution in the health facilities in the selected areas  

 Facility name No. Of service providers 

Kenya (Trans-Nzoia 
county) 

Cheptantan dispensary 1 

Gitwamba hc 5 

Kitum dispensary 5 

Lohome community dispensary 5 

Mt.elgon n.park disp. 4 

   

Uganda 
(Mbale/Kapchorwa 
districts) 

Budwale health facility 14 

Chebonet 16 

Kabeywa healthy center 10 

Wanale health centre 10 

   

Tanzania (Simiyu 
region-Itilima and 
Maswa districts) 

Dodoma dispensary 2 

Marita dispensary 4 

Nkoma health centre 12 

Sawida dispensary 2 

   

Burundi (Bisoro and 
Nyarusange 
Communes) 

Bisoro clinic 23 

Hopital de gitega 4 

Kariba taba 1 

Nyarusange health centre 214 

   

Rwanda (Bugesera 
and Rulindo 
districts) 

Rurenge Health center 12 

Kinini health center 2 

Mbogo Health center 3 

Rulindo hospital 10 

Table 6: Health facility infrastructure assessment in the sampled areas of the Lake Victoria Basin commission 
countries 

 Item of 
Infrastructural 

assessment 

Conditions 

  Satisfactory Non satisfactory 

1 Water 
reticulation 

The Health facilities are not adequately provided 
for. 

 

2 Water sources Most facilities have piped water in the sampled 
areas in Kenya, Uganda and Rwanda 

In Trans Nzoia county in Kenya, one 
Lohome Community dispensary indicated 
they have severe problems. In Kapchorwa 
district in Uganda Chebonet HC indicated 
that they have water problems. All the 
identified health facilities in Bisoro and 
Nyarusange communes in Burundi do not 
have piped water; they depend on rain and 
spring water only. The situation is bad. 
This includes the two Provincial General 
Hospitals, Bisoro clinic and Hospital de 
gitega. The three health centers Kariba 
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taba, Nyarusange and Budwale health 
facility. In Itilima and Maswa districts in 
Tanzania all the four health facilities have 
no piped water. They depend on rain 
harvesting and spring water. In Rwanda 
Rulindo hospital depends on rain 
harvesting and stagnant water. 

3 Cooking 
facilities 

In  Trans Nzoia county in Kenya the four 
facilities use both firewood and gas. In  Mbale 
and Kapchorwa districts in Uganda all the 
facilities identified indicated that they use 
firewood. In Burundi (Bisoro and Nyarusange 
communes) the two health facilities which cook 
Kariba Taba and Nyarusange use Firewood. In 
Tanzania (Itilima and Maswa districts) there is no 
cooking in the health facilities visited. In Rwanda 
the Rulindo National Hospital uses electricity, 
Kinini Health center uses firewood and Rulindo 
health center uses improved cooking stove. 

Cheptatan Dispensary in Tran Nzoia 
county in Kenya indicated that they do 
not cook. 

4 Appropriateness 
of cooking 
areas 

In Trans Nzoia county in Kenya all the facilities 
have centralized cooking areas. In  Kapchorwa 
district in Uganda Chebonet has centralized 
cooking area while Wanale HC in Mbale district, 
cooking is scattered. In the identified health 
facilities in Simiyu region in Tanzania there is no 
cooking. In the Bisoro and Nyarusange 
communes in Burundi only Kariba has a 
centralized cooking area. In the sampled areas in 
Rulindo and Bugesera districts in Rwanda two 
facilities Rulindo and Kanini health centers have 
centralized cooking areas. 

 

5 Medical waste 
disposal 

In Trans-Nzoia county in Kenya Mt Elgon  
Dispensary, Lohome Disp and Gitwamba HC 
have incinerators thus use them for waste 
disposal. Cheptantan burn their waste within the 
compound. Kitum take all their medical waste to 
the district hospital. In the Uganda  sampled sites 
in Mbale and Kapchorwa districts, all facilities 
burn their medical waste within the health facility 
compound. The practice in Itilima and Maswa 
districts in Tanzania,  Bisoro and Nyarusange 
communes in Burundi, and, Rulindo and 
Bugesera districts in  Rwanda are similar to Kenya 
and Uganda. They all practice safe medical waste 
disposal using incineration and burning and 
burying.  

 

6 Hygiene and 
Infection 
control in the 
facility 

All facilities in the sampled areas in Tanzania, 
Burundi, Rwanda, Uganda and Kenya  indicated 
that they used standard infection control 
procedures for all activities in the health 
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institutions, disinfectants, washing with soap and 
water final disinfection and other infection 
control procedures  

7 Facility 
ventilation and 
air conditioning 

In Rwanda all the facilities identified in the 
sampled areas have good ventilation. In  the 
Trans Nzoia county in Kenya all the facilities 
inspected were found to have good ventilation 
and air conditioning. 

In Uganda, chebonet and Kabeywa facilities in the 
sampled areas of Mt. Elgon districts of Mbale and 
Kapchorwa reported satisfactory ventilation. 

In  Bisoro and Nyarusange communes in 
Burundi, Hospital de Gitenga and Bosoro health 
facility had poor ventilation and in  Simiyu region 
of Tanzania Sawida dispensary had poor 
ventilation 

In Uganda Wanale reported that 
ventilation was not satisfactory 

8 Participation in 
environmental 
conservation 
program 

In the TranNzoia county in Kenya, Gitwamba 
and Kitum have participated in tree planting 

In the sampled areas of the Mt. Elgon region in 
Uganda all the health facilities have participated in 
tree planting 

In the Simiyu region in Tanzania, there is 
participation in improved cooking stoves through 
Jiko sanifu  

In Bisoro clinic in Burundi, in there is 
involvement in tree planting and waste disposal. 

In  TransNzoia county in Kenya, three 
facilities including Cheptantan, Lohome 
and Mt. Elgon dispensary do not 
participate in environmental programs 

9 cleanliness of 
the health 
facility 
environment 
and its 
challenges, 

 

 Challenges in Trans Nzoia county in 
Kenya includes; grazing animals which 
destroy trees, water shortage for the 
planted trees and shortage of finances. 
Baboons  also destroy the trees. 

Challenges in the Mt. Elgon areas in 
Uganda include lack of adequate 
personnel to clean the compounds within 
the health facilities and financial 
constraints  
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3.4 Determination of Reproductive Health Indicators  

A specific objective two in this study was the need to determine the current FP coverage, FP unmet 
needs, in the selected communities in the Lake Victoria basin. These are reproductive health 
indicators in any specific population.  As a component of Population and health studies, the 
determination of the baseline reproductive health indicators will form a benchmark for monitoring 
progress of the relevant interventions. A selection of these indicators include current FP coverage, 
knowledge on Family Planning, Current use of Family Planning, Reasons for not using family 
planning and contraceptive prevalence rate, FP unmet need, and proxy indicators of child Mortality 
Rate was established. It was desirable to determine the Maternal Mortality Ratio in the selected  
sample communities; however the sample size was too small. 

3.4.1 Family Planning Coverage (FP prevalence rate) Knowledge on Family Planning 

The study sought to establish the respondents’ knowledge and awareness on various family planning 
methods; table 7 and 8 shows the aggregate and sex based distribution among males and females in 
the lected study sites namely in Bisoro and Nyabarongo communes in Burundi, Trans-Nzoia in 
Kenya, Bugesera and Rulindo in Rwanda, Simiyu region (Itilima and Maswa districts) in Tanzania 
and the Mt. Elgon region (Mbale and Kapchorwa districts) in Uganda respectively. The knowledge 
distributions of the various family planning methods are as follows; 

Table 7: Respondents Aggregated Knowledge on Family planning in the surveyed areas; 

  BURUNDI KENYA RWANDA TANZANIA UGANDA 

Female Sterilization 18% 36% 11% 24% 32% 

Male Sterilization 14% 34% 12% 20% 32% 

Pill 67% 84% 69% 43% 72% 

 IUD 55% 38% 22% 22% 36% 

 Injections 69% 89% 67% 46% 77% 

 Implants/Norplant 69% 59% 28% 36% 54% 

Condom 40% 85% 54% 45% 68% 

Cycle Beads 20% 24% 20% 9% 21% 

Rhythm or Natural Methods 20% 38% 15% 11% 24% 

Withdrawal 15% 35% 9% 13% 30% 

Emergency Contraception 11% 23% 3% 15% 19% 

 



40 

Table 8: Male and Female respondents’ knowledge on Family planning methods 

  BURUNDI KENYA RWANDA TANZANIA UGANDA 

 Male Female Male Female Male Female Male Female Male Female 

Female Sterilization 16.4% 18.2% 29.3% 40.5% 11% 11% 20.3% 28% 27.4% 35% 

Male Sterilization 17.9% 12.2% 29.3% 37.4% 11.7% 12.3% 18.6% 22.6% 28.4% 34.1% 

Pill 53.7% 72.3% 79.3% 86.3% 66.2% 75.3% 38.1% 48.4% 66.3% 75.6% 

 IUD 43.3% 60.1% 24.4% 45.8% 17.2% 31.5% 21.2% 23.7% 26.3% 43.9% 

 Injections 58.2% 73.6% 85.4% 90.8% 64.8% 69.9% 39.3% 53.8% 70.5% 81.3% 

 Implants/Norplant 56.7% 75% 43.9% 67.9% 28.3% 28.8% 29.1% 44.1% 53.7% 54.5% 

Condom 46.3% 37.2% 92.7% 80.9% 59.3% 43.8% 48.3% 39.8% 73.7% 64.2% 

Cycle Beads 14.9% 21.6% 19.5% 26% 13.8% 31.5% 9.4% 7.5% 16.8% 24.4% 

Rhythm or Natural 
Methods 

23.9% 17.6% 45.1% 33.6% 14.5% 16.4% 13.6% 8.6% 21.1% 26.8% 

Withdrawal 19.4% 13.5% 45.1% 29% 10.3% 6.8% 16.2% 8.6% 27.4% 31.7% 

Emergency 
Contraception 

14.9% 9.5% 18.3% 25.2% 2.1% 4.1% 11.1% 19.4% 13.7% 23.6% 

  

Awareness on the short term and reversible family planning methods, the Injectables, pills and 
condoms are high and consistent with the national level Kenyan, Ugandan, Rwanda and Burundi. 
Demographic and health surveys, the Tanzania sampled sites in Simiyu region however register the 
lowest values. For the Kenya sampled area, Injectables (85% male and 90% female), pills (79% male 
and 86% female) and condoms (92% male and 80% female). For the Uganda Mt. Elgon districts of 
Mbale and Kapchorwa the results are:  Injectables (64% male and 79% female), pills (63% male and 
71% female) and condoms (68% male and 58% female). For Bisoro and Nyarusange communes in 
Burundi, Injectables (58.2% male and 73.6% female), pills (53.7% male and 72.3% female) and 
condoms ( 46.3% male and 37.2% female). For Rulindo and Bugesera districts in Rwanda;  
Injectables ( 64.8% male and 69.9% female), pills (66.2% male and 75.3% female) and condoms ( 
59.3% male and 43.8% female). Lastly for Maswa and Itilima districts in Tanzania; Injectables 
(39.3% male and 53.8% female), pills (38.1% male and 48.4% female) and condoms (48.3% male 
and 39.8% female). In the Lake Victoria basin areas implementing the PHE program, the Tanzania 
sampled areas registered the lowest knowledge levels of Family planning methods.  
 
The Permanent, long term and Natural methods are also well known with the knowledge 
distribution lowest in the Rwanda and Tanzania sampled sites at 28% and 36% respectively for 
implants and highest in Burundi, Kenya and Uganda sampled areas at 69%, 59% and 54% 
respectively. 

The study shows that in all the areas of the five Countries of the LVBC project where this survey 
was carried out, health institutions are the predominant sources of family planning methods, 
hospitals being the leading institutions, followed by health centers and dispensaries in that order.  

As shown in figure 4, the results show that at the time of the survey 7.6%, and 9.6% of women 
respondents were found to be pregnant in the sampled areas of Trans Nzoia county in Kenya and 
Mt. Elgon (Mbale and Kapchorwa districts) in Uganda respectively, Bisoro and Nyarusange 
communes in Burundi at 12.2%, Rulindo and Bugesera districts in Rwanda at 6.8% and in Simiyu 
region (Itilima and Maswa districts) in Tanzania at 8.6%. This is higher than the normally quoted 
rate of 3.5% expected proportion of pregnant women in any given population (WHO). The sampled 
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sites in the respective countries therefore give an impression of high fertility and there is an urgent 
need for more effective use of family planning methods. 

 

Figure 4: Currently pregnant women in the surveyed project areas 

3.4.2 Current use of Contraceptives (CPR) 
The current usage of contraceptives in TransNzoia in Kenya, in Bisoro and Nyarusange communes 
in Burundi, in Rulindo and Bugesera Districts in Rwanda, in Maswa and Itilima districts in Tanzania, 
and, in Mbale and Kapchorwa districts in Uganda were investigated in both males and females to 
establish the current family planning status. Figure 5 provides the situation in the sampled areas. 
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Figure 5: Proportion of respondents currently using family planning (CPR) 

The contraceptive prevalence rate in the sampled sites in project areas for Kenya’s TransNzoia 
county (at 39%), in Uganda’s Mbale and Kapchorwa districts (at 50%), Burundi’s Bisoro and 
Nyarusange communes (at 33%), in Rwanda’s Rulindo and Bugesera districts (37%), and,  in 
Tanzania’s Maswa and Itilima districts (at 6.9%) among women in reproductive age as the reference 
point is lower than the national average of Kenya -46%, Burundi - 48.4%, Tanzania - 28% and 
higher than national average for Uganda - 48%. Because the sites for data collection are in rural 
areas, this lower average figure is expected. The National CPR for Kenya and Uganda currently 
stands at 46% and 42% respectively (KDHS 2012, UDHS 2012), which in the case of Kenya is 
higher and in Uganda, lower than the MERECEP region and is the same for other three countries of 
the Lake Basin Region.  

Table 9 shows the study findings on the current use of the specific types of contraceptives in each of 
the sampled sites of the PHE project areas in the five Lake basin Countries. The majority of 
respondents and their partners reported using injectable contraceptives; 72% in TransNzoia County 
in Kenya, 60% in the areas of Mbale and Kapchorwa districts in Uganda, 52%  in Rulindo and 
Bugesera districts in Rwanda, 38%  in the Itilima and Maswa districts in Tanzania and 20%  in 
Bisoro and Nyarusange communes in Burundi. The national average for injectables in Kenya, is 
14.8%, Pills (4.7%) Implants (1.3%) and for Uganda injectables is 14.1%, Pills 2.9% and implants 
1.9%. This is indicating a higher usage rate in the project areas than at the country level in the 
region.  
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Table 9: Methods of contraception currently being used by respondents or their partners 

  BURUNDI KENYA RWANDA TANZANIA UGANDA 

Norplant 32% 2% 3% 22% 15% 

Injections 20% 72% 52% 38% 60% 

Pill 14% 5% 25% 6% 10% 

IUD 5% 0% 2% 0% 1% 

Barrier Method/Diaphragm 1% 0% 0% 3% 0% 

Condom 3% 8% 10% 21% 6% 

Tubal Ligation 0% 4% 0% 2% 2% 

Vasectomy 0% 0% 0% 2% 0% 

Rhythm 1% 0% 1% 5% 0% 

Abstinence 16% 4% 6% 2% 4% 

Withdrawal 0% 4% 1% 0% 0% 

Standard Days Methods 0% 1% 2% 0% 1% 

Other 7% 1% 0% 0% 3% 

Note: Multiple responses  

Among the respondents interviewed in Bisoro and Nyarusange communes in Burundi, TransNzoia 
County in Kenya, Rulindo and Bugesera districts in Rwanda, Itilima and Maswa districts in Tanzania 
and the Mbale/Kapchorwa districts in Uganda respectively at; 50%, 40.0%, 43.90%, 36.50%, and 
46.40%. Meanwhile respondents were found to be first time users of contraceptives at 54.10% in the 
sampled areas of Burundi and of Kenya; at 41.20%; in the sampled areas of Rwanda; at 41.30% in 
Itilima and Maswa districts in Tanzania and, 59.10% in Uganda started the method of choice within 
the past 12 months (Table 10).  

Table 10: Time of initiation of usage of contraceptives 

  BURUNDI KENYA RWANDA TANZANIA UGANDA 

Is this the first time you have 
ever used a method to delay 
or avoid pregnancy?  

50% 40% 43.90% 36.50% 46.40% 

Did you start this method 
within the past 12 months? 

54.10% 54.10% 41.20% 41.30% 59.10% 

 

3.4.3 Reasons for not using Contraceptives 
The need for more children, infrequent sex, the absence of spouses, breastfeeding and current 
pregnancy, bad experience and fear of side effects, were among the reasons given by respondents for 
them not choosing and using a contraceptive method. The data shows that in the surveyed areas in 
Kenya, Tanzania and Uganda, the need for more children and infrequent sex forms the main reason 
for not using contraceptives.  

3.4.4 Unmet need - Contraceptive availability in the Health facilities 
The health facility review established the availability of contraceptives as a measure of knowing the 
contraceptive commodity security. A 12 month period contraceptive use data was collected from the 
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health facilities listed is section 4.3. The following contraceptives were available; IUD, Pills, 
Injections, implants, condoms, spermicides, diaphragm, Tubal ligation and vasectomy. The numbers 
are varied as seen in table 11 below. From the health facility figures as expected, condoms register 
the highest usage rate followed by injectable contraceptives, followed by implants in the third place 
and pills being ranked fourth. An unusual and visible return is on tubal ligation and vasectomy 
which were 24 and 32 respectively in Kabeywa health center in the Mt. Elgon region of Uganda. 

Table 11: Health facility returns on contraceptive use in health facilities in the sampled areas of Burundi, 
Kenya, Rwanda, Tanzania and Uganda 

Facility Name Country IUD Pills Implants Injec. Condoms Spermi. Diaphgr. Tubal Lig. Vasect. 

MT.ELGON 
N.PARK DISP.       Kenya 12 60 36 720 36 0 0 0 0 
KITUM 
DISPENSARY            Kenya 0 47 16 2212 0 0 0 0 0 
GITWAMBA 
HEALTH 
CENTRE      Kenya 0 60 24 1412 10200 0 0 0 0 

CHEPTANTAN 
DISPENSARY       Kenya 0 3 60 720 12000 0 0 0 0 
LOHOME 
COMMUNITY 
DISPENSARY Kenya 0 39 10 500 530 0 0 0 0 
WANALE 
HEALTH 
CENTRE FOUR   Uganda 5 20 10 40 5 0 0 0 0 
KABEYWA 
HEALTHY 
CENTER Uganda 0 240 384 600 18000 0 0 24 32 

CHEBONET                    Uganda 12 240 120 360 180 0 0 0 0 
DODOMA 
DISPENSARY 

Tanzania 0 130 21 372 879 0 0 0 0 
MARITA 
DISPENSARY 

Tanzania 

52 42 96 217 10 0 0 0 0 
NKOMA 
HEALTH 
CENTRE 

Tanzania 

0 300 120 420 600 0 0 0 0 
SAWIDA 
DISPENSARY 

Tanzania 

0 30 0 240 0 0 0 0 0 
BISORO 
CLINIC 

Burundi 5 4 17 4 7 0 0 0 0 
HOSPITAL DE 
GITEGA 

Burundi 5 10 4 13 100 0 0 0 0 
KARIBA TABA 

Burundi 28 124 100 180 12 0 0 0 0 
NYARUSANGE 
HEALTH Burundi 50 114 300 60 40 0 0 0 0 
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CENTRE 

HC 
Rwanda 5 5 6 6 6 7 6 6 6 

KININI 
HEALTH 
CENTRE 

Rwanda 

10 0 4 5 56 0 0 0 0 
MBOGO Rwanda 

2 588 0 14 48 56 55 56 56 
RULINDO 
HOPITAL 

Rwanda 

56 720 60 240 678 5 1 0 12 
 

3.4.5 Unmet need - Availability of STI related services 
As a key factor in the management of sexual and reproductive health, easy access, availability, 
functionality and adequately organized sexually transmitted infections treatment and control (STI), 
services must be in place. Respondents were asked the ease of access to these services, figure 6 gives 
the availability of STI services in the study areas. At 89% Rwanda’s Rulindo and Bugesera districts 
had the highest response registering an unmet need of only 11%. This was followed by Mbale & 
Kapchorwa districts in Uganda at a distant 58%, and Kenya’s TransNzoia County being in third 
place at 57%, fourth is Burundi’s Bisoro & Nyarusange communes at 51% and lastly the two 
districts of Itilima & Maswa in the Simiyu region of Tanzania at 40% thus registering an unmet need 
of 60%. 

 

Figure 6:  Ease of availability of STI services in the survey area  

3.4.6 Unmet need - Youth and adults access to STI to the available STI services 
The respondents were asked whether the youth and adults have access to STI services, the 
affirmative responses ranged from 40% in Simiyu region (Itilima & Maswa districts) in Tanzania to 
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87% in Rulindo & Bugesera districts in Rwanda for both the sexes as illustrated in figure 7. It is 
notable that in TransNzoia County in Kenya, Mbale & Kapchorwa districts in Uganda, and, Bisoro 
& Nyarusange communes in Burundi rank second, third and fourth respectively. STI vulnerability is 
higher among the youth and adults than any other population group and so an assessment of unmet 
needs in this particular group gives an impression of what needs to be addressed. In Itilima & 
Maswa districts, therefore, 60% is the unmet need for STI services to the youth. 

 

Figure 7: Adults and youth who have access to STI services 

3.4.7 Unmet need - Adequacy of Health education programs 
Figure 8 show that there are some health education programs in the area of STI and condoms in all 
the surveyed locations in the PHE project sites in the Lake Victoria basin. The level of awareness 
ranges from 41% in Tanzania’s Simiyu region districts of Itilima & Maswa; to 90% in Rwanda’s 
Rulindo & Bugesera districts, the second, third and fourth position is taken by the Mt. Elgon region 
districts of Mbale and Kapchorwa in Uganda, Kenya’s TransNzoia County and Burundi’s Bisoro & 
Nyarusange communes respectively.  
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.  

Figure 8: Existence of health education programs in the area on STI and Condoms 

3.4.8 Unmet need - Condom availability 
The opinion of respondents on the ready availability of condoms was sought, the highest response 
of 85% came from Rwanda’s Rulindo & Bugesera districts, followed by Mbale & Kapchorwa 
districts of Uganda at 60% and Kenya’s TransNzoia County at 59% and in fourth and fifth position 
at 52% are Tanzania’s Simiyu region districts of Itilima and Maswa, and, Burundi’s Bisoro & 
Nyarusange communes at 45%.This is likely to reflect the actual situation and usage of condoms.  
This information is illustrated in figure 9. 
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Figure 9: Are condoms readily available in the community? 

3.4.9 Incidence of Child Births and Deaths in the survey areas –Numbers born, those that 
are alive and those that are dead. 

Table12, 13 and 14 illustrated the number of children born per woman at the time of the survey. 
The majority of respondents had given birth to between 1 to 4 children. The tables are self- 
illustrating. Between 67.1% in Rwanda (Rulindo and Bugesera districts) and 80.5% in Uganda 
(Mbale and Kapchorwa districts), no woman had lost a child. Between 17% of women in Mbale and 
Kapchorwa districts in Uganda, and, 29% of women respondents in Itilima and Maswa districts in 
Tanzania had lost between 1 to 3 children. 

Table 12: Number of Children born 

 Burundi Kenya Rwanda Tanzania Uganda  

None 4.1% 3.8% 9.6% 3.2% 1.6%  

1-4 54.1% 47.3% 50.6% 409% 58.5%  

5-10 39.9% 45.0% 37% 54.9% 39.9%  

Above 10 2.1% 4% 2.8% 1.1% 1.6%  
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Table 13: Number of children who have died 

 Burundi Kenya Rwanda Tanzania Uganda  

None 77% 76.6% 67.1% 69.9% 80.5%  

1-3 20.3% 21.1% 28.8% 29.1% 17%  

4-6 2.7% 1.8% 4.1% 0 2.4%  

Above 6 0 0.6% 0 1.1% 0  

Table 14: Children currently alive 

 Burundi Kenya Rwanda Tanzania Uganda  

None 4.1% 3.9% 11% 3.2% 1.6%  

1-4 60.2% 50.4% 58.9% 41.9% 61%  

5-10 34.4% 43.4% 30.2% 54.8% 37.6%  

Above 10 1.4% 2.4% 0 0 0  

 

3.4.10 Age of youngest Child for respondents; 
The age of the youngest child was sought as a proxy measure to knowing the presence of children 
who need attention, the numbers who may be below 5 years of age who are targets to Child health 
and welfare activities. 

The youngest children below 2 years are approximately 40% to 60% in all the project areas 
combined. All the areas in the region need specific attention on Child health and welfare activities, 
the areas with the largest number of children will need greater attention especially if the number of 
children reported dead per family after birth is significant.  

3.4.11 Maternal Mortality prevention - Pregnancy Care and monitoring; 
Practices around pregnancy care and monitoring were asked to establish issues on ANC attendance, 
delivery and sleeping under mosquito net. The findings are described in section 4.4.12 to 4.4.15. 

3.4.12 Maternal Mortality prevention - Antenatal Care (ANC) 
The ANC attendance of last pregnancy was sought for all the regions in the five Countries’ PHE 
project sampled areas, in Burundi, Rwanda, Tanzania, Kenya and Uganda.  Burundi’s Bisoro & 
Nyarusange communes posted a 91% response, Rwanda’s Rulindo & Bugesera posted a combined 
70% response, Tanzania’s Simiyu region districts of Itilima & Maswa had 91% while Kenya’s 
TransNzoia County posted 92%, and, Uganda’s Mt. Elgon area districts of Mbale and Kapchorwa 
had 91.8% of the pregnant women that attended antenatal clinic. 
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Figure 10: Antenatal Natal Clinic Attendance of last pregnancy 

Investigation was carried out on initiation of ANC attendance in all the project areas of the five 
countries, findings indicate that 5% to 17% of mothers initiated their first attendance to ANC at 
between 1 to 3 months of their current pregnancy, 25% to 32% started attending at 4 to 5 months, 
and 20% to 25% started attending at 6 to 7 months. 2% of mothers reported starting to attend ANC 
at 8 to 9 months. Based on this observation, greater education and mobilization needs to be done to 
encourage mothers to start attending  ANC earlier within the first 2 months of pregnancy and 
continue to attain the recommended minimum of 4 times in the pregnancy. 

Table 16 and Figure 10; confirm the number of health center deliveries, total number of  births, 
women attended by skilled personnel for birth related reasons and the total number of women who 
attended ANC, that took place in the past 12 months prior to the survey. 

Other health statistical indicators, covering immunization, ITN distribution and the total number of 
women who receive at least 2 ANC services in the past 12 months are given in Table 15. 

Table 15: Health statistical indicators, covering immunization, ITN distribution and the total number of 
women who have receive at least 2 ANC services in the past 12 months. 

  Country 

Total number of  
fully immunized  
mothers in the 
last 12 months  

Total number 
of ITN 

distributed in 
the last 12 
months 

Total number of 
pregnant women 

who have received  
at least 2 ANC 

services in the last 
12 months 

MT.ELGON N.PARK 
DISP.       Kenya 5 480 720 
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KITUM DISPENSARY            Kenya 21 544 231 

GITWAMBA HEALTH 
CENTRE      Kenya 235 398 290 

CHEPTANTAN 
DISPENSARY       Kenya 200 480 120 

LOHOME COMMUNITY 
DISPENSARY Kenya 264 735 453 

WANALE HEALTH 
CENTRE FOUR   Uganda 3 120 21 

KABEYWA HEALTHY 
CENTER 3    Uganda 70 50 72 

CHEBONET                    Uganda 180 120 360 

SAWIDA DISPENSARY Tanzania 300 0 384 

DODOMA DISPENSARY Tanzania 425 425 425 

MARITA DISPENSARY Tanzania 567 112 665 

NKOMA HEALTH 
CENTRE Tanzania 23400 0 11000 

BISORO CLINIC Burundi 47 55 65 

HOSPITAL DE GITEGA Burundi 45 500 38 

NYARUSANGE HEALTH 
CENTRE Burundi 60 3600 50 

KARIBA TABA HEALTH 
CENTRE Burundi 337 525 337 

HC Rwanda 5 45 32 

KININI HEALTH 
CENTRE Rwanda 3768 660 378 

RULINDO HOSPITAL Rwanda 230 3200 480 

MBOGO Rwanda 45 45 34 

Table 16: Health center 12 month statistics for deliveries, live births, deliveries by skilled attendants and 
number of ANC attendance for project areas in the LVBC in the region 

  Country 

Total number 
of deliveries in 

this health 
facility in the 

last 12 months 

Total number 
of live-births 
in this health 
facility in the 

last 12 
months 

Total number 
of pregnant 

women 
attended by 

skilled 
personnel for 
pregnancy-

related 
reasons in the 

last 12 
months 

Total 
number of 

women 
that come 
for ANC in 
this facility 

MT.ELGON N.PARK 
DISP.       Kenya 36 36 600 36 

KITUM DISPENSARY            Kenya 14 10 377 377 
GITWAMBA HEALTH 
CENTRE      Kenya 142 140 1006 1006 
CHEPTANTAN 
DISPENSARY       Kenya 7 7 240 240 
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LOHOME 
COMMUNITY 
DISPENSARY Kenya 0 0 120 178 
WANALE HEALTH 
CENTRE FOUR   Uganda 210 206 792 792 
KABEYWA HEALTHY 
CENTER 3    Uganda 72 72 720 720 

CHEBONET                    Uganda 120 120 100 300 

SAWIDA DISPENSARY Tanzania 180 180 60 600 

DODOMA DISPENSARY Tanzania 172 172 110 425 

MARITA DISPENSARY Tanzania 219 219 665 665 
NKOMA HEALTH 
CENTRE Tanzania 36 36 24 23400 

BISORO CLINIC Burundi 50 40 36 6 

HOSPITAL DE GITEGA Burundi 58 46 67 59 
NYARUSANGE 
HEALTH CENTRE Burundi 470 10 10 1200 
KARIBA TABA HEALTH 
CENTRE Burundi 266 254 277 1566 

HC Rwanda 12 53 12 10 
KININI HEALTH 
CENTRE Rwanda 240 240 84 324 

RULINDO HOSPITAL Rwanda 218 214 20 480 

MBOGO Rwanda 67 50 45 45 

3.4.13 Maternal Mortality prevention - ANC HIV Counseling and Testing 

The study shows that counseling and testing for HIV for pregnant mothers attending ANC is 100% 
in TransNzoia County in the Kenyan side of the MERECEP project, 92% in Mbale & Kapchorwa 
districts in the Ugandan side, 90 % in Bisoro & Nyarusange communes in Burundi, 67 % in Rulindo 
& Bugesera districts in Rwanda and 84 % in Itilima & Maswa districts in Tanzania, a commendable 
achievement that must be sustained and replicated in other areas of the partner states.  

 

Figure 11: Were you tested for HIV during your visit for ANC (this data was not collected in Kenya) 
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3.4.14 Maternal Mortality prevention - Place of delivery for last pregnancy 
Mothers were asked to indicate the places of delivery of their last pregnancies, 57%, of women in 
the districts of Mbale and Kapchorwa in the Mt. Elgon region in Uganda, 60% in TransNzoia 
County in Kenya and the same percentage in Rulindo and Bugesera districts in Rwanda, 57% in 
Itilima and Maswa districts in Tanzania and 81% in the Bisoro and Nyarusange communes in 
Burundi, delivered in a health institution. In all the five LVBC country project areas that were 
surveyed, which are predominantly rural, a significant number of women; 40% for the TransNzoia 
County in Kenya and for Rulindo & Bugesera districts in Rwanda, 43% for Mbale and Kapchorwa 
districts in Uganda, 44% for Itilima & Maswa districts in Tanzania still deliver at home in the hands 
of attendants whose qualifications cannot be ascertained. Bisoro & Nyarusange communes in 
Burundi registered the lowest recorded home deliveries. Increased mobilization at community level 
and provision of quality reproductive health services will need to be achieved to reverse this trend.  

 

Figure 12: Where did you give birth to your youngest child  

3.4.15 Maternal Mortality prevention- ownership and use of mosquito nets 
The prevention of Malaria in pregnancy is a core component of the desired maternal and neonatal 
health outcome to avoid maternal mortality. In the Malaria in pregnancy initiatives and in addition to 
chemotherapy with SP, the consistent use of Mosquito nets to prevent bites and hence reduce the 
transmission of malaria is actively promoted through the ANC clinic or direct household 
distribution of treated mosquito nets.  The response to the question; whether the household have a 
mosquito net established the respective ownership as follows: in Burundi, Kenya, Rwanda, Tanzania 
and Uganda were 97%, 80%, 94, 76% and 96.0% respectively as shown in Figure 13 below. 

Figure 14 illustrates the beneficiaries of the nets during sleeping time at night; The sampled site with 
the highest use of mosquito nets for protecting children at night was the Bisoro and Nyarusange 
communes in Burundi at 87% followed by Rulindo and Bugesera districts in Rwanda at 71%, in 
third place is Itilima and Maswa districts in Tanzania, together with Mbale and Kapchorwa districts 
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in Uganda at 56%, and, lastly TransNzoia County in Kenya at 45%. As illustrated in figure 14, the 
respondents who slept under the insecticide treated nets include the pregnant mothers. 

 

Figure 13: Does your household have any mosquito nets that can be used while sleeping? 

 

Figure14: Persons sleeping under the ITNs 
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3.5 Main FP/RH/MNCH of communities implementing the MERECP 
Program 

A specific objective four of this survey was to identify the main FP/RH/MNCH and Nutrition 
needs of selected communities implementing the Population Health and Environmental programs in 
the Lake Victoria basin, but with a lens specifically focused on the MERECP program areas. This 
section is thus intended to provide a documentation of the  FP/RH/MNCH  needs specifically to 
the Mt. Elgon region districts of Mbale & Kapchorwa in Uganda and the TransNzoia County in 
Kenya.  

3.5.1 Family Planning (FP) 

The contraceptive prevalence rate, an indicator of the family planning levels, for the sampled sites of 
the MERECP Program area in the two country sites of TransNzoia County in Kenya and the Mbale 
& Kapchorwa districts in Uganda  is 44.4%, (Figure 15)  and this is lower than the Kenya National 
figures but higher than Uganda National figures. The National CPR for Kenya and Uganda currently 
stands at 46% and 42% respectively (KDHS 2012, UDHS 2012), which in the case of Kenya is 
higher and in Uganda, lower than the MERECP region. One of the main family planning needs in 
the MERECEP program area therefore is to increase contraceptive prevalence in the area and 
increase awareness about their availability. 

 

Figure15: Contraceptive prevalence rate (CPR) for the MERECP Region 

As noted in the section 3.5.1 of this report which discusses the FP coverage and the data in this 
section 3.5.2 that specifically looks at the MERECEP areas, the structures for family planning 
program exists in the health facilities, what needs to be done is to strengthen the community 
demand through consistent mobilization programs while ensuring the stabilization of the supply side 
of the equation. The supply side includes stabilization of trained health manpower and contraceptive 
security and availability.  

3.5.2 Reproductive Health (RH) 

Elements of all the components of reproductive health are found in the MERECEP project area 
health facilities; however elements of greater integration need attention. One specific aspect of 
reproductive health that needs strengthening is the area of adolescent, sexual and reproductive 
health, Community promotion and tracking of RH issues to ensure compliance by clients and health 
institutions, community awareness on the promotion of maternal nutrition in youth and during 
pregnancy, and community support to ANC attendance to attain the mandatory minimum of four 
attendance during the entire period of pregnancy gestation. An assessment, for example of when 
mothers initiate their ANC attendance in the Trans Nzoia County and the Mbale & Kapchorwa  



56 

districts, the areas that were surveyed in the MERECEP program area show a worrying 20-25% of 
mothers that do not attend ANC until  over 6 months of pregnancy ( Figure 16).   

 

 

Figure16:  Antenatal Natal Clinic - months pregnant at first attendance of the ANC in the MERECP Region (X 
axis= months and Y axis= Percent score) 

In both the Kenyan and Ugandan side of the MERECP project, from 5% to 10% of mothers 
initiated their first attendance to ANC at between 1 to 3 months of pregnancy, 25% to 32% started 
attending at 4 to 5 months, and 20% to 25% started attending at 6 to 7 months. 2% of mothers 
reported starting to attend ANC at 8 to 9 months. Based on this observation, greater education and 
mobilization needs to be done to encourage mothers to start attending  ANC earlier within the first 
2 months of pregnancy and continue to attain the recommended minimum of 4 times in the 
pregnancy. There is thus a great need for increased awareness for early ANC attendance. It is 
through ANC attendance that information on health threats and needs could easily be 
communicated to mothers. 
 
Another main RH need is the effective accreditation and quality assurance of the health facilities. 
This needs close attention and should be done with emphasis on quality care, safety and informed 
referral of clients, as well as sanitation and effective disposal of medical waste. Post abortion care 
program and life skills support through health worker training, equipment supply and process 
enforcement must be achieved. 

 

3.5.3 Maternal Neonatal and Child Health (MNCH) 

The elements of Maternal, neonatal and child health exist in the health facilities in the sampled areas. 
The greatest need is to strengthen the workplace and community involvement to promote the right 
health seeking behavior and demand for services at the health facilities at the appropriate time. The 
creation of awareness in the workplace, the community and the household level for mothers to act 
correctly to reduce the delays of expectant mothers in seeking appropriate care is important. 
Maternal and Child health starts at ANC attendance but there are very big delays in ANC attendance 
(Figure 16).  
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Child health is also much more improved at delivery and what precautions are taken at that point. 
Mothers were therefore asked to indicate the places of delivery of their last pregnancies, 41.2% and 
delivered in a health institution in  the sampled area of Trans Nzoia County in Kenya and 55.7% did 
so in the Mbale &Kapchorwa districts in Uganda. For both sampled sites, a significant number of 
women 58.8%, for TransNzoia county and 44.3% for Mbale & Kapchorwa districts  still deliver at 
home (Figure 17). Increased mobilization at community level and provision of quality reproductive 
health services will therefore need to be achieved to reverse this trend.  

 

 

Figure 17:  Maternal, Neonatal and Child Health - Where did you give birth in the MERECP Region (X axis= 
place of delivery and Y axis= Percent score) 

In an assessment of child health issues in the MERECEP PHE program area, the study attempted to 
establish the pattern of childhood illnesses in the sampled sites. Respondents were asked to identify 
a range of possible illnesses the child might have suffered in the past 2 weeks. Figure 18 provides the 
illustration, in TransNzoia county in Kenya and in Mbale & Kapchorwa districts in Uganda 
respectively. The reported pattern was as follows; Fever (46.2% and 44.1%), Diarrhea (23.1% and 
22%), Pneumonia (5.8% and 25.4%), Measles (.0% and 8.5%). There was no Malnutrition reported 
in either of the two project sites. 
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Figure 18:  Child Health - Child has ever suffered from the following illness in the last 2 weeks (Fever, 
Diarhhoea, Pneumonia, Measlesand Malnutrition) 

3.5.3.1 Child Health care 

Actions that households decide to take when their children are sick are also a good reflection of 
status of child health issues in a particular population. The household response to the childhood 
illnesses was sought; the majority took the child to a health facility (hospital), at 42% for TransNzoia 
County of  Kenya and 62% for Mbale & Kapchorwa districts of Uganda. The group who responded 
by buying and administering medicines were only 12% and 8% for the Kenya and Uganda sites  
respectively. A strong Community IMCI is recommended.  
 

 

Figure 19:  Child Health - What did you do when the child had illness in the last 2 weeks (X axis= action taken 
when child was sick and Y axis= Percent score) 
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The level of preparedness of the health facilities in the project area to adequately respond to the 
common ailments identified by respondents  is therefore available and the major need is creating 
further awareness for the communities to utilize the facilities.   

3.5.4 Nutritional needs 

Nutrition is obtained from the abilities of families to provide for their livelihoods. The Mt. Elgon 
communities both on the Kenyan and Ugandan sides are predominantly agrarian and derive their 
livelihoods from agriculture. Nutrition would necessarily be from crop and animal products. An 
Assessment was undertaken on the main sources of income in both the Kenyan and Ugandan side 
of the MERECP region; and the results confirmed that it is agriculture. The primary source of 
livelihood is farming and agriculture for 70% of respondents in TransNzoia County in Kenya and 
84.4% in Mbale and Kapchorwa districts of Uganda, this is followed by business (trading) at 16% 
for the Kenyan sample site and 4.4% for the Uganda site, “other” sources form the third category at 
8.5% and 4.4% and the fourth is wage employment in offices carrying out clerical jobs.  Only one 
person interviewed was found to be a factory worker. This may be an indication on how low this 
area is industrialized.  Table 17 gives the overview of the primary sources of income in the 
MERECP areas. The two sample sites in Kenya and Uganda are rural areas and for Agriculture to be 
a main source of income is understandable for a rural setting. At farm level, nutrition needs are 
satisfied through crop and animal yields; and subsequent sales to afford the households to purchase 
any supplementary foods and health care services. Table 18 offers a glimpse of housed hold earnings 
that the respondents reported; Table 24 gives an overview the animal possession in the sampled sites 
of the LVBC PHE program areas. 

Table 17: Primary household sources of income in the MERECEP project areas of the LVBC region 

 KENYA UGANDA 

The Primary Source of Income  %age  %age 

Farming/Agriculture   70.0  84.4 

Marine/Fishing   .0  .0 

Factory Work   0.5  .0 

Office/Clerical (wage employment)   5.2  3.9 

Other (Specify)  8.5  7.2 

Business  16.0  4.4 

Table 18: Household Income in USD per month in the MERECEP project areas of the LVBC region 

 KENYA UGANDA 

HH  Income in USD per month    %  % 

<= 100  82.9  84.4 

101 - 200  6.8  6.7 

201 - 300  5.9  3.3 

301 - 400  1.5  3.3 

401 - 500  1.5  1.1 

501 - 600  0.5  .0 

601 - 700  .0  .0 

701 - 800  .0  0.6 

801 - 900  .0  0.6 

901 - 1000  1.0  .0 

 



60 

The income distribution as per table 18, clearly shows that the majority of households (82.9%) in 
Trans Nzoia County in Kenya and 84.4% in Mbale and Kapchorwa districts in Uganda earn less 
than USD 100 per month. The average size of these households is 7 persons, and so these datasets 
indicate that they are income poor with this kind of income. The income distribution shows that up 
to 96% of households earn less than USD 300.00 per month.  The reason that the income is low is 
because the land holdings are small (Table 25) and therefore agricultural production is mainly 
subsistence.  To improve the nutritional needs and promote food security, a deliberate effort should 
be made to encourage implementation of sustainable land management practices. The practices will 
enable households to undertake soil and water conservation initiatives and implement conservation 
agriculture.  The current PHE and other partner programs should ensure food security and 
nutritional education in the region. In addition to mother and child monitoring, anchoring the 
growth monitoring at community and workplaces will go a long way to ensure proper nutrition 
needs are achieved. 
 
At household level, nutrition is affected by environmental conditions and because sanitation is still 
lacking both at household and community level, efforts should also be focused on improving this 
aspect.  Although there have been efforts to provide extension work to address these issues, Soil and 
water conservation as a measure to improve food security and prevent malnutrition should continue 
to be a focus by Governments. 
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3.6 Gaps in FP/RH/MNCH Service Provision.  

 
A specific objective 5 of this study was to provide information gaps in FP and RH service provision 
in the surveyed areas. This section gives an overview of the existing FP/RH and MNCH services 
offered in health facilities in the sampled areas of the basin and following from that, an analysis in 
this section provides an opportunity to reflect on and identify existing gaps on the basis of what 
would be a best practice. Assessments of gaps in health service provision was thus through both 
targeted questions administered in relation to treatments that cannot be accessed by communities, or 
inferences from reported available services. Gaps in FP service provision are given first in 3.6.1, 
followed by an analysis of gaps in other Reproductive health indicators such as Antenatal Clinic 
attendance and Child health issues.   

3.6.1 Gaps in Family Planning Service Provision 
The contraceptive prevalence rate, an indicator of the family planning levels, for the sampled sites of 
the Program area in the five country sites of Trans Nzoia County in Kenya,  Mbale & Kapchorwa 
districts in Uganda, Itilima and Maswa districts in Tanzania, Rulindo and Bugesera districts in 
Rwanda, and, Bisoro and Nyarusange districts in Burundi are low. The Gaps in service provision 
were noted mainly at the level of awareness. During the assessment of the level of the respondents’ 
knowledge and awareness on various family planning methods; it was noted that there are differing 
knowledge levels, such as a whopping 82% of respondents in Bisoro and Nyarusange communes in 
Burundi (Table 19) are not aware of female sterilization as a method of family planning and only 
18% reported knowing about it .Thus there is a gap in the choices that the communities are able to 
make. Table 19  shows the aggregate responses on the lack of knowledge about the different family 
planning approaches within in the selected study sites of Bisoro and Nyarusange communes in 
Burundi, Trans-Nzoia in Kenya, Bugesera and Rulindo in Rwanda, Simiyu region (Itilima and Maswa 
districts) in Tanzania and the Mt. Elgon region (Mbale and Kapchorwa districts) in Uganda. This 
lack of awareness creates a gap in service provision as well because communities are not able to 
demand what they don’t know about. 

Table 19: Aggregated responses indicating a lack of Knowledge on aspects of Family planning in the surveyed 
areas; 

  BURUNDI KENYA RWANDA TANZANIA UGANDA 

Female Sterilization 82% 64% 89% 76% 68% 

Male Sterilization 86% 66% 88% 80% 68% 

Pill 33% 16% 31% 57% 28% 

 IUD 45% 62% 78% 78% 64% 

 Injections 31% 11% 33% 54% 23% 

 Implants/Norplant 31% 41% 72% 64% 46% 

Condom 60% 15% 46% 55% 32% 

Cycle Beads 80% 76% 80% 91% 79% 

Rhythm or Natural Methods 80% 62% 85% 89% 76% 

Withdrawal 85% 65% 91% 87% 70% 

Emergency Contraception 89% 77% 97% 85% 81% 
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The most unknown family planning methods in all the surveyed areas are withdrawal, rhythm and 
cycle beads while the pill, IUDs, Implants and condoms are mostly known. The lack of awareness of 
the different family planning methods is also mirrored in their use (Table 11) and most used is the 
condom. The gap is therefore a need to develop more specific messages to create awareness on the 
different family planning methods. In terms of gender segregated knowledge about family planning 
methods, the men know less than the women (Table 19) and so more targeted messages could be 
directed to the men and have them involved more in family planning approaches. Overall, the gaps 
reflect the unmet needs discussed in the section 4.4 of this report. 

3.6.2 Gaps in Reproductive Health service provision 
Provision of domiciliary services is a glaring gap to offer more help to delivering mothers. Figure 20 
indicates that in all the project areas that were surveyed, which are predominantly rural, a significant 
number of women; 40% for the Trans Nzoia County in Kenya and for Rulindo & Bugesera districts 
in Rwanda, 43% for Mbale and Kapchorwa districts in Uganda, 44% for Itilima & Maswa districts in 
Tanzania still deliver at home in the hands of attendants whose qualifications cannot be ascertained. 
Increased mobilization at community level and provision of quality reproductive health services will 
need to be achieved to reverse this trend.   

HIV/AIDS is considered an important RH issue and has had to be assessed in this study with 
regard to awareness, prevention and transmission. Fortunately HIV/AIDS awareness regarding 
transmission and prevention has not been identified in this study as a gap, and, the region has to be 
commended for a job well-done. Practically all women and men aged 15-49 have heard of AIDS. 
ANC HIV counselling and testing is 100% in some areas of the region (section 4.4) such as in Trans 
Nzoia County in Kenya. Because of the universal awareness of AIDS, the variation in knowledge 
about AIDS by background characteristics, such as sex, marital status, residence, education, and 
wealth, is minimal. Both Male and Female respondents in this study as illustrated in Table 20, were 
asked if they have ever heard of an illness called AIDS and almost all respondents (94.90% in the 
two Simiyu region districts of Itilima and Maswa in Tanzania to 100% in Mbale and Kapchorwa 
districts in Uganda for Males; and, 97.30% in Rulindo and Bugesera districts in Rwanda to 100% in 
Bisiro and Nyarusange communes in Burundi and TransNzoia County in Kenya for females) had 
heard. The females displayed an impressive knowledge base about HIV/AIDS. The table 20 gives a 
breakdown of those aware of AIDS by background characteristics and by the respective countries 
surveyed. 
 

Table 20: Distribution of respondents on whether they have heard of an illness called AIDS 

  
Burundi Kenya Rwanda Tanzania Uganda 

Variable 
 

Ever heard of AIDS 

Sex 
      Male 
 

97% 98.80% 97.20% 94.90% 100% 

Female 
 

100% 100% 97.30% 98.90% 97.60% 

       Age 
      

15-19 
 

100% 100% 100% 100% 100% 

20-24 
 

94% 100% 100% 96% 100% 

25-29 
 

100% 100% 100% 97% 95.80% 

30-34 
 

100% 100% 100% 97% 100% 

35-39 
 

100% 100% 100% 100% 93.30% 
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40-44 
 

97% 100% 97% 97% 100% 

45-49 
 

100% 100% 100% 95% 100% 

50-54 
 

95% 100% 95% 100% 100% 

55-59 
 

100% 92.30% 100% 100% 100% 

60+ 
 

82% 100% 82% 85% 100% 

       Education 

      Nursery/Kindergarten 

 
100% 100% 100% 96.40% - 

Primary 

 
99.10% 100% 98.60% - 97.30% 

Post 
Primary/Vocational 

 

- 100% 100% 100% - 

Secondary/A’ Level 

 

100% 97.90% 92.60% 100% 100% 

College/Middle Level 

 
100% 100% 100% 100% 100% 

University 

 
- 100% 100% - 100% 

 
      Marital Status 

      Yes, Currently 
Married 

 

98.90% 99.40% 97.70% 96.30% 99% 

Yes, Living with 
someone 

 

100% 100% 100% 100% 80% 

Not Married 

 
100% 100% 100% 100% 100% 

Widow/Widower 

 
100% 100% 77.80% 100% 100% 

 

For several years, educational campaigns in Burundi, Kenya, Rwanda, Tanzania and Uganda have 
aimed at disseminating information about the disease, how it is acquired, and how to prevent new 
infections. Those efforts have yielded tremendous results. There is a need however to ensure that 
there is no complacency in view of the current trends in spread of the disease so keep up the 
awareness efforts in the region. 

3.6.3 Gaps in MNCH - Childhood Illnesses 
Assessment of Maternal and Child Health issues was undertaken and one of the basic situations is a 
case of childhood illnesses. Others are in relation to STI awareness and provision as well as probing 
into an understanding of the relationship between Health and Environment parameters at 
household level. In the project areas, respondents were asked to identify a range of possible illnesses 
the child might have suffered in the past 2 weeks and where they took them. This section provides 
the illustration of the status within the five project areas where data was collected and the reported 
patterns. 

 Many childhood deaths could be prevented by avoiding common childhood illnesses such as 
diarrheal diseases, pneumonia, malaria, and measles and other diseases that can be prevented by 
vaccination. In many less developed countries, approximately one in five child deaths is due 
primarily to diarrhea (Henscher et al. 2006), and an estimated 88 percent of diarrheal deaths are 
attributed to  poor hygiene practices, unsafe drinking-water supplies and inadequate access to 
sanitation (Seidel 2005). In this survey, only Kenya and Uganda with 35 and 30 percent of people 
have access to improved drinking-water sources (Figure 22), and only 20 and 24 percent respectively 
have adequate sanitation facilities. UNICEF (2008), estimates that only 29 percent of the developing 
world population has adequate sanitation facilities. Malnutrition is the underlying cause of more than 
half of childhood deaths in developing countries (USAID, 2007). A key cause of malnutrition is 
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poor food security, but even if food security is good, malnutrition can result from other causes. 
These include inappropriate feeding and care practices, poor sanitation and hygiene (which often 
result in diarrheal diseases and intestinal parasites), other diseases, and poor access to health services 
and a healthy environment (UNICEF 2008). Many mothers in rural areas have limited time to care 
properly fend for themselves or for their infants as they are faced with many household demands, 
including fetching of fuelwood and water, and have to travel long distances to health care 

Table 21 provides the data obtained from the five project areas where the survey was undertaken. 
The reported pattern was; Fever (30% Rwanda sites to 53.40% in Burundi sites, Diarrhea (18% in 
Tanzania sites to 25.60% in Burundi sites, Pneumonia (0% in Tanzania and Rwanda sites to 25.40% 
in Uganda sites), Measles (.0% in all the four country surveyed areas of Kenya, Burundi, Rwanda and 
Tanzania and 8.5% in Uganda sites). Although no cases of malnutrition and measles were reported 
in most of the study sites, studies done at national levels reveal significantly high levels of chronic 
malnutrition. For example, According to the 2012 Comprehensive Food Security and Vulnerability 

Analysis (CFSVA)5 baseline study done by the World Food Program, the national prevalence of 
chronic malnutrition (stunting) among children under five years in Rwanda was (43%), but in 
northern and western areas bordering Lake Kivu and along the Congo Nile Crest, the malnutrition 
rates were over 60%. Failure to report cases of malnutrition in the study sites may be attributed to 
the mothers’ and caregivers’ lack of knowledge on signs and symptoms of malnutrition. 

Respondents who had not reported any of the above illnesses were as follows; Bisoro and 
Nyarusange in Burundi- 17.50%, Trans Nzoia County in Kenya - 42.30%, Rulindo and Bugesera 
districts in Rwanda -12%; Itilima and Maswa districts in Tanzania at 24.10%; and  Mbale & 
Kapchorwa districts in Uganda at 40.70%. 

Table 21: If Child has ever suffered from the following illness in the last 2 weeks 

  Burundi Kenya Rwanda Tanzania Uganda 

Fever 53.40% 46.20% 30% 40% 44.10% 

Diarhhoea 25.60% 23.10% 18.20% 18% 22% 

Pneumonia 1.00% 5.80% 0% 0% 25.40% 

Measles 0% 0% 0% 0% 8.50% 

Malnutrition 0% 0% 0% 0% 0% 

None of the above 17.50% 42.30% 12% 24.10% 40.70% 
 

3.6.4 MNCH - Response to the illness of a Child 
The household response to these childhood illnesses was sought; the majority took the child to a 
health facility (hospital), 59% for the Bisoro and Nyarusange communes in Burundi, 42% in the 
Trans Nzoia County in Kenya, 57% within Rulindo and Bugesera districts of Rwanda, 46% of 
Itilima and Maswa districts in Tanzania and 65% of Mbale and Kapchorwa districts in Uganda. The 
group who responded by buying and administering medicines were 41% for the Burundi sampled 
areas, 13% in the Kenya site, 10% in the Rulindo and Bugesera districts in Rwanda, only 6% for the 
Itilima and Maswa districts in the Simiyu region of Tanzania and 7% for  Mbale & Kapchorwa 
districts in Uganda respectively.  

                                                           
5 World Food Program- Comprehensive Food Security and Vulnerability Analysis (CFSVA), 2012 



65 

 

Figure 20: What did you do when the child had illness in the last 2 weeks 

The level of preparedness of the health facilities in the project area to adequately respond to the 
common ailments identified by respondents was carried out to establish the adequacy of service 
delivery, personnel, health commodities and drug supply. 

 Apart from the HIV/AIDS awareness that seems to be of a great success, gaps in the 
FP/RH/MNCH service provision exist in both the demand and supply chain of health provision in 
all the project locations that were sampled and also PHE is being implemented in the basin. The 
Gaps in demand are found at the workplaces of; the wildlife, forestry, agricultural, other 
environmental and development programs. Within these programs a gap exists in the mainstreaming 
of the FP/RH/MNCH service provision. The mainstreaming elements include the 
institutionalization of services in the specific programs and workplaces, mobilization of beneficiaries 
to know their rights and necessary support and initiation of peer support activities. Availing of 
family planning commodities in the community and within the workplaces and environmental 
programs and implementing them through trained hands. The community or workplace 
interventions would be augmented through extension work from the existing health facilities. 

3.6.5 Gaps and Linkages Between the Health and Environment Sectors 
In this study probing questions on household parameters such as land holdings, sources of income, 
house structures, and available resources to the household and the total sum of which form the 
environment of the household were assessed for any relationship with health issues. The sections 
that follow in this objective give some insight about the importance of the households’ environment 
and health issues in a community; and could explain some of the identified gaps in health services 
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provision especially with regard to aspects of health services that would require payments to be 
made before they are provided. 

3.6.5.1 House Hold Environment, Livelihood sources and Health 
The main source of income for communities in the PHE project areas of Trans Nzoia County in 
Kenya, Itilima & Maswa districts of Simiyu region in Tanzania, Bisoro & Nyarusange communes in 
Burundi, Rulindo and Bugesera districts in Rwanda and Mbale & Kapchorwa districts in the Mt. 
Elgon areas of Uganda is agriculture. The primary source of livelihood is actually 
farming/agriculture for at least 70% of all the communities sampled in the sites. In the specific 
surveyed areas farming is the source of income for 83.9% of respondents in Mbale & Kapchorwa 
districts in Uganda, 69.8% in TransNzoia County in Kenya, 81.4% for sampled communities in 
Itilima & Maswa districts in the Simiyu region of Tanzania, 71.6% in Rulindo & Bugesera districts in 
Rwanda, and, 89.3% in Bisoro & Nyarusange communes Burundi. This is followed by business 
(trading) at 16% for the Kenya site, 11.0% for the surveyed areas in Tanzania, 2.8% for Rulindo and 
Bugesera districts in Rwanda, 3.7% for communities in Bisoro and Nyarusange communes in 
Burundi and 4.6% for the communities in the sampled areas of Mbale and Kapchorwa districts in 
Uganda. On the average per country surveyed sites, sources of income from other activities are small 
e.g. other sources of income from the category of wage employment is  only 2.84% for factory work, 
2.72% office clerical work, 1% fishing and 8.18% constitute other non-specified income generating 
activities. Only one person interviewed was found to be a factory worker. From the above 
distribution, Industrialization and related engagement is still at infancy, an indication on how low 
this area is industrialized.  Table 23 gives the overview of the primary sources of income in the five 
countries of the LVBC region. 

What these statistics indicate is that liquidity in the communities is intermittent being mainly 
available at peak harvest seasons. Besides, the per capita holding in these areas is low and thus 
income is limited.  Table 22 and Figure 15 provide an impression of the fragmentation of land in 
most of the areas that were surveyed in this study.  Only 64% of the respondents in Bisoro and 
Nyarusange communes in  Burundi, 50% in TransNzoia in Kenya, 19% in Rulindo & Bugesera 
districts in Rwanda, 25% in Itilima & Maswa districts in Tanzania and 68% in Mbale & Kapchorwa 
districts in Uganda have land holdings of between 1-2 acres. A significant proportion of the 
respondents (13% in Uganda surveyed areas, 17% in Tanzania sites, 27% in Rwanda sites, 27% in 
Kenya and 21% in Burundi sites) reported having no land holdings at all, a group which may be land 
poor. Since these are predominantly agrarian populations, this situation has adverse consequences 
for Population, health and the environment. At 50% and 28% respectively, Rwanda and Tanzania 
surveyed areas seem to record the highest land holdings which are greater than 6 acres per 
household. The average arable surface area that was estimated to be available in Rwanda nationally is 
about 0.60 ha per household use (Rwanda Government, 2006). This causes overexploitation of 
available land which is often accompanied by agricultural malpractices with disastrous consequences 
on land resources and on environment in general. Agricultural practices are therefore part of the 
household environment that links directly to health. Promotion of sustainable agricultural practices 
is a major contribution to creating an enabling environment to better health in a community. 
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Table 22: Average size of land holding in households 

 Size of Land 
holding in acres BURUNDI KENYA RWANDA TANZANIA UGANDA 

0 21% 27% 28% 17% 13% 

1 44% 33% 16% 6% 53% 

2 17% 17% 3% 19% 14% 

3 7% 8% 2% 10% 5% 

4 7% 4% 0% 13% 6% 

5 1% 6% 1% 8% 4% 

6+ 3% 5% 50% 27% 5% 

The capacity to travel to and access health is a function, in most cases, of income. It is interesting to assess 
this in real terms in the surveyed communities. Table 23 offers a glimpse of this for the surveyed areas. 

Table 23: Primary household sources of income 

 The 
Primary 
Source of 
Income Farming/Agriculture Marine/Fishing 

Factory 
Work Office/Clerical 

Other 
(Specify) Business 

Burundi 89.3% 0.0% 4.2% 0.9% 1.9% 3.7% 

Kenya 69.8% 0.0% 0.5% 5.2% 8.5% 16.0% 

Rwanda 71.6% 4.6% 1.4% 2.8% 17.0% 2.8% 

Tanzania 81.4% 0.0% 1.0% 1.0% 5.7% 11.0% 

Uganda 83.9% 0.0% 0.0% 3.7% 7.8% 4.6% 

 

 

 

Figure 21: Communities have access only to small pieces of land. This scenery of fragmented land is common 
throughout most parts of the Lake Victoria basin. 
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Table 24: Household Income in USD per month 

 
KENYA UGANDA BURUNDI TANZANIA RWANDA 

HH  Income in USD per 
month (Binned)  n % n % 

n % n % n % 

<= 100 170 82.9 152 84.4 209 97.6 182 86.7 211 97.
2 

101 - 200 14 6.8 12 6.7 3 1.2 20 9.5 6 2.3 

201 - 300 12 5.9 6 3.3 1 0.5 3 1.4 0 0 

301 - 400 3 1.5 6 3.3 0 0 1 0.5 0 0 

401 - 500 3 1.5 2 1.1 2 0.7 1 0.5 0 0 

501 - 600 1 .5 0 .0 0 0 0 0 0 0 

601 - 700 0 .0 0 .0 0 0 0 0 0 0 

701 - 800 0 .0 1 .6 0 0 0 0 0 0 

801 - 900 0 .0 1 .6 0 0 0 0 0 0 

901 - 1000 2 1.0 0 .0 0 0 0 0 0 0 

The income distribution as per Table 24 clearly shows that the majority of households: 82.9% in 
TransNzoia in Kenya, 84.4 for Mbale & Kapchorwa districts in Uganda. 97.6% in Bisoro & 
Nyarusange communes in Burundi, 86.7% in Itilima and Maswa districts in Tanzania and 97.2% in 
Rulindo & Bugesera districts in Rwanda, earn less than USD 100 per month. The average size of 
these households is 7 persons, is rendered income poor with this kind of income. With this level of 
income, it requires that health services should continue to be provided free of charge to ensure 
accessibility by communities. 

Animal wealth, from which communities could derive additional livelihoods, is also relatively small; 
the average number held by families is presented in table 25. 

Table 25: Household possession of animal wealth 

    0 1 2 3 4 5 6+ 

Burundi 
  
  
  
  
  
  
  

COW  80.9% 13.0% 4.7% 0.5% 0.5% 0.0% 0.5% 

PIG  69.8% 26.5% 1.9% 0.5% 0.0% 0.5% 0.9% 

SHEEP  85.1% 5.1% 6.5% 1.9% 0.5% 0.0% 0.9% 

CHICKEN  53.5% 12.1% 9.3% 7.0% 6.5% 4.7% 7.1% 

CAMEL  99.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.5% 

GOAT  56.7% 19.5% 12.1% 4.7% 3.3% 1.9% 1.9% 

GUINEA 
PIG  90.2% 1.4% 1.9% 1.4% 0.9% 0.9% 3.3% 

 
DONKEY                

                  

Kenya 
  
  
  
  
  
  

COW  41.0% 18.1% 18.1% 9.0% 3.3% 4.8% 5.4% 

PIG  100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

SHEEP  61.4% 9.5% 7.6% 7.6% 4.3% 1.9% 7.8% 

CHICKEN  24.3% 5.7% 12.9% 7.6% 6.2% 11.9% 31.6% 

CAMEL  99.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.5% 

GOAT  88.6% 3.8% 2.9% 1.4% 0.0% 0.5% 3.0% 
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  GUINEA 
PIG  100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

 
DONKEY                

                  

Rwanda 
  
  
  
  
  
  
  

COW  46.1% 39.6% 9.7% 2.8% 1.8% 0.0% 0.0% 

PIG  80.6% 15.7% 2.3% 0.9% 0.0% 0.0% 0.5% 

SHEEP  93.1% 4.6% 1.8% 0.0% 0.5% 0.0% 0.0% 

CHICKEN  57.1% 12.0% 9.7% 7.8% 3.2% 4.6% 5.7% 

CAMEL  100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

GOAT  51.6% 22.1% 14.7% 4.6% 3.7% 2.8% 0.5% 

GUINEA 
PIG  97.7% 0.0% 0.5% 0.0% 0.5% 0.0% 1.4% 

 
DONKEY                

                  

Tanzania 
  
  
  
  
  
  
  

COW  54.8% 1.9% 4.8% 1.4% 3.8% 2.4% 30.9% 

PIG  99.5% 0.0% 0.5% 0.0% 0.0% 0.0% 0.0% 

SHEEP  77.6% 1.4% 1.9% 4.3% 0.5% 3.3% 11.2% 

CHICKEN  33.3% 1.4% 1.0% 6.2% 2.4% 8.1% 47.7% 

CAMEL  100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

GOAT  61.9% 1.9% 3.3% 2.9% 3.3% 4.3% 22.6% 

GUINEA 
PIG  99.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.5% 

 
DONKEY                

                  

Uganda 
  
  
  
  
  
  
  

COW  38.1% 30.7% 21.6% 6.4% 1.8% 0.5% 1.0% 

PIG  94.5% 3.2% 0.9% 0.5% 0.5% 0.0% 0.5% 

SHEEP  91.7% 0.9% 6.0% 0.0% 0.9% 0.0% 0.5% 

CHICKEN  17.0% 10.1% 18.3% 11.5% 8.7% 11.0% 23.8% 

CAMEL  99.5% 0.5% 0.0% 0.0% 0.0% 0.0% 0.0% 

GOAT  13.8% 9.2% 8.7% 5.5% 4.6% 1.4% 2.8% 

GUINEA 
PIG  98.2% 0.9% 0.5% 0.5% 0.0% 0.0% 0.0% 

 
DONKEY                

The household structure is also part of the household environment and promotes or demotivates 
access to health. This was therefore also probed in this study. The main construction material for 
flooring used  as illustrated in Table 26, in dwellings, in the PHE project areas that were surveyed is 
earth, mud, dung or sand  which are the traditional and ethnic materials commonly available and in 
use. The use of mud/earth/dung may reflect the economic status of an individual; however it is 
important to note that these dwellings are difficult to keep tidy and hygienic. The use of Cement for 
flooring is the next commonest material at 15% in the two sampled districts in Tanzania recording 
the highest use, followed by the Kenya site at 12%, the two Rwanda districts of Rulindo and 
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Bugesera at 11%, and the Mt. Elgon districts of Mbale & Kapchorwa in Uganda at 6% and lastly 
Bisoro & Nyarusange communes in Burundi at 4%. 

 Table 26: The mostly used construction material for flooring in the Lake Victoria Basin LVBC project areas  

 MAINLY USED 
CONSTRUCTION 
MATERIALS FOR 
FLOORING BURUNDI KENYA RWANDA TANZANIA UGANDA 

Earth/Mud/Dung/Sand 92% 88% 85% 85% 92% 

Wood Planks 0% 0% 1% 0% 1% 

Parquet/Polished Wood 0% 0% 1% 0% 0% 

Ceramic Tiles 4% 0% 1% 0% 0% 

Cement 4% 12% 11% 15% 6% 

Carpet 0% 0% 1% 0% 1% 

The main material used for roof construction is corrugated iron sheets, at 88% for Uganda, 82% for Kenya, 
71% for Rwanda, 46% for Tanzania and 14% for Burundi. The next commonest material are the temporary 
materials like grass or makuti, 40% Tanzania, 21% Burundi, 16% Kenya, 11% Uganda and 0% Rwanda 

Table 27: Main materials for roof construction 

 MAIN MATERIAL 
FOR ROOF 
CONSTRUCTION BURUNDI KENYA RWANDA TANZANIA UGANDA 

Grass/Thatch/Makuti 21% 16% 0% 40% 11% 

Tin Cans 1% 0% 0% 12% 0% 

Corrugated Iron 14% 82% 71% 46% 88% 

Asbestos Sheets 1% 1% 1% 1% 1% 

Concrete 0% 1% 0% 1% 0% 

Tiles 63% 0% 28% 0% 0% 

Sanitation at household level is also a major environment variable that greatly affects health 
parameters. The prevention of Diarrhoea and other Gastro Intestinal infections, for example, 
depends on personal hygiene and other water and sanitation practices. This is actually one of the 
first visible and coherent step in linking environment and health at household level. Because much 
of the water accessed by the communities may be directly or indirectly contaminated, respondents 
were asked whether they treat water in one way or the other to make it safe for drinking, only 47% 
in the Uganda site, 31% from the two districts of Itilima and Maswa in Simiyu region of Tanzania, 
49% from Rulindo & Bugesera districts in Rwanda, 38% in Trans Nzoia County in Kenya and 12% 
in Bisoro & Nyarusange Communes in Burundi were affirmative on their answers. Between 88% 
and 51% as shown in Figure 22, do not treat their drinking water, making them vulnerable to Gastro 
intestinal contamination and so affecting their health. 
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Figure 22: Do you treat your water in any way to make it safe for drinking? 

 

Figure 23: Polluted water sources in the study area in Trans Nzoia County 

Considering all these household environment variables, there is need to address health issues in a 
holistic and integrated manner with interventions targeted at improving the environment not only 
for natural resource management and conservation but also addressing the household environments 
as well as promotion of sustainable land management practices. 
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3.7 Community Social Support Structures that can be used to accelerate Access to and 
Utilization of FP/RH/MNCH 

Community’s own social support organizations may include, Community based organizations 
(CBOs), women groups, youth groups, investment groups, men’s groups and other groups that are 
formed with a common interest. This study shows that in the PHE project areas, the Kenyan, 
Ugandan, Burundi and Tanzania areas of the project has minimal presence of CBOs as compared to 
the Rwandan sites. These organizational structures have a potential to support the social, economic, 
health and the general well-being of households. Initiation of the social support structures and 
organizations is suggested in places where there is none and strengthening the existing ones. 
 

3.7.1 Respondents belonging to a CBO 
The participation of respondents to CBOs was examined; the participation was found to be low 
across the sampled areas. Belonging to  CBOs offers an oportunity of being part of a development 
group and hence presents a greater opportunity to address PHE issues. At 63% Rwanda’s Rulindo 
and Bugesera districts recorded the highest involvement followed by Uganda’s Mbale & Kapchorwa 
districts at 34%, Burundi’s Bisoro & Nyarusange communes at 28%, Kenya’s TransNzoia County at 
27% and lastly Tanzania’s Itilima & Maswa districts at 19%. These figures reflect the Lake Victoria 
Basin Commission project areas that were sampled and not the overall National picture of each of 
the countries. It is important to note that CBOs take various forms at the community level, they may 
include livelihood focused CBOs encouraging savings or cultural ones for social support such as 
clan groups. Either way, belonging to a group is one way of accessing social support when in need. 
By this measure therefore, it may be inferred that Rulindo & Bugesera districts in Rwanda have far 
more community support structures than the other sister partner state sites. The Table 29 tells the 
story a bit more clearly that while Rwanda’s Rulindo & Bugesera districts have a higher CBO 
membership, the participation in livelihood activities is higher in Uganda’s Mbale & Kapchorwa 
districts (compare Figure 24 and Table 28). What that tells us may be that CBOs in Rwanda may not 
be focusing most of their attention on income generating activities but social and governance issues. 

 

Figure 24: Respondents belonging to CBOs 



73 

3.7.2 Participation in Social, Community and income generation activities 
The range of activities participants were asked if they belong to are as follows; integrated agricultural 
systems as a livelihood, income generating activities, conservation of Environment and alternative 
livelihood programs. As evidenced in Table 29 at least 60% of the respondents participate in the said 
social, community and income generating activities. 

Table 28: Respondents participation in social, community and income generation activities 

 Kenya Uganda Burundi Rwanda Tanzania  

Integrated 
agricultural 
systems as a 
livelihood 

31.3 59.8 
27.6% 27.6% 28.0% 

 

Income 
generating 
activities 

35.1 38.0 8.3% 19.2% 8.9% 

 

Conservation of 
Environment 

34.6 11.2 6.5% 4.5% 3.3%  

Alternative 
livelihood 
programs 

8.1 7.8 3.7% 3.6% 3.3% 

 

None of the 
above 

39.3 27.9 49.8% 49.8% 49.8%  

       

Further probing revealed that the communities have self-help groups that they form for social 
support at village level; and that these are helpful in situations of need such as during loss of loved 
ones. Other groups serve as Village Savings and Loan Associations (VSLAs) which act as funds 
sources from which they borrow for emergencies. The emergencies include access to health as well 
as school fees payments.  

 

Figure 25: IGA- coping strategy in Trans Nzoia 
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3.8 FP/RH/MNCH, Nutrition And Environmental Conservation Needs and  Community 
Coping Strategies 

The FP/RH/MNCH, Nutrition and environment conservation needs are discussed in Table 30, 
under the specific intervention, conservation needs, coping strategies of communities and the 
negative impact on how they impede sustainable development. 

Effective Family planning would afford each family to have the number of children that the family is 
able to support in terms of resources available to the family. In view of the scarce resources, family 
support is mainly from the natural resources as the main capital. The bigger the families the more 
the pressure on natural resources and so it is important to link these aspects. The same linkage can 
be reasoned to relate to reproductive health especially in view of the income sources available to 
rural households.  This study has clearly confirmed that rural incomes are mainly from agriculture 
(Table 22), and thus the land as a capital base is important in the livelihoods of people. Any 
additional population requires additional nutritional provisions- these come from the land: the 
capital base. There are direct competing land use needs between conservation and agriculture. The 
more the people, the more food we need; and if the farming practices are not improved, then more 
food/nutritional needs is a function of more land being  put to agriculture. When more land is under 
agriculture there is less land available to conservation. The un-met needs therefore with regard to 
family planning, Reproductive health and child health have consequences to sustainable 
development in a particular area. The Table 29 is an attempt to explain the relationships of each of 
these variables to give a clear picture with regard to the overall linkages between populations, health 
and environment issues at the community level. Sustainable development is really only possible if the 
resource use needs are in tandem with the capacity of the environment to supply the needs to the 
future generation. Unfortunately, with the current population growth rates, this aspect has to be 
further examined at the local level to ensure the additional births in the households that are actually 
needed, and hence family planning. 

Table 29: Family Planning, Reproductive Health, MNCH, Environmental needs and impediment to 
Sustainable Development. 

 Intervention Conservation needs Coping strategies 
of communities 

Negative impact on how they 
impede sustainable development 

1 Family 
Planning 

Spacing and small 
manageable families, will 
impart less pressure on 
natural resources and thus 
contribute to conservation 
of environment and wildlife 
resources 

Outmigration, small 
scale trading 

Environmental degradation, 
reduced water  availability, reduced 
fuel energy availability 

2 Reproductive 
Health 

Support to the health of  
youth and adolescents, 
reduction of  available 
youth workforce for 
community and local 
environment programs 

Outmigration, due to 
lack of employment 
and meaningful 
engagement, 
reversion into MAPs 
through commercial 
sex work 

Increase in HIV/AIDS. Increase in 
alcoholism and insecurity. 
Communities lose their lifetime 
savings and time 
Increased school drop out 
Increase charcoal burning and 
hence destruction of forest. 

3 Maternal 
Neonatal and 
Child Health  

Maternal morbidity and 
mortality eats in mothers 
time and health and reduces 
their participation in 

Engaging youth in 
domestic and farm 
work and reducing 
their time in school 

Increased low productivity in the 
community. 
Low involvements in environment 
and wildlife conservation 
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environmental conservation 
and agriculture 

4 Environment Protection of forests, 
indigenous trees and 
wildlife 
Improved land use 
practices. 
Protection of wetlands as a 
means of environmental 
protection 
Reduction of silting of 
rivers and lake Victoria and 
other smaller lakes 

Destruction and 
trade in forest and 
wildlife products 
Replacement of  
indigenous plants 
with exotic plants 
Overuse of chemicals 
and pesticides in 
agriculture 

Loss of  plant, animal and insect 
biodiversity 
Loss of indigenous species of plants 
Increased chemical poisoning of 
soil, rendering it unproductive. 
Pollution of lakes and rivers and 
reduction of fish stocks, wildlife, 
Biodiversity 
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3.9 Assessment and Profile of Some best practices and PHE Hotspots in 
Lake Victoria Basin 

3.9.1 Best Practices –Integrated Conservation and Development projects (ICDPs) 
Some of the best practices in the region that have been implementing activities close to PHE 
integration are the typical ICDP approach initiatives. These have always been site specific around 
particular ecosystems such as MERECEP and the Bwindi ICDP in western Uganda. They however 
have been emphasizing conservation and livelihoods, and, only a little inclusion of health issues. The 
East African cross border biodiversity project, one of the first generation Global Environment 
Facility (GEF) funded projects in East Africa was one typical ICDP project that did great work 
around Trans-boundary ecosystems such as Minziro-Sango-bay forest/wetland ecosystems along the 
Tanzania-Uganda borders on the Lake Victoria shores, and the dryland ecosystems of Monduli and 
Kajiado. 

The Sango Bay Forest System provides an excellent example of a well-managed trans-boundary 
forest resource. The forest system  benefited from cross-border management initiatives including the 
“Good Neighbours” meetings between District officials from both the Ugandan and Tanzanian side 
from December 1999 to 2003 (Muramira, et. al., 2004). The cross-border meetings bring together 
key sectors that are relevant to conservation and sustainable development including immigration, 
trade, revenue authority, livestock, agriculture, health, security, natural resources and environment. 
While initial meetings focused on the need to control and regulate timber movement across the 
borders and the role of local communities through collaborative forest management in controlling 
illegal timber off take, later in the years that followed efforts were ploughed more into improving 
community livelihoods and a more meaningful focus of activities targeted to household level 
wellbeing of the local community stakeholders. 

 

Figure 26: Tree planting- good conservation practice 
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Best practices in ICDP projects are those that are promoted at house hold level around ecosystems; 
mostly through community based organizations and they should promoted targeting both health and 
sustainable land management issues. Best practices could be small interventions at household level 
that promote the wellbeing of the community. They include promotion of income generating 
activities, promotion of proper sanitation, and support to establishment of proper health facilities as 
well as promotion of literacy improvement. These issues were probed in the surveyed areas and it 
was found that they are still lacking and thus such interventions are desirable around key 
environment sites.  The sections that follow give an indication of the status of such household issues 
that affect the community. 

3.9.2 Good Practices in Sanitation  
Sanitation at home such as proper waste disposal, hand washing with soap, proper dish storage and 
post-harvest handling among other issues are important for the wellbeing of a family. Some of these 
issues were probed to check for any best practices in aspects of sanitation at household level. Hand 
washing, for example is a universally recognized hygiene practice that has the potential to reduce 
contamination and significantly reducing gastro intestinal infections through the oral fecal route. 
Respondents were requested to show where they usually wash their hands and what is used to wash 
hands. The distribution is in Figure 27; the majority has no specific places dedicated for hand 
washing in the entire project sites (35.80% in Bisoro & Nyarusange communes in Burundi,  51% in 
Trans Nzoia County in Kenya, 50% in Rulindo & Bugesera districts in Rwanda, 70.5% in  Itilima & 
Maswa districts in Simiyu region of Tanzania and 33.5% in Mbale & Kapchorwa districts in 
Uganda), those using the outside yard are, 24.7% for the Bisoro & Nyarusange communes in 
Burundi, 17.4% for Trans Nzoia county in Kenya, 12.8% for Rulindo & Bugesera districts in 
Rwanda, 8.1% for  Itilima & Maswa districts in Tanzania and 28.9% for Mbale & Kapchorwa 
districts in Uganda , this is almost similar for elsewhere in the yard (Table 30).  

The use of soap for hand washing was found to be a predominant practice and ranged from 63% in 
Tanzania to 94% in Rwanda as informed by the respondents in Figure 27. Support to promotion of 
sanitation issues such as this while promoting environment conservation programmes would 
provide a forum for buy-in of the community support for conservation initiatives.  

Table 30: Can you show me where you usually wash your hands and what you use to wash hands? 

  
Inside/near 
toilet facility 

Inside/near 
kitchen/co
oking place 

Elsewhere 
in yard 

Outside 
yard 

No 
specific 

place 

No 
permission 

to see 

Burundi(Bisro& Nyarusage 
communes) 0.50% 9.80% 29.30% 24.70% 35.80% 0% 

Kenya ( TransNzoia 
County) 3.30% 9.90% 18.30% 17.40% 51.20% 0% 

Rwanda (Rulindo & 
Bugesera districts) 12.40% 11% 12.80% 12.80% 50% 0.90% 

Tanzania (Itilima &Maswa 
districts) 1% 13.30% 6.70% 8.10% 70.50% 0.50% 

Uganda (Mbale & 
Kapchorwa districts) 5.50% 13.80% 18.30% 28.90% 33.50% 0% 
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Figure 27: Do you normally wash your hands with soap? 

3.9.3 Best Practices -Use of the Leaky tins at the toilets 
The possession and use of the leaky tins was established to be 36% for Mbale & Kapchorwa districts 
in Uganda, 18% for Itilima & Maswa districts in the Simiyu region of Tanzania, 31% for Rulindo & 
Bugesera districts in Rwanda, 10% for the Trans Nzoia County in Kenya and 9% for Bisiro & 
Nyarusange communes in Burundi, respectively for hand washing. The use of the leaky tin a tool 
used from recycled plastic or tin materials is the most cost effective appropriate technology tool for 
running water, working as a tap. To promote these issues and provide support to communities is 
such simple issues of sanitation would provide a basis for community mobilization as one then 
promotes conservation issues. While having a leaky tin is good practice for sanitation we realize 
from the data that this is not widely used and so an opportunity exists in these sites for conservation 
initiatives to promote such aspects of health in addition to family planning and reproductive health 
issues.  
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Figure 28: The use of leaky tin at the toilet for hand washing 

3.9.4 Best Practices-Use of Dish racks 
Use of Dish racks is one of the best practices in household sanitation and hygiene, considerably 
reducing the incidences of contamination of utensils, hence contributing to the overall reduction of 
Diarrhea and other intestinal infections. The distribution of Dish racks is as in Figure 29.  



80 

 

Figure 29: the ownership of a dish rack in the household 

The project area in Mbale & Kapchorwa districts in Uganda is leading with 83% of the respondents, 
the rest are distributed as shown. While a dish rack may appear a small input to a programme 
promoting environment conservation, its impact to the health of a family is great and should be 
supported. Besides, a lot of rapport would be obtained with regard to community support for 
conservation and this should be tapped. In the section of the profile of some of the PHE hotspots, 
one notes that the benefits to the community of conservation areas are great but not practical in 
terms of immediate income and yet their sustainable management hinges on community support. 
The local communities actually meet the costs of conservation while the returns are accrued to the 
national and international community. The international community and all stakeholders at various 
levels should therefore contribute to community survival both in their livelihood improvement and 
health promotion. That would be the best practice; and was the initial concept of integrated 
conservation and development projects.  

Profiling PHE hotspots would necessarily require more detailed sampling to map all areas 
considered to be of high priority for immediate interventions within the project sites in the region. It 
is however clear that the most important PHE hotspot is the household level. The linkages between 
health and environment start at that level of manifesting in sanitation issues, land holdings, house 
structures, agricultural practices and population density. 

Rich biodiversity areas such as Serengeti NP, Maasai Mara, Mt. Elgon NP, the Akagera NP and the 
Lake Victoria Catchments that are simultaneously high density population areas are PHE hotspots. 
Unfortunately, the world’s biodiversity “hotspots” are also areas with little access to basic 
government services like health and education because they are remote, mostly less degraded areas. 
Some of these areas can also be classified as population and climate change hotspots, characterized 
by high rates of population growth, with increasing pressure on the natural resources, high projected 
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declines in agricultural production and low resilience to climate change. Hotspots have high levels of 
unmet need for family planning, meaning many women of reproductive age want to prevent 
pregnancy but lack modern contraception. Basing on these criteria, all the sampled areas in this 
study are actually PHE hotspots. 

PHE interventions that aim to simultaneously improve access to health services and manage natural 
resources in ways that improve livelihoods and conserve critical ecosystems should be the main 
approaches in these areas. Interventions that are directed to such areas should focus on providing a 
comprehensive and integrated strategy that builds upon existing synergies between health, family 
planning, and the environment because they are more efficient than implementing separate 
programs to address each of the needs. 

3.9.5 Profile of Some PHE Hotspots in the region 
High population-High biodiversity areas are key PHE intervention candidate sites for immediate 
work. In this study, selection for profiling has depended on sites mentioned in community focus 
group discussions or at national level discussions as conservation areas that communities are aware 
of. Among the sites mentioned include Mt. Elgon, Akagera National Park, Masaai Mara, Serengeti, 
Sango Bay-Minziro forests, Lake Victoria landing sites such as Kisumu, Kasenyi, Entebbe-
Nakiwogo, Mwamza and Bukoba; Kagera flood plains/river basin, Nyungwe forests, Kibira 
National Park, and, smaller local forests and wetlands in or near households of the surveyed areas.  
Mt. Elgon is both high-biodiversity and high population, and since it was mentioned frequently as 
one of the conservation areas, it will be described here first as one of the PHE hotspots. It is a PHE 
hotspot since it is both a high biodiversity area and yet with high population and high population 
growth. Pressure on the natural resources is increasing rapidly as the population increases around 
this very important Ecosystem. A few more will be profiled briefly including Akagera National Park, 
The Trans-boundary Minziro-Sango Bay forests; Serengeti-Masai Mara, Nyungwe forests, Kibira 
National Park in Burundi and Kakamega forests in Kenya to provide a brief understanding of the 
region’s important natural areas that are under immense pressure and require protection that 
includes the involvement of people. Addressing Population, Health issues and livelihood needs of 
various stakeholders are key to effective environment management. 

Mount Elgon Ecosystem: Mount Elgon is of a volcanic origin, which reaches an altitude of 4,320 
meters above sea level ranging between 15 and 20 million years old. Including the lands on both 
sides of the international border that divides Kenya and Uganda, the Mt. Elgon massif extends for 
about 80 km long (north to south) and about 50 km wide (west to east). The highest point on the 
crater rim is 4321 meters above sea level, making it the second highest in Uganda, after the 
Ruwenzori, and third highest in Kenya after Kilimanjaro and Mt. Kenya.  
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Figure 30: Mt. Elgon Transboundary ecosystem 

Part of Mt. Elgon is a PA  both in Kenya and Uganda; and was first gazetted a forest reserve in 
Uganda in 1938, under the management of the Forest Department until 1993 when its conservation 
status was uplifted to a National Park, under the National Parks Act. The gazetted area is 1,100 
square kilometers on the Uganda side of the mountain. The population in the area is very high with 
density ranging between 120 – 700 inhabitants per km2 in the Northern and southern parts of the 
mountain respectively. The population growth is at 3.5% per annum, which is one of the highest in 
Uganda and Kenya. The majority of the inhabitants live on agriculture. The average size of a land 
holding is about 0.5 hectare, while a household consists of 10 people.  There is therefore an 
immense pressure on land for agriculture and settlement. Because of this pressure, clearing of 
vegetation for agriculture has extended to really high and landslide prone areas hence destabilizing 
the soils. The mountain rests on a dissected pen plain of the pre-Cambrian basement complex. The 
soils were formed directly from the parent agglomerates in a single weathering cycle and are still 
young and rich in weatherable minerals. The richness of the soils is reflected in the very high 
population density. 

The Mountain receives rainfall varying from 1,250 mm to more than 2,000 mm.  It is higher on the 
western and southern slopes than on the northern and north-eastern slopes. Rainfall increases with 
altitude and shows a bimodal pattern with the wet peaks being April – May and October – 
November periods.  There is no distinct dry season. Over 20 rivers originate from the mountain and 
flow into Uganda and Kenya. About 12 million people depend on this watershed function.  It is one 
of the water catchments for the Lake Victoria, L. Kyoga, River Nile and Lake Turkana. With the 
high rain and high population therefore, soil overuse is inevitable and clearance for agriculture is 
high. Protection of this important ecosystem can therefore only be enhanced with a PHE approach 
to address the needs of the communities. 

International boundary District 
boundary Catchment boundary 
Drainage network 

I Mt Elgon National Park (Uganda) I Namatale 
Central Forest Reserve j Mt Elgon National Park 
(Kenya) | Mt Elgon Forest Reserve ]Chepkitale 
National Reserve 

on ma 
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The Akagera National Park: Another PHE hotspot is the Akagera NP which is located in the 
north east of Rwanda along the border with Tanzania. It is named after the Akagera River that flows 
along its eastern boundary and feeds into a labyrinth of lakes of which the largest is Lake Ihema. The 
rolling hills of Acacia and Brachystegia Woodland coupled with scattered grassland and swamp-fringed 
lakes along the meandering Akagera watercourse combine to create a park of breathtaking scenic 
beauty. The Park  is  variously described as  occupying  part of  the  Inter-lacustrine  Region (Vande 
weghe, 1990) or the Lake Victoria Regional Mosaic (Lamprey, 2002 ),  a  region  known  for  its  
extraordinary  biodiversity. Akagera National  Park  represents  a receding,  isolated enclave  of  sub-
arid savanna vegetation  with  an  annual  average  precipitation  of  750  -  850  mm  occurring  in  
two rainy seasons (Vande weghe, 1990 & Viljoen, 2010). Lamprey  (2002)  classified  the  vegetation  
of  the  greater  Akagera National  Park  into four  categories  based on  observations  during an 
aerial survey of the area. 

 It is a center of high biodiversity in the country and an important tourism resource. The area runs 
along Rwanda’s eastern boundary with Tanzania and was established as a national park in 1934. 
Adjacent to it, on its western boundary, the Mutara Domaine de Chasse or Hunting Area was also 
formed around that time. The total area covered by the two categories of protected area was 
approximately 2,700 square kilometers (Vande weghe, 1990 & Lamprey, 2002). In  spite  of  being  
protected,  the  Park  has  a  long  history  of  human  occupation.  The presence of  mature  sisal,  
prickly  pear  (Opuntia  vulgaris)  and  eucalyptus  in  the  lake region  of  the  Park bear  testimony  to  
this  (Vande  weghe,  1990).  The size  of  the  Akagera  National  Park  has  been  sequentially  
reduced  as  the  force  of human  advance  in  the  context  of  civil  conflict  and  political  change  
has  been applied to the area over  time. This story is complex and is not articulated here in any 
detail because it is only partially relevant, only giving the context on the human and animal 
population pressure on the resources. Suffice to mention that the most significant, human induced, 
event in recent history, was the settlement of returning refugees mostly in the northern and western 
parts of the Park and the Mutara Domaine de Chasse in the 1990s.  

With the returning communities came large herds of cattle - more than 86,000 in the total area under 
protection and more than 23,000 in the Park area (Lamprey, 2002). Competition for grazing between 
domestic and wild livestock reached its height at this time resulting in the degradation of the grass 
sward, invasion of species like those from the genus Dychrostachys and subsequent erosion of the soil. 
Lamprey (2002) reported that with the influx of people into the park area so human wildlife conflict 
increased resulting in a decline in wildlife populations of between 50% and 80% for many species 
and local extirpation of Black Rhino and Lion. In 1997 a large area of the Park and the entire area of 
the Mutara Domaine de Chasse were de-gazetted from their protected status for the purpose of 
resettlement of the returning refugees. The Park’s size was reduced to cover approximately 1,120 
square kilometers. Currently no human  occupation  other  than  that  required  to  perform  the 
functions  of  park management  and  tourism  and  no  domestic  livestock  is  allowed  within Park   
boundaries.   With this   improved management and   security, the ecosystem is now well protected 
and wildlife populations, tourism and associated revenue are increasing rapidly. Its sustainable 
management however will depend on how effective the needs of the communities are met and 
hence application of an integrated conservation and development approach incorporating the 
population, health and environment (PHE) needs will be key to the continued success in 
management of the ecosystem. 
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Figure 31:   Most of the protected areas around the Lake Victoria Basin such as shown here are PHE hotspots 
owing to the high population density and pressure on the Natural resources. 

The Sango Bay-Minziro Forest Wetland Ecosystem: The Sango Bay Forest System is a name 
given to the low-lying swamp forests, wetlands and grasslands to the west of Lake Victoria in the 
southeastern part of Rakai District in southern Uganda and are contiguous with the Minziro forests 
in Bukoba District in Tanzania. The forest system includes Kaiso, Malabigambo, Namalala, Tero 
West, Tero East and Kigona forest blocks in Uganda and a much larger Minziro forest block in 
Tanzania. Though a large part of the forest system is found in Uganda, a considerably large tract of 
the forest system is found in Tanzania and the Kaiso and Malabigambo blocks of the forests are 
contiguous with the Minziro forest block in Bukoba District, Tanzania. 

The Sango Bay –Minziro forest/wetland complex represents the largest tract of swamp forest in the 
lake Victoria basin. This tract of swamp forest system forms part of the transitional and regional 
forest / wetland ecosystem, which is sufficiently large to support viable populations of plants and 
animals. The area represents a unique relict forest/wetland community of considerable 
biogeographical significance, with a number of plant and animal species occurring on the edge of 
their ranges.  It is the southern and eastern most limits of the western Africa and Albertine rift 
species. This type of forest system is not found anywhere else in East Africa. It is biodiversity rich 
and yet with increasing population pressure. In a biodiversity inventory exercise carried out in 
Uganda between 1996-1998, the forest was ranked 14th  in overall biodiversity importance against 65 
biodiversity rich forest reserves in the country; and is  known to support 14 species of plants and 
animals not found in any other forests in Uganda. These include 8 butterflies, 2 birds, 3 trees and 1 
moth. The Sango Bay – Minziro ecosystem is further noted for an extraordinarily high diversity of 
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butterflies particularly on the Tanzanian side, with recordings of over 600 taxa, the highest for any 
single forest locality in Africa (Howard, 1994). 

These forests support some of the region’s rare and endangered tree species such as Cordia millenii 
and Irvingia gabonensis and endemic species such as Pseudodagrostistachys ugandensis. The wetland/forest 
savanna complex is home to a wide variety of wildlife, including the globally threatened Blue 
Swallow (Hirundo atrocerulea) which occupies mainly the grasslands. This ecosystem supports 36% of 

Uganda‟s bird species and 50% of diurnal primates. The forest also provides free range to elephants, 
buffaloes, duikers, antelopes and bush pigs, which move freely between the forest blocks and 
adjacent grasslands and swamps and through the border with Tanzania.  Hippos live in swamps 
along the Kagera and Bukoola rivers that contribute to seasonal flooding. The intermittent flooding 
of the area creates a continuum of diverse landscapes, which provide a variety of habitats resulting 
into high species diversity. The forests are medium altitude patches, thriving on rich alluvial deposits 
of sediment at the mouth of the River Kagera. The uniqueness of the forests partly results from 
being composed of both lowland (mainly western Guinea-Congolian;GC) forest species and 
highland (Afro-Montane; AM) forest species. The undisturbed areas of the forests are dominated by 
the GC Baikiaea insignis and the endemic Afrocarpus dawei. Other GC species are: Canarium 
schweinfurthii, Klainedoxa gabonensis, Maesopsis eminii, Pseudospondias microcarpa, and Symphonia globulifera. 
Main AM trees are: Apodytes dimidiata, Croton megalocarpus, Ilex mitis, Strombosia scheffleri, and Warburgia 
ugandensis. 

In view of its biodiversity richness, Uganda’s Forest Nature Conservation Master Plan (FNCMP) 

singled out Sango Bay as an important forest reserve for protection as a ‟Strict Nature Reserve” and 
in discussions with Tanzania in 1999 a ban on timber harvesting was instituted. This area however is 
also one of the sites where health issues, especially the AIDS pandemic hit most and it is an areas 
with low per capita incomes, low per capita land holdings and with a serious resource use pressure to 
the forests. Both countries therefore embarked on development of participatory management plans 
for the block of forests. Unfortunately however, the plans were never implemented. This site thus 
provides a good candidature to comprehensively implement an integrated PHE programming. 

Serengeti-Masai Mara Ecosystems – Serengeti National Park is contiguous with Masai-Mara 
National reserve in Kenya and forms one of the excellent trans-boundary ecosystems for a 
cooperative framework between the countries. This area is also a suitable candidate site for PHE 
programming early enough before the population increases to high proportions. There is increasing 
population growth in this area. The population development in Simiyu region, one of the regions 
where this survey was undertaken is that the people numbers are increasing in the region (Table 31). 

Table 31: Population trends in Simiyu Region and the component districts -1988-2012 

 Name Status 
Population Census 

1988-08-27 
Population Census 

2002-08-01 
Population Census 
2012-08-26 

Simiyu Region ... 1,317,879 1,584,157 

Maswa District ... ... 422,916 

Busega District ... ... 203,597 

Itilima District ... ... 313,900 

Maswa District 220,432 304,402 344,125 

Meatu District 159,272 248,214 299,619 

Source: National Bureau of Statistics Tanzania (web) 
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The Serengeti National Park which covers 14,763 (5,700 sq. miles) stretching North to Kenya and bordering 
Lake Victoria to the West is one of the best known ecosystems in the world. It has the highest concentration 
of large mammals on this planet and it is famously known for its 2,500 Lions; the largest concentration found 
anywhere. This Tanzanian national park in the Serengeti ecosystem in the Mara and Simiyu regions.[2][3] It is 
famous for its annual migration of over 1.5 million white bearded (or brindled) wildebeest and 250,000 zebra 
and for its numerous Nile crocodile. 

 

Figure 32: Serengeti National Park in Tanzania is contiguous with Masai-Mara in Kenya. 

The Maasai Mara National Reserve was named for the Maasai people who inhabit the area, and for 
the Mara River, which flows through this great reserve. It shares a border with Tanzania’s Serengeti 
National Park and is essentially a continuation of this park, forming the Serengeti-Mara ecosystem. 
Covering an impressive 1510 km² (430 square miles), the Maasai Mara is a land of abundant wildlife 
and endless plains. This National Reserve (also known by the locals as The Mara) is a large game 
reserve in Narok County, Kenya, contiguous with the Serengeti National Park in Mara Region, 
Tanzania. It is named in honor of the Maasai people (the ancestral inhabitants of the area) and their 
description of the area when looked at from afar: "Mara," which is Maa (Maasai language) for 
"spotted," an apt description for the circles of trees, scrub, savanna, and cloud shadows that mark 
the area. It is globally famous for its exceptional population of lions, leopards and cheetahs, and the 
annual migration of zebra, Thomson's gazelle, and wildebeest to and from the Serengeti every year 
from July to October, known as the Great Migration. The Maasai Mara National Reserve is only a 
fraction of the Greater Mara Ecosystem, which includes the following Group Ranches: Koiyaki, 
Lemek, Ol Chorro Oirowua, Olkinyei, Siana, Maji Moto, Naikara, Ol Derkesi, Kerinkani, Oloirien, 
and Kimintet. The reserves are however coming under increasing resource use pressure. A study 
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funded by WWF and conducted by ILRI between 1989 and 2003 monitored hoofed species in the 
Mara on a monthly basis, and found that losses were as high as 195 percent for giraffes, 80 percent 
for common warthogs, 76 percent for hartebeest, and 67 percent for impala. The study blames the 
loss of animals on increased human settlement in and around the reserve. The higher human 
population density leads to an increased number of livestock grazing in the park and an increase in 
poaching. An early integration of PHE interventions in this area would be a tremendous 
contribution to the sustainable development efforts in the region as these areas generate a lot of 
revenue from tourism for the countries as well as providing great environment services for the 
region. 

Nyungwe forests:  This Transboudary ecosystem between Rwanda and Burundi is a PHE hotspot 
that requires a participatory approach in its management.  Covering an area of 1,020km², Nyungwe 
Forest National Park includes one of the largest remaining montane forest in East and Central 
Africa. It has about 310 different bird species, hundreds of butterflies and orchids, and over 75 
different species of mammals – including 13 primates (about a quarter of all Africa's primates). 
Nyungwe Forest National Park is a vast relatively intact tropical rainforest with a high, dense 
canopy. It was made a National Park in 2004 as Rwanda sought to increase its tourism beyond the 
country’s mountain gorillas of Volcanoes National Park, and is certainly worthy of its status because 
of its spectacular biodiversity.  It is however surrounded by dense populations and pressure for 
natural resource use in immense. To ensure its sustainability, one needs stakeholder involvement in 
its management. It therefore offers itself as a good candidate site for PHE integration for its 
successful protection. 

Kibira National Park in Burundi: The Kibira National Park is a national park in northwestern 
Burundi. Overlapping four provinces and covering 400 km2, Kibira National Park lies atop the 
mountains of the Congo-Nile Divide. It extends north from the provincial town of Muramvya to 
the border of Rwanda where it is contiguous with the Nyungwe National Park in Rwanda. The 
Kibira National Park was granted legal status in 2000 with Decree 100/007 of 25 January, 
establishing the park and four nature reserves. 

Straddling four provinces and covering an area of 40 000 ha, it is composed of montane rain forests 
containing several vegetation strata: Entandrophragma excelsum and Parinari excelsa stands, mainly 
Parinari excelsa var. holstii; Polyscias fulva, Macaranga neomildreadiana and Syzygium parvifolium stands, 
Hagenia abyssinica and Faurea saligna secondary forest stands, Philippia benguelensis and Protea madiensis 
high-altitude stands on ridges, as well as Arundinaria alpina (pure bamboo) stands.  This ecosystem is 
a zone rich in both animal and plant biodiversity; 644 plant species have been found in the park, as 
well as about 98 species of mammals (primates, servals, African civets, etc...). Bird life is also rich 
and varied, with 43 families and more than 200 species identified. 

More than three-quarters of the water in the country’s largest dam – providing more than 50 percent 
of the hydroelectric energy consumed – comes from this forest. Thus the park, situated as it is on 
the Congo-Nile ridge, plays a fundamental role in regulating the hydrological system and protecting 
against soil erosion; but it is under immense pressure because of the surrounding high populations. 
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Figure 33:  The Location of Kibira National Park in Burundi 

The management of Kibira forest at present comes under the Ministry of Regional Development, 
the Environment and Tourism and the National Institute for Nature Conservation and the 
Environment (INECN) and these institutions increasingly work closely with civil society and the 
private sector. The need for effective management has led to the subdivision of the park into small 
management units, which now include four sectors (one sector for each province) and 32 
subsectors. Nearly 50 000 people from communes adjacent to the park are involved directly or 
indirectly in the management of the park. This site is thus one of the ideal areas for PHE integration 
in Burundi and the approach would offer a god opportunity to achieve both environment 
conservation and livelihood development. 

Kakamega forests in Kenya: Kakamega Forest is a tropical rainforest situated in the Western 
Province, of Kenya, North West of the capital Nairobi and near to the border with Uganda. It is 
Kenya's only tropical rainforest and is said to be Kenya's last remnant of the ancient Guineo-
Congolian rainforest that once spanned the continent. It is located on the western fringes of Lake 
Victoria (Figure 32) and is therefore situated in the Lake Victoria basin, about 50km north of 
Kisumu city. Being the only remnant in Kenya of the unique Guineo-Congolian forest ecosystem, it 
offers unique wildlife and scenic beauty.  The forest is home to over 400 species of butterflies, about 
300 bird species and 27 species of snakes. This ecosystem also supports more than 350 species of 
trees and 7 primate species including the endangered De-Brazza monkey, black and white Colobus 
monkey and Vervet monkey. The Potto (the world's slowest mammal on earth), duikers and Dik 
diks are also found in Kakamega Forest National Reserve. The reserve is however located in an area 
with a rapidly increasing population and thus its protection will, to a great extend depend on how 
population needs will be linked to its services that it provides. This site therefore provides an 
opportunity for PHE integration in ensuring its effective management. 
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3.10 The Environment, Health and Population Policy Framework in the EAC 
Partner States - Gaps and Opportunities for PHE Integration 

The policy framework for population, Health and Environment sectors in the five East African 
countries is almost similar. As reviewed in chapter 2, all the countries have population policies that 
have been developed in a consultative manner. The main goal is to ensure sustainable development, 
however the growth rates are still high and pressure on natural resources and health services is high 
as well. Uganda’s human population, for example, is currently estimated at 35 million, growing at 
2.9% (UBOS 2014), and 96% of the population use biomass based energy. The Environment and 
natural resources in Uganda are important assets for economic and social growth and provide 
tremendous potential for diversification of rural enterprises and employment opportunities for men, 
women and youth. Over 85% of Uganda’s population lives in rural areas and depends on natural 
resource based activities for their livelihoods (MoLG, 2012). Additionally, many drivers of 
development in Uganda (such as agribusiness, tourism, construction) depend on natural resources. 

On Environment, all the five countries have an excellent policy framework with the current policy 
and legal regimes under which the natural resources are being managed being a result of extensive 
consultative processes. In Uganda and Kenya, for example, the consultative processes culminated 
into new institutional frameworks; NEMA and NFA in Uganda and NEMA and KFS in Kenya. The 
Uganda Forestry Policy (2001) and the National Forestry and Tree Planting (NFTP) Act (2003) 
provide the policy and legal framework for management of forest resources. The revised National 
Forest Plan (2011) provides the strategy for policy implementation. It is a rolling plan reviewed 
regularly for the Medium Term Expenditure Framework and budget cycle of the MFPED. The first 
National forest plan was produced in 2002.The policy framework is thus composed of the NEMP 
(1995) FP 2001; Wetlands etc. but deliberate linkages to health is not apparent in each of the 
policies. 

The countries’ policies, strategies and plans actually prioritize health and environment as key to 
sustainable development, but implementation is slow.  In Rwanda, for example, the protection  and  
management  of  environment  is among  the  pillars  of  the  Vision  2020.  From  2002  to  the  
year  2020,  the  Government  of Rwanda intended  to  build  a  nation  where  the  pressure  on  
natural resources,  especially  land,  water,  biomass,  biodiversity,  is  reasonably reduced  and  the  
process  of  pollution  and degradation  of  environment  is controlled (Rwanda Government, 
2006).  This therefore meant that Rwanda embarked on a robust process of policy review and 
implementation to ensure sustainable development. The  legal  framework  for  the  management  
of  environment  was  put  in  place  by  the  Government  of  Rwanda  by  the  organic  law  Nr  
4/2005  of  8  April  2005  putting  in  place the  modalities  to  protect,  safeguard  and  promote  
environment  in Rwanda. That law governs environment in its broadest term  
(land, agriculture, forests, water, biodiversity, etc.).  

 With an annual growth rate of 2.9 per cent, Rwanda’s population is expected to rapidly grow from 
10.6 million in 2010 to over 14 million by 2020. This will exacerbate pressure on the country’s 
environment and natural resources with marked changes in forestry, land and water resources. This 
will undoubtedly affect all sectors of the economy particularly agriculture, manufacturing and 
infrastructure with particular impacts on sanitation and energy demand. The implications are that 
health as well as food, energy and income security will be affected at varying magnitudes. The 
population density is actually highest in Rwanda currently and this is projected to grow further 
putting pressure on both the health and environment. REMA, Rwanda’s main institution to 
coordinate environment management recognizes this aspect and now actively takes stock and 
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reports on the state of Rwanda’s environment at the end of every two years. In fulfilment of this 
obligation, the first comprehensive State of Environment (SOE) report was published in 2009.  That 
report noted Rwanda’s performance in a number of environmental facets including improvements in 
the sanitation, drinking water and conservation indicators for comparable income groups (REMA, 
2011). Environmental changes in the land arena illustrate Rwanda’s shrinking land base owing to 
high population pressure and the associated natural resources degradation resulting from stresses on 
ecosystems. Rwanda’s population growth over the last four decades has been unprecedented—from 
approximately 2.6 million in 1960 to 8.2 million in 2002 and 9.6 million by mid-2008. If the current 
annual population growth rate of 2.6 percent persists, the country’s population is projected to reach 
14.6 million by 2025. Though Rwanda’s total population is small in comparison to most other 
countries in Africa, its population density of 365 people per square kilometer is the highest on the 
continent and is often cited as a contributing factor to poverty and environmental degradation.   

A comparative study on population, health, and environment integration in East Africa undertaken 
over five years ago involved teams from Ethiopia, Kenya, Rwanda, Tanzania, and Uganda that, each 
assessed, the state of PHE integration in their respective countries. The teams identified relevant 
stakeholders; assessed the policy environment for cross-sectoral collaboration; highlighted key 
population, health, and environment issues; and described the state of integration among projects, 
programs, and policies at that time. Looking at their reports and the current state of affairs, nothing 
dramatic has taken place since that time; and political will is available across the region to enable 
PHE integration. This is a comparable study because the methods used for the assessment included 
a review of relevant policies, laws, and project documents; key informant interviews; and field visits 
to case study sites just as has been undertaken now.   

In Rwanda, women’s health status is compromised by early and repeated pregnancies and inadequate 
(though improving) family planning and maternal health care services, especially in rural areas. High 
fertility—lifetime births per woman in Rwanda is 5.5—has implications for both infant and maternal 
morbidity and mortality. Data shows that 70 percent of births take place without skilled medical 
assistance and a low utilization of basic obstetric care. The maternal mortality ratio remains high at 
750 deaths per 100,000 live births, and the infant mortality rate is 62 deaths per 1,000 live births 
(PRB, 2009). Population structure and distribution in Rwanda have been profoundly reshaped by the 
civil war and genocide in the 1990s. 

If the current population growth rate continues economic growth, political stability, and ongoing 
recovery and reconciliation will be undermined. Although many of Rwanda’s population and health 
indicators are still unacceptably poor, there has been some noteworthy improvement in reproductive 
health service delivery and outcomes since the aftermath of the war and genocide. For example, in 
1994, contraceptive prevalence stood at just 4 percent; by 2005, it had increased to 10 percent. 
Results from a 2008 survey revealed that contraceptive use had increased to 27 percent of married 
women of reproductive age. The survey also showed a marked decline in the infant mortality rate 
from 86 deaths per 1,000 live births in 2005 to 62 in 2008. 

For Burundi, the galloping growth of the population represents one of the greatest obstacles to 
poverty reduction. This population growth can only be managed by reducing birth rates and 
changing mentalities. To do this, a coordination structure dedicated to demographic issues and 
fertility reduction should be put in place (Government of Burundi, 2012); .improving the health of 
the Burundian population constitutes a major concern for the government. As such, the government 
has adopted the National Health Development Plan II (PNDS II), which incorporates the 
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Millennium Development Goals in terms of health in full.  The actions selected are based on four 
sub-areas for intervention. 

The health situation in Burundi remains relatively precarious. The crude mortality rate is 15 per 1000 
(2008 Population Census). This situation is associated mainly with the fragility of the health system, 
the heavy burden of communicable diseases, chronic non-communicable diseases, neglected tropical 
diseases, the vulnerability of mothers, children and adolescents, and the role of the determinants of 
health (demographic pressure owing to a density of more than 310 people per km and very high 
rates of acute and chronic malnutrition, 6% and 58% respectively, in children between 0-5). The 
most prevalent diseases in the epidemiological profile are communicable diseases that particularly 
affect the health of pregnant women and children, the most vulnerable population groups. The most 
prevalent diseases in this category are malaria, HIV/AIDS, tuberculosis, diarrhoeal diseases, vaccine-
preventable diseases and acute respiratory infections. Diabetes and high blood pressure coexist in 
30% of cases, according to a study done at the Kamenge University Hospital Centre, and are 
responsible for 73.17% of degenerative complications.  

In relation to environment management, the current Kenya Population policy; developed in 2012, is 
aimed at managing the growth of the population and thus forwarding looking to sustainable 
development. The policy aims to reduce the number of children a woman has over her lifetime from 
5 in 2009 to 3 by 2030 and it includes targets for child mortality, maternal mortality, life expectancy, 
and other reproductive health measures. This policy, developed in a participatory process, ensures 
inclusiveness and ownership by all stakeholders. Kenya's long-term development plan, known as 
Vision 2030, recognizes that rapid population growth could severely derail progress in reaching its 
primary goal: “To achieve a high quality of life for all Kenyans that is sustainable with available 
resources” (NCPD, 2012).  Although Kenya has made great strides in increasing contraceptive 
coverage, from 27 percent in 1989 to 46 percent in 2009, concerns over worsening unemployment, 
food shortages, and a large youth population threaten Kenya's economic future (NCPD, 2012) and 
there is thus a need to integrate population and natural resources management. 

The five countries of East Africa all share a common history on Environment management.  The 
population pressures on environment resources are similar and the partner states have adopted 
similar approaches. The policy development trends therefore have followed suite and most of the 
member states have all undergone legal and institutional restructuring to attempt to effectively 
manage the environment. The case of Uganda, for example is that the country has an excellent 
policy framework with the current policy and legal regime under which the natural resources are 
being managed being a result of an extensive consultative process that culminated into a new 
institutional frame work since 2004. This is a similar case for Kenya leading to the formation of 
NEMA and KFS; and with Rwanda leading to the formation of REMA.  What is gratifying is that 
the Population, health and environment polices have all been developed in highly participatory 
processes and it is clear that it is not the lack of polices, but their implementation that will make a 
difference. 

The opportunities for PHE integration therefore presents itself in the adequacy of the policy 
framework as well as the political will available in the region. At the operational level, the existence 
of the loose PHE networks in each of the countries is a fantastic opportunity for operationalization 
of integration as policy reviews and harmonization is made. The PHE networks interact regularly 
both on the electronic landscape (exemplified by their website updates) and also physically.  For 
example, the Leaders of the East Africa Population, Health, and Environment Network met in 
Kigali, Rwanda, from Feb. 23-27, 2009, to reaffirm their commitment to examine the linkages 
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between population, health, and environment (PHE) and explore integrated solutions to address 
these complex issues (PRB, 2009). The meeting brought together 30 champions of PHE from 
Ethiopia, Kenya, Rwanda, Tanzania, and Uganda. These champions include practitioners, 
researchers, policymakers, and advocates who are committed to working across disciplines to meet 
the general health, family planning, and livelihood needs of communities while also conserving the 
environment. The opportunity lies in strengthening this networking so that there is advocacy for 
mainstreaming PHE integration in government policies and strategies. 
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4 INTERLINKAGES OF POPULATION, HEALTH AND ENVIRONMENT IN 

LAKE VICTORIA BASIN 

The overall linkages between Population, health and environment are depicted in the conceptual 
diagram 1 (chapter 2) which is shown below, and links Population, health and the environment. The 
large population which has outgrown the land holding capacity has a negative influence on the 
environment through several forms of ecosystem degradation. The degradation leads to constriction 
of water towers and sources (water catchment areas – ecosystem deterioration) and hence water 
scarcity, increased contamination and poor health. Water and environmental sanitation are also 
affected and accelerated by the high population. It is encouraging that some of the wildlife and 
environmental programs in the region are involved in the support for the provision and protection 
of water supply sources, sanitation activities, school construction, agribusiness and food security and 
a forestation (Annex 1).  

The linkages between Health and Environment are not only from a landscape level but stems right 
at the house hold level. A family living in a small agricultural village, such as the ones that were 
sampled in this study, often faces poor agricultural production and lack of land. These challenges are 
compounded by a growing number of individuals in the family (Inadequate family planning) as well 
as increased number of families and dwindling resources, leading to land fragmentation. After a day 
collecting the food and water needed for daily life, sometimes from a long distance, women have 
little time or energy to devote to seeking health services for themselves or their children. The 
programs that target communities such as these should be integrated and address their multiple 
needs simultaneously. PHE projects have reached tens of thousands of men and women living in 
remote, biodiverse areas—saving them time and improving their access to food, water, sanitation, 
health, and education services (PRB, 2014). 

Figure 1: Conceptual diagram of the linkages between Population, Health and Environment; 

 

 

 

 

 

 

 

 

 

ENVIRONMENT POPULATION 

 

 

 

HEALTH 

Education on 

Land 

Management 

FP; RH  

Water and 

Environmental 

Sanitation 

Access to service 

provision 

Land Overuse: 
Food insecurity 
Environmental 

Degradation 
Deforestation 

Density 
Demand for 
Resources of 
Environment 

Increased 
Overcrowding 

Poor Mental Health 
Demand for food 

resources 

Animals for 
Ecosystem 
Aforestation 
(Fauna/flora) 

Water Resources 

Environmental 
Degradation 

Environmental 
Contamination due 
to lack of sanitation 

Environmental 
linked diseases of 

GIT, Malaria 

Increased demand 
and Utilization of 

Drugs and 
services 

FP commodities 
Immunization 

Treatment, HIV 

SD 



94 

Environment conservation initiatives are usually located in very remote rural areas, although it is 
becoming increasingly necessary that the urban environment needs attention as well. In the LVBC 
areas, local communities in remote rural areas often suffer from ill health because of poor sanitation 
compounded by poor access to modern health services, including family planning, and poor 
nutrition and lack access to improved water supplies. PHE integration would bring better health 
services and improved water and sanitation to remote communities where conservation 
organizations work. Healthier communities are more able to participate in conservation activities. 
PHE links human and ecosystem health by promoting sustainable management of natural resources; 
improving livelihoods, food security and nutrition; and by maintaining or restoring habitats and 
ecosystem functions. Thus PHE integration improves environmental health conditions for local 
people. 

The household environment is the first step in assessing the linkage between health and 
environment. The characteristics of a household determine the socioeconomic and health status of 
its members. The household is where all decisions about health, education, and general welfare are 
made and acted upon. This study specifically asked respondents about their household environment, 
including the source of drinking water, type of sanitation facility, access to electricity, type of 
cooking materials, type of material used for roofing, flooring, and walls, and number of rooms used 
for sleeping in the dwelling. 

4.1 Drinking Water 

Increasing access to improved drinking water is one of the targets of the National Development 
Plans for each of the East African countries. Access to improved drinking water is also one of the 
Millennium Development Goals that these countries adopted from the United Nations framework. 
Unimproved water sources increase the prevalence of waterborne disease and the burden of service 
delivery through increased demand for health care.  Monitoring household access to improved 
drinking water is a good indicator of assessing the household health. Improved water sources 
include piped water into the dwelling, yard, or plot; a public tap/stand pipe or borehole; a protected 
well or protected spring water, and rainwater. Lack of easy access to an improved water source may 
limit the quantity of suitable drinking water that is available to a household as well as increase the 
risk of illness. Access to improved sources of drinking water, especially distance to the sources, 
storage and the time it takes to water sources is an environmental issue that needs to be assessed as 
to its influence on the health of the communities.  Currently, Burundi has the highest proportion of 
people who have no access to any form of treatment of drinking water. 
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Figure 34: Treatment of water in any way 

Hand Washing: The communities unfortunately do not make deliberate efforts to practice basic 
sanitation such as washing their hands before and after major health affecting activities such as 
toileting and eating food. Table 30 shows that close to half of the community (45.5 percent) have no 
specific place to wash hands. Only 4.6 percent do have a hand washing place inside or near the 
toilets. These sets of data are worrying and it is necessary to relate it to any medical cases reported to 
health centers in the area to find out if any could be a result of inadequate sanitation. 

4.2 Sanitation facilities 

Ensuring adequate sanitation facilities is good public health practice. At the household level, the 
availability of hygienic sanitation facilities reduces the risk of exposure to illnesses and further 
lightens the burden on the public health delivery system. Appropriate sanitation facilities include an 
improved toilet and method of waste disposal that separates waste from human contact. A 
household is classified as having an improved toilet if the toilet is used only by household members 
(that is, the toilet is not shared) and if the toilet separates the waste from human contact (WHO and 
UNICEF, 2010). Flush/pour toilets that flush to a piped sewer system, and ventilated improved pit 
(VIP) latrines, pit latrines with a slab, and composting toilets (which separate solid waste from water) 
are also classified as improved toilets. Housing characteristics reflect the household’s socioeconomic 
status in society. The availability or lack of adequate sanitation facilities determines the magnitude of 
exposure to risks associated with ill health. Figure 35 depicts the situation of sanitation facilities in 
the Lake Victoria basin as revealed by this study. Flush to pit latrine which could be considered one 
of the most hygienic sanitation facilities is mainly in only two of the five countries. Most of the 
communities seem to use pits.  
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Figure 35:  Sanitation facilities at household level (X axis= sanitation facilities and Y axis= Percent Score) 

4.3 Cooking approach 

Materials used for cooking food at the household level include firewood, charcoal, biogas and sometimes 
paraffin; and the approach may be utilization of improved cooking stoves or use of the traditional three stone 
fire areas. Whatever is utilized in cooking has a bearing on the health of the household. As an example, the 
amount of smoke generated by traditional cooking fireplaces is great and affects the human health. This study 
explored the different types of cooking materials used in the project areas of the EAC LVBC areas. 
About 90 percent of the communities in the Burundi, Kenya, Rwanda, Tanzania and Uganda, use firewood 
for cooking and mainly utilizing traditional cooking methods.  Community members are therefore inhaling a 
lot of smoke and it will be interesting to compare this with cases of medical conditions reported at health 
centers that are related to breathing complications. The majority of the respondents cook their food using 
firewood with (89.9 percent) while 7.1 percent use charcoal and 13.0 percent use biogas.  

Table 32: Type of fuel household uses to cook 

Variable  Burundi Kenya  Rwanda Tanzania Uganda 

 % n % n % n % n % n 

Electricity 0 0 0 0 0 0 0.5 1 0 0 

Biogas 0 0 0 0 0 0 0 0 2.3 5 

Paraffin/Kerosene 0 0 0.5 1 0 0 0 0 0 0 

Coal 0 0 0 0 0 0 2.4 5 0.9 2 

Charcoal From 
Wood 

1.4 3 7 15 7.3 16 9 19 6.8 15 

Firewood/Straw 98.6 212 92.5 197 92.2 201 87.7 185 87.7 192 

Dung 0 0 0 0 0 0 0 0 0.9 2 

Other (Specify) 0 0 0 0 0.5 1 0 0 0.9 2 
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4.4 Type of material used for roofing, flooring and walls 

Housing characteristics reflect the household’s socioeconomic status in society and also has an influence on 
the health conditions of the dwellers. The availability or lack of adequate housing facilities determines the 
magnitude of exposure to risks associated with air pollution and ill health. Ensuring adequate ventilation 
facilities and other forms of indoor sanitation facilities is good public health practice. At the household level, 
the availability of good housing reduces the risk of exposure to illnesses and further lightens the burden on 
the public health delivery system.  In the entire basin the 85% in Tanzania to 93% in Mt Elgon in Uganda, the 
population are in housing units with floors made of earth, mud or dung, however most of them are roofed 
with corrugated iron sheets. Thus the quality of housing for most of the community members is still 
inadequate; basing of the data showing that more than half of the households (85 percent) have either earth, 
sand, or dung floors and only 6 to 15 percent of the households have cement with only 0.3 percent of the 
households having carpet and wood planks respectively.  

Table 33: Main Materials of the roof and the Floor 

Variable  Burundi Kenya  Rwanda Tanzania Uganda 

MAIN ROOFING MATERIAL 

 % n % n % n % n % n 

Grass /thatch/makuti 20.9 45 16.4 35 0 0 40.3 85 11.4 25 

Tin can 0.5 1 0 0 0 0 12.3 26 0 0 

Corrugated iron  14.4 31 82.2 175 71.1 155 46.4 98 88.1 193 

Asbestos sheets 0.9 02 0.9 02 1.4 3 0.5 1 0.5 1 

Concrete  0 0 0.5 1 0 0 0.5 1 0 0 

Tile  63.3 136 0 0 27.5 60 0 0 0 0 

MAIN MATERIAL OF THE FLOOR 

Earth/Mud/Dung/Sand 92.1 198 87.8 187 86.6 189 84.9 179 93.1 204 

Wood Planks  0 0 0 0 0.9 2 0 0 0.5 1 

Parquet/Polished Wood 0 0 0 0 0.5 1 0 0 0 0 

Ceramic Tiles 4.2 9 0 0 0.5 1 0 0 0 0 

Cement  3.7 8 12.2 26 11.0 24 15.1 32 5.9 13 

Carpet 0 0 0 0 0.5 1 0 0 0.5 1 

Visually on a graph (Figure 36) one clearly notes that, the common floors in all the five countries is the region 
are earth /mud and Cement floors. Wooden floors are mainly in Rwanda and Uganda while Ceramic tiles are 
more in Burundi. The reason for this variation is not clear. But what is clear is that the type of roofs and floor 
reflects the standard of living in the particular community. 
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Figure 36:  Types of floor at household level in the five countries of the LVBC region 

The Figure 37 on the other hand gives a glimpse of what the common roofs are in the region. 
Corrugated iron roofs are common in all the five countries while the cement flat roofs are only 
reported in Kenya and Tanzania. What is worrying is that Asbestos sheets that are reportedly related 
to cancer causing environments are reported common to communities in all the five countries of the 
Lake Victoria basin and this should be addressed by the Governments of the region. 
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Figure 37:  Quality dwelling units: Main material of the roofs in the LVBC region 

It would be interesting to evaluate the reported ill health cases in the health centers by people whose 
dwellings are asbestos sheets and assess whether health concerns related to such environments are 
significantly surfacing. Clearly, further assessments are necessary, in addition to this baseline study to 
specifically document the PHE relationships in specific areas of the region on a continuous regime. 

4.5 Knowledge Of Environmental Conservation, Beliefs And Attitudes 

The environmental conservation activities in selected areas of the Lake Victoria region in Burundi, 
Kenya, Rwanda, Tanzania and Uganda where the survey was carried out were documented in this 
survey. The survey sought to establish the Knowledge, behavior and practices of the local 
population towards environmental conservation issues. Respondents were initially asked whether 
they have ever been visited by any person to talk about environmental issues. 28.8%, 42.6% 78.1%, 
28.1% and 53.7% of the respondents answered to the affirmative in the study areas of the five 
countries of Burundi, Kenya, Rwanda, Tanzania and Uganda respectively. Furthermore, information 
was sought to find out whether the respondents had ever participated in a program about tree 
planting or environmental conservation, only 48.4%, 52.6%, 82.9%, 38.1% and 67.9% of the 
respondents in the sampled areas in Burundi, Kenya, Rwanda, Tanzania and Uganda respectively 
participated.  Only Rwanda seems to be effectively involving their communities in tree planting 
activities. Because of this anomaly a strong advocacy and educational program must be put in place. 
The reasons for non-participation included, 69.4%, 81.7%, 40.5%, 62.3% and 44.3% in Burundi, 
Kenya, Rwanda, Tanzania and Uganda who reported that they did not know about it, 12.6%, 5.1%, 
16.2% 23.8% and 10.0% in Burundi, Kenya, Rwanda, Tanzania and Uganda said they had no 
interest, 8.1%, 7.1%, 40.5%, 8.5%  and 14.3% indicated that they had no time. The rest 9.9%, 6.1%, 
2.8%, 5.4% and 31.4% for Burundi, Kenya, Rwanda, Tanzania and Uganda did not think it would be 
useful.  Table 34 below and Figure 38 illustrate the variation in responses from the five countries 
and it is interesting to note that Rwanda and Uganda; both with higher population densities are also 
similarly investing a lot of effort in environment awareness activities. 
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Table 34:  Awareness initiatives for environment issues within the 5 countries   

Awareness Visit? 

Country 

 Burundi n Kenya n Rwanda n Tanzania n Uganda n 

No  71.2% 153 57.4% 120 21.7% 47 71.9% 151 46.3% 101 

Yes  28.8% 62 42.6% 89 78.1% 170 28.1% 59 53.7% 117 

Have you ever participated in a program about tree planting or environment conservation? 

                                        Country  n 

 Burundi n Kenya n Rwanda n Tanzania n Uganda 

No  51.6% 111 47.4% 99 17.1% 37 61.9% 130 32.1% 70 

Yes  48.4% 104 52.6% 110 82.9% 180 38.1% 80 67.9% 148 

Why didn’t you participate 

Did not know 
about it 

69.4% 77 81.7% 81 40.5% 15 62.3% 81 44.3% 31 

No time  8.1% 9 7.1% 7 40.5% 15 8.5% 11 14.3% 11 

No interest 12.6% 11 5.1% 5 16.2% 6 23.8% 31 10.0% 7 

Didn’t think 
it would be 
useful 

9.9% 11 6.1% 6 2.8% 1 5.4% 7 31.4% 22 

This data set means that a significant number of community members in the five countries are not 
involved in environment management and tree planting activities. In order to correct this aspect in 
the five countries, there should be a more aggressive way of having environment management 
information shared with the public such as; deliberate awareness raising outreaches on environment 
and conservation, using access and rules governing parks to motivate communities, addressing 
community needs from the environment, finding and recruiting  workers for extension activities that 
target explaining the purpose of parks and other protected areas;  and, teaching and education for 
community members on environment, wildlife and conservation. 

 

Figure 38: Distribution of respondents who have participated in tree planting or environment conservation 
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On assessing the community rating of the value of the education and promotion on environment 
and wildlife as a point of benefit to the respondents and the community, 93.2%, 81.6%, 98.9%, 
68.8% and 94.5% in Burundi, Kenya, Rwanda, Tanzania and Uganda affirmed the benefit of wildlife 
to the community. 

 

Figure 39: Distribution of respondents who believe that parks are of benefit to them.  

Respondents were asked through which medium they receive messages on health and environment 
conservation issues; and Table 35 gives an overview of the status in the five countries.   

Table 35: Showing how environment messages are delivered to the community in the 5 countries.  

Variable Country 

How often? Burundi n Kenya n Rwanda n Tanzania n Uganda n 

Every day   29.3% 63 65.3% 139 69.4% 150 32.9% 69 57.1% 124 

Less than 
once a week 

44.2% 95 13.1% 28 23.6% 52 37.6% 79 21.7% 47 

Never listens 26.5% 57 21.6% 46 6.9% 15 29.5% 62 21.2% 46 

Have you heard any messages on radio about issues of health, birth control and environmental 
conservation 

No  38.1% 82 27.2% 58 13.9% 30 44.3% 93 27.2% 59 

Yes  61.9% 133 72.8% 155 86.1% 186 55.7% 117 72.8% 158 

Exposure to information either on radio or in print can increase an individual’s knowledge and 
awareness of new ideas, social changes, and opportunities, which in turn can affect the individual’s 
perceptions and behavior, including those related to health and Environment. In the Uganda 2011 
Demographic and Health Survey, exposure to media was assessed by asking respondents how often 
they listened to a radio, watched television, or read newspapers or magazines.  This was used to 
assess access to health information.  Similarly, in this study, this can be used to assess access to 
environment information. Basing on the fact that  Radio media exposure in Rwanda  is highest  it 
may be concluded that community members in Rwanda have more access to environmental and 
health information compared to other countries especially as print and other electronic media have 
less coverage across the region than Radio. When respondents were asked if they heard any 



102 

messages on radio about health, birth control and environmental conservation, the affirmative 
response was still in Rwanda with 86.1 percent of the respondents acknowledged having heard 
messages on these issues.  With regard to the print media, Kenya ranks well with 69 percent of the 
respondents having read an advert/message about health and environment from a newspaper. The 
set of data means that there is access to both Environment and health information by communities 
in the region and it is only the level that varies between countries. 

Respondents in the region were asked if there were any conservation areas or restricted park land 
near their home; 68.8%, 65.1%, 44.0%, 38.1% and 76.0% in Burundi, Kenya, Rwanda, Tanzania and 
Uganda answered that there was and 20.3%, 46.3%, 71.6%, 13.8% and 70.9% respectively indicated 
that an official from the conservation area had come to speak with them and the community in the 
last 12 months on conservation and wildlife (Table 36). The communities are visited by extension 
staff related to the conservation areas and this increases their awareness on environment issues. 

Table 36:  Community interaction with conservation areas 

Any restricted areas 
near your home? 
 

 
Country 

 Burundi n Kenya n Rwanda n Tanzania n Uganda n 

No  31.2% 67 34.9% 73 56.0% 121 61.9% 130 24.0% 52 

Yes  68.8% 148 65.1% 136 44.0% 95 38.1% 80 76.0% 165 

Has anyone from this/these parks/conservation areas come to speak with you or your community in 
the last 12 months 

                                        Country  n 

 Burundi n Kenya n Rwanda n Tanzania n Uganda 

No  79.7% 118 53.7% 73 28.4% 27 86.2% 69 29.1% 48 

Yes  20.3% 30 46.3% 63 71.6% 68 13.8% 11 70.9% 117 

 What was the purpose of their visit* 

Awareness raising 0 0 12.7% 8 10.0% 2 0 0 25.0% 1 

Restricting 
access/rules of park 

0 0 7.9% 5 0 0 0 0 50.0% 2 

Asking about 
community needs 

0 0 1.0% 1 15.0% 3 0 0 0 0 

Looking for workers 0 0 0 0 65.0% 13 0 0 25.0% 1 

Explaining purpose 
of park 

0 0 14.3% 9 0 0 0 0 0 0 

Teaching/education 
for community 

0 0 63.5% 40 10.0% 2 0 0 0 0 

 How important are these areas to you 

Very important 87.2% 129 70.6% 96 84.2% 80 53.8% 43 91.5% 151 

Somewhat 
important 

6.8% 10 23.5% 32 12.6% 12 16.2% 13 4.9% 8 

Not important 2.7% 4 4.4% 6 1.1% 1 7.5% 6 1.2% 19 

Don’t know 3.3% 5 1.5% 2 2.1% 2 22.5% 18 2.4% 4 

The visits by environment extension workers led to increased appreciation of the importance of 
conservation areas to the community members. There is thus access to both Environment and 
health information from various sources by communities in the LVBC project areas of the East 
African Community region. 
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5 LESSONS LEARNT 

Lessons learnt in this survey range from the methodology and approach to the implication of results. 
Some known facts from earlier surveys were not captured in this survey, probably owing to the small 
sample. In future, studies such as this should employ a higher sampling intensity in view of the 
importance of the subject. The Destination Nyungwe Project (DNP) in Rwanda, for example,  
implemented an integrated approach to conservation of the Nyungwe National Park ( NNP) by 
linking ecotourism, health, and biodiversity conservation (PRB, 2009) but this was not captured in 
this survey, just as was the LVEMP II civil society components on advocacy. The impression is 
therefore that there is minimal integration so far.  

From the survey results, some key lessons can be shared especially the linkages between health and 
environment issues that directly affect household level livelihoods. Key among these are: 

a)  Socio-economic and Environment issues at household level are a core set of parameters that 
influence the health of a population and people’s involvement in community wide issues. 
There is thus a direct relation between the household environment  and  health of 
individuals and this permeates to affect district and national economy, the overall economic 
growth and development; both at individual and national levels. 

b) Organizations implementing health and Environment initiatives do exist and are working at 
community level but they are focused on their core mandates; mainly operating on single 
sector specific issues; at either population issues, health issues or environment issues. They 
are however willing to have an integrated approach and it is a matter of more awareness and 
capacity building and the integration could develop organically at institutional level. The 
lesson here is they need to be progressively engaged in thinking “outside the box” of their 
mandates. 

c) There is male involvement and active participation in reproductive health and environment 
programmes; but is not as adequate as we could assume and yet it is key to the success, 
especially of family planning programmes and eventually the wellbeing of the community. 
Further specific targeting of their involvement should be discussed at program 
implementation levels to improve the effectiveness of reproductive health interventions. 

d) An opportunity exists for PHE integration through formal and informal networking and 
continuous dialogues between government agencies implementing health and environmental 
conservation interventions with Faith based organizations (FBOs) to enable delivery of an 
integrated service to the communities. Faith based organizations appear to address people 
issues in a holistic manner and these could be used as entry points at household level. 
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6 CONCLUSIONS 

The study to assess linkages between health and environment at specific areas of the Lake Victoria 
basin brought out issues of health service provision status in the surveyed areas, livelihoods and the 
need for evaluation of domestic resources and capacity to manage family health by observing 
sanitation requirements. It is increasingly clear that family health hinges on the proper management 
of the domestic environment and requires the participation of the entire community. Family health 
includes observance of reproductive health issues that include family planning, maternal health, child 
health and ANC. The study offers an opportunity for the following conclusions in respect to the 
specific objectives of the study: 

Mapping of PHE implementing Organizations 
i) This organizational mapping revealed inadequacies of integration of Population, health and 

environment interventions in all the project sites in the LVBC region of the five Countries, all 
services are available and vertical there are no institutionalized integrated approach to service 
delivery in the communities. Each organization tends to focus on their core mandates and this is 
not surprising. The integration could however be achieved more through networking with a 
wider constituency of NGOs and the private sector.  Government agencies in LVBC 
implementing health and environmental conservation can link effectively with Faith based 
organizations (FBOs), community based organizations (CBOs) and NGOs to deliver an 
integrated service to the communities.  

 
ii) At an average of 5-10 service providers per health facility in the surveyed (basically rural) areas 

of the basin countries, the health sector is surely investing an increasing effort to provide 
improved access to health care by the communities.  There is however correspondingly an 
increased demand for health services, albeit with a rise in support from communities in the 
catchment for improved health. Further investment is clearly needed in improving sanitation in 
the health centers especially water resources, cooking facilities and medical waste disposal. 

 
Status of FP/RH/MNCH 
i) The current FP coverage is still low, FP unmet need is high, C. Awareness on the short term and 

reversible FP methods are high and consistent with the DHS of four of the five country sites 
except Tanzania sites. Awareness in the need for family planning and other Reproductive health 
indicators will thus require more investment. 

 
ii) The main FP/RH/MNCH needs of selected communities implementing the MERECP Program 

are increased awareness and more service delivery points for FP, RH and MNCH services. Based 
on the agricultural practices and food production patterns, the nutritional needs are high in the 
surveyed areas and this seems to hinge on the small land holdings that are not enabling 
households to attain increased incomes and livelihoods. Investment in more intensive 
sustainable land management practices may offer more opportunity for improved livelihoods. 
The use of injectables was high among sexually active and unmarried women in the surveyed 
areas and this is in conformity with the national level DHS data for all the countries. In most 
cases the CPR was lower than the national average and this is expected considering that most of 
the project sites were in rural areas.  
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Gaps and needs for FP/RH/MNCH 
 
i) The gaps in FP/RH/MNCH service provision mainly include the inadequate male 

involvement; and, the inadequate linkages between the health and environment interventions 
by the service providers. Contraceptive use among all women is very low in all the sampled 
areas and this scenario may translate to higher population growth that can be a challenge to 
the ecological carrying capacity of the land. At least one time ANC attendance at the hands 
of qualified health personnel was above 90% in the sampled sites in all the Countries except 
sites in Rwanda which scored 70% this compared to RDHS 2010 which was 98% Nationally 
is deemed very low . Gaps exist in delivery in health institutions and skilled attendance of 
child birth in all the project sites of the five LVBC basin Countries.  
 

ii) The mainstreaming of FP/RH/MNCH in the environmental programs was found to be 
inadequate despite the desire of the program to make this visible. Increasing investments 
need to be made in institutionalizing these aspects of the Population and health programs in 
all aspects of the environmental conservation program.  
 

Access to the utilization of FP/RH/MNCH 

i)  Community Own Social Support Structures that can be used to accelerate access to and 
utilization of FP/RH/MNCH and nutrition services exist at community level and include 
Clan structures, CBO engagements and SACCO groups. Participation of people in CBOs is 
however still low in the sampled areas and yet belonging to  CBOs offers an oportunity to 
belong to a development group and hence presents a greater opportunity to belong to a 
PHE and optimal utilization of FP/RH/MNCH and nutrition services. 
 

ii) There is a considerable prevalence of unplanned and mistimed pregnancies, and this is linked 
to the low uptake of contraceptives in the sampled project areas. This has led to high and 
increasing population ratio of the young to adult population which has dire consequences 
for both Nutrition and the Environment such as leading to environmental degradation, 
reduced water availability, food shortage and reduced fuel energy availability. 
 

Community Coping Strategies 
i) The coping strategies for communities  in these situations to access school, optimal health 

services and improved livelihoods has been to adopt more diverse income generating 
activities such as charcoal burning  with consequences of land degradation and forest 
destruction. 

 
ii) Maternal, neonatal and child morbidity and mortality eats in mothers’ time to contribute to 

society, strength and health and reduces their participation in environmental conservation 
and agriculture. Coping strategies of communities include engaging youth in domestic and 
farm work and yet this reduces their time in school.  

iii) The Conservation needs in the sampled sites includes; Soil and water conservation, 
protection of forests, indigenous trees and wildlife, Improved land use practices, Protection 
of wetlands, Reduction of silting of rivers, streams and other local water bodies. 

 
iv) The observed Coping strategies of communities include; destruction and trade in forest and 

wildlife products, replacement of indigenous plants with exotic plants, overuse of chemicals 
and pesticides in agriculture. This is in an effort to improve livelihoods.  These strategies 
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however curtail sustainable development as they accelerate loss of plant, animal and insect 
biodiversity; loss of indigenous species of flora and micro fauna, increased chemical 
poisoning of soil, pollution of water bodies and reduction in soil productivity, fish stocks, 
wildlife and Biodiversity. 
 

Environmental, health and economic Policies in EAC Partner states on PHE 

i) The policy framework for population, Health and Environment sectors in the five East 
African countries is almost similar. As reviewed in chapter 2, all the countries have 
population policies that have been developed in a consultative manner. The main goal is to 
ensure sustainable development, however the population growth rates are still high and 
pressure on natural resources and health services is high. The major Gap is the POLICY 
integration of PHE. All the Population, Health and Environment Policies are independent 
of each other at all levels of program implementation. Clear mechanisms of integration of 
PHE have not been developed and adequately operationalized. 

 

ii) The opportunities for PHE integration however presents itself in the adequacy of the policy 
framework as well as the political will available in the region. At the operational level, the 
existence of the loose PHE networks in each of the countries presents an opportunity for 
operationalization of integration as policy reviews and harmonization is made. The PHE 
networks interact regularly both on the electronic landscape (exemplified by their website 
updates) and also physically.  The opportunity lies in strengthening this networking so that 
there is advocacy for mainstreaming PHE integration in government policies and strategies. 
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7 RECOMMENDATIONS 

The recommendations made are in line with the objectives related to policy and programming of 
the PHE issues in the LVBC project areas in the five Countries. 

7.1 Recommendations for Policy 

There is need for better integration of the management of Population, environment resources and 
health issues in the region, at both community and national level processes.  The opportunity for 
PHE integration presents itself in the adequacy of the policy framework in the all the countries as 
well as the political will available in the region. At the operational level, the existence of the PHE 
networks in each of the countries is a fantastic opportunity for operationalization of integration as 
policy reviews and harmonization is made.  Arising out of this realization the following 
recommendations are made: 

a) PHE integration should be emphasized with in each organization that is implementing 
Population, health or environment conservation interventions; the current practice of 
focusing on core mandates by organizations and implementing vertical programs should only 
be a platform towards mainstreaming and integration of all the program interventions. There 
should be a deliberate effort to ensure that there is Awareness creation and capacity building 
for Government and other agencies in LVBC implementing Population, health or 
environmental conservation to enable them address all these key issues and ensure that they 
link effectively with NGOs, Faith based organizations (FBOs), and CBOs to deliver an 
integrated service to the communities.  

b) There should be a deliberate review of the Policy and strategy environment to strengthen 
CBO structures and encourage Private-Public Partnerships to galvanize community efforts 
in addressing PHE issues within a CBO framework. 

Recommendations for PHE Programming 

c) Strengthen the existing community level structures to understand, appreciate and manage 
PHE in their specific areas. Develop a scoring system and introduce incentives for 
Community programs that achieve set targets. Stakeholders should establish functional 
schemes for rewarding communities and households adopting strategies for better 
environment management at household level. This should include water and soil 
conservation programmes at community level, adoption of family planning and 
contraception and environmental health and hygiene practices at household level. There 
should also be some support provided for acquisition of appropriate technology for 
alternative sources of clean household energy.  

d) While there is substantial coverage of health units in the sampled areas, further investment is 
clearly needed in improving sanitation in the health centers especially with regard to water 
resources provision, cooking facilities and medical waste disposal. Support is needed by the 
health facilities to improve the quality of their services. 
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e) There is need to develop communication programs in the mass media, both on radio and 
Television in all the countries to link health and environment issues and also advocate for 
affordability, availability and accessibility of family planning services among other issues.  

f) The governments in the region should promote provision of family planning information 
and increased utilization of family planning services to the rural areas. The countries should 
thus invest some more efforts in awareness in the need for family planning and other 
Reproductive health indicators.  Additionally, there should be more investment in more 
sustainable land management practices that may offer more opportunity for improved 
livelihoods at less per capita land usage. 

g) Efforts should be made to encourage male involvement in reproductive health and 
environment management issue at household level. 

h) Expand health support intervention by non-health sectors such as environment conservation 
initiatives. The results from the mapping show that conservation organizations are also 
giving health advice and in the process benefit from further community support to 
conservation interventions in tandem with their work. Stakeholders should thus strengthen 
environmental and health education, proper hygiene, safe water and proper sanitation 
practices at the household and healthy facility level.  

i) A programme of continuous assessment is necessary to have a clear picture of the PHE 
relationships in specific areas so that site specific strategies are designed to address PHE 
issues at country level. 



109 

Cited References 

1. Carl Haub (2007): World Population Data Sheet, Washington, DC: Population Reference bureau, 2007), 
accessed online at www.prb.org, on Sept. 20, 2007. 

2. Chivian, E. and A. Bernstein. (2008): Sustaining life: How human health depends on biodiversity. 
Oxford University Press, New York, N.Y. 

3. Finn, T. 2007. A Guide for Monitoring and Evaluating Population-Health-Environment programs. 
Chapel Hill, NC: MEASURE Evaluation. 

4. Government of Burundi, (2012); Growth And Poverty Reduction Strategic Framework Summary 
Report; SFPR II, Bujumbura, Burundi. Accessed at: 
http://www.burundiconference.gov.bi/IMG/pdf/CSLP2_en_web.pdf  

5. Hensher, M., M. Price, and S. Adomakoh (2006) : Pp. 12291244 in D.T. Jamison, J.G. Breman, A.R. 
Measham, G. Alleyne, M. Claeson, D.B. Evans, P. Jha, A. Mills, and P. Musgrove, editors. Disease 
control priorities in developing countries. 2nd ed. Oxford University Press and the World Bank, New 
York, N.Y. 

6. Howard, P. C., (1994):  The Economics of protected areas in Uganda: Costs-Benefits and Policy Issues.  
MSc. Thesis. University of Edinburgh U.K. 

7. Kenya National Bureau of Statistics (2010): Kenya Demographic and Health Survey 2008-09, Final 
Report (Calverton, MD: Kenya National Bureau of Statistics, Nairobi, Kenya, and MEASURE DHS, 
ICF Macro); and Population Reference Bureau, Kenya Population Data Sheet 2011 (Washington, DC: 
Population Reference Bureau, 2011). 

8. Kenya Health Sector Strategic Plan ( July 2012 to June 2017), Health Sector Strategic, and Investment Plan 
(Ministry of Health) 

9. Lamprey, R.H. (2002): Akagera-Mutara Aerial Survey, Rwanda. Unpublished, GTZ, Kigali, Rwanda. 

10. Martine, George and Daniel Schensul (eds.) 2013. The Demography of Adaptation to Climate Change. 
New York, London and Mexico City: UNFPA, IIED and El Colegio de México.  

11. MoLG (2012) – Ministry of Local Government: Environment Management in Local Governments: 
Facilitators’ Mannual. Ministry of Local Government, P.O. Box 7037, Kampala, Uganda. 

12. Mulangoye, K. J., and S. Chape (2004): Protected areas and biodiversity: An overview of key issues. 
United Nations Environment Program/World Conservation Monitoring Centre and Convention on 
Biological Diversity, Cambridge, U.K. and Montreal, Canada. 

13. Muramira, E., Kabi M., Nabanyumya R. and Mupada, E. 2004. Economic Valuation of the Sango Bay 
Forest System: A Community Level Approach. GEF/UNDP/FAO Cross-Border Biodiversity Project 
"Reducing Biodiversity Loss at selected Cross-Border Sites in East Africa" Economics Component 
Technical Report No. 22. Availbale from IUCN Eastern Africa Regional Office, Nairobi, KENYA. 
mail@iucnearo.org.  

14. NCPD (2012): Minister Oparanya Launches Population Policy-Population and Development. "Sessional 
Paper No. 3 of 2012’’, Nairobi, Kenya. 

http://www.burundiconference.gov.bi/IMG/pdf/CSLP2_en_web.pdf
mailto:mail@iucnearo.org


110 

15. Oglethorpe, Judy ;  Cara Honzak and Cheryl Margoluis (2008) : Healthy People, Healthy ecosystems - A 
Manual on Integrating Health and Family Planning into Conservation projects ;  World, Wild life Fund, 
Washington, D.C. 

16. PAHO (2010): Linking Sexual and Reproductive Health and Gender Programs and Services with 
Prevention of HIV/STI ; Pan American Health Organization Washington, D.C.: OPS, ISBN:    978-92-
75-13077-3. 

17. POPSEC (2008) : Population Secreatariat, Ministry of Finance and Economic Planning, Kampala, 
Uganda ; 

18. PPC (2007) : Population Planning Commission, Population Planning Unit ; Tanzania. accessed online at 
www.tanzania.go.tz/ppu/index.html. 

19. PRB – Population Reference Bureau of Rwanda (2009) : Integrating Population, Health and 
Environment in Rwanda, Kigali, Rwanda. Accessed at http://www.prb.org/pdf09/phe-rwanda.pdf.  

20. PRB -Population Reference Bureau (2014) “ENGAGE” Presentation. Population, Health, Environment 
Working Together. http://www.prb.org/pdf14/engage-phe-presentation-guide.pdf  

21. REMA (2011): Rwanda Environment Management Authority - ATLAS OF RWANDA’S CHANGING 
ENVIRONMENT: Implications for Climate Change Resilience”, Rwanda Environment Management 
Authority, Kigali, Rwanda. Accessed at https://na.unep.net/siouxfalls/publications/REMA.pdf , 
February, 2015. 

22. Rwanda Government, (2006) : Environment profile of Rwanda, Kigali Rwanda. Accessed at 
http://www.vub.ac.be/klimostoolkit/sites/default/files/documents/rwanda-environmental-profile.pdf, 
March 2015. 

23. Thaxton, Mellisa – (2007) : Integrating Population, Health and Environment in Kenya, Population 
Reference Bureau, Accessed at http://www.prb.org/pdf07/phe-kenya.pdf . 

24. Thaxton, Mellisa – (2007b) : Integrating Population, Health and Environment in Tanzania, Population 
Reference Bureau, Accessed at http://www.prb.org/pdf07/phe-tanzania.pdf  

25. The BALANCED Project (2013) : PHE Field Implementation: A Simple PHE Resource 
Guide/Compendium for Practitioners. Coastal Resources Center. Narragansett, RI. Accessed at : 
http://www.ugandaphewg.org/index.php/publications/item/99-phe-implementation-guide  

26. UBOS-Uganda Bureau of Statistics (2012): 2012 Statistical abstract; Uganda Bureau of Statistics, 
Ministry of Planning and Economic Development, Kampala, Uganda. 

27. UBOS- Uganda Bureau of Statistics (2014) : National Population and Housing Census 2014. Provisional 
Results. Ministry of Finance and Economic Planning, Kampala. 

28. USAID  (2007) : U.S. Agency for International Development  Fiscal year 2008 users’ guide to 
USAID/Washington health programs. Available at http://www.usaid.gov/our_work/global_health. 
Accessed 2014. 

29. UNFPA (2014) : www.unfpa.org/sexual-reproductive-health#sthash.1SP3U32D.dpuf.  

30. UNICEF (2008):  The state of the world’s children. Available at 
http://www.unicef.org/sowc08/statistics/tables.php. Accessed 2014. 

http://www.tanzania.go.tz/ppu/index.html
http://www.prb.org/pdf09/phe-rwanda.pdf
http://www.prb.org/pdf14/engage-phe-presentation-guide.pdf
https://na.unep.net/siouxfalls/publications/REMA.pdf
http://www.vub.ac.be/klimostoolkit/sites/default/files/documents/rwanda-environmental-profile.pdf
http://www.prb.org/pdf07/phe-kenya.pdf
http://www.prb.org/pdf07/phe-tanzania.pdf
http://www.ugandaphewg.org/index.php/publications/item/99-phe-implementation-guide
http://www.usaid.gov/our_work/global_health
http://www.unfpa.org/sexual-reproductive-health#sthash.1SP3U32D.dpuf
http://www.unicef.org/sowc08/statistics/tables.php.%20Accessed%202014


111 

31. Vande Weghe,   J. P.  (1990): Akagera, Land of Water, Grass and Fire.  Lannoo  Printers and publishers, 
Tielt, Belgium. 

32. Viljoen, P. (2010): Akagera National Park, Rwanda, Aerial  Wildlife Survey, August 2010. Unpublished, 
African Parks, Akagera, Rwanda. 

33. Williams, J. 2011. In Biodiversity Hotspots: Distribution and Protection of Conservation Priority Areas. 
Springer. Accessed http://www.springer.com/life+sciences/ecology/book/978-3-642-20991-8 .  

34. World Health Organization (2005): Ecosystems and human well-being: Health synthesis, a report of the 
Millennium Ecosystem Assessment. World Health Organization, Geneva, Switzerland. 

35. World Health Organization (WHO)/United Nations Children’s Fund (UNICEF) Joint Monitoring 
Program on Water Supply and Sanitation. 2010. Progress on Sanitation and Drinking Water: 2010 
Update.Geneva,Switzerland,WHOhttp://whqlibdoc.who.int/publications/2010/9789241563956_eng.p
df. 

36. World Resources Institute (WRI). 2003. Ecosystems and Human Well-being: A Framework for 
Assessment. Washington, DC: Island Press. 

http://www.springer.com/life+sciences/ecology/book/978-3-642-20991-8

