
Report  n° 1

This report is the first in a series of Integrated Analyses around nutri�on, which will be published as follows:  

Food security and feeding prac�ces: knowledge and awareness of nutritional needs, capacity to provide food and the impact of climate 
change on nutritional status of children.

Gender dynamics and opportuni�es for women and girls: division of labour, and the correlation between reproductive health, education, 
and nutritional status of children.  

Access to health care, water, sanita�on, and hygiene: risks and opportunities for the treatment and prevention of malnutrition and 
co-morbidities  

Access to money, work, and markets: socio-economic factors influencing household and child nutritional status.

Integrated Analyses of the determinants 
of child nutritional status 

AUGUST 2022

Manono and Kabalo health zones, Tanganyika province, DRC

Integrated Analyses of the determinants of children's nutritional status  CAI AUGUST 20221

Background
Factors determining child nutri�onal status 
are widely understood and reflected in 
different contexts globally, including age-ap-
propriate feeding prac�ces, financial status, 
food security, access to health care, and 
household size1. Targeted interven�ons 
such as cash transfer programmes, health 
promo�on around nutri�onal prac�ces, or 
improving access to family planning have 
been shown to create opportuni�es to 
improve child nutri�on, however these 
programmes are o�en implemented in silos, 
without considering the mul�-sectoral 
linkages between them, thus limi�ng their 
overall impact 2. 

In Tanganyika province, large dispari�es in 
the nutri�onal status of children exist 
between health zones. For example, in 
Kalemie, 0.1% of children suffer from severe 
acute malnutri�on (SAM), whilst in 
Manono, the figure is 3% - above the 
emergency threshold of 2%3. Since 2021, 
the Integrated Analy�cs Cell (CAI) has 
conducted opera�onal research to explore 
the underlying factors contribu�ng to these 
high rates of malnutri�on in selected health 
zones in Tanganyika, and to provide a 
holis�c analysis of the socio-behavioral and 
environmental context.

Food security and feeding practices:  
knowledge and awareness of nutritional needs, capacity to provide food and 
the impact of climate change on nutritional status of children.
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Summary
Child nutri�onal status is influenced by numerous, interac�ng mul�dimensional 
factors, implica�ng stakeholders from health, nutri�on, WASH, educa�on, protec�on, 
and emergency sectors. Key evidence highlighted through this report includes:

•  Children (par�cularly boys) between 12-23 months most affected by malnutri�on  
    (page 4).

•  Training and awareness raising around nutri�onal prac�ces is typically given to     
    mothers of children already diagnosed as SAM (page 5).
  
•  SAM households receive or retain less informa�on through community engagement  
    channels on topics other than nutri�on (risk factors for malnutri�on) (page 6).

•  Ac�ve screening by community health workers (RECO) not systema�cally     
    undertaken in all communi�es (page 8).  

•  SAM households eat fish, meat, and other protein-rich foods less frequently than  
    NON-SAM households (page 8).

•  High propor�ons of SAM households own fields and gardens, but typically grow only  
    cassava, thus vulnerable to environmental shocks (page 9).

•  People rarely eat their own domes�c animals or eggs, but keep as investments, or to  
    sell in case of emergency (page 9).

•  Increasingly difficult to predict seasons, with higher temperatures, and rainfall not  
    arriving when expected, affec�ng crop quality and yield, as well as plan�ng and      
    harvest �ming (page 9).
 
•  Declining soil quality, resul�ng in porous crops, makes it impossible for people to sell  
    cassava, root vegetables, peanuts, and corn (page 9).



Objectives of the operational research

Overall 
objective

Specific 
objective

Methods
This series of Integrated Analyses4,5 comprises data from the following sources:

•  Quan�ta�ve data from a household survey conducted in Manono and Kabalo, June/July 2022.
•  DHIS2/SNIS: rou�ne government data on health service use. 
•  Qualita�ve data on community percep�ons and health-seeking behavior in Kabalo and Manono. 
•  Programmes, interven�ons, and events that may have influenced access to services, health-seeking behaviours, risks, or opportuni�es for  
    community health.
•  Exis�ng literature on factors influencing children's nutri�onal status. 

This Integrated Analyses approach recognises that each type and source of data is generated using a different methodology and has its own 
specific limita�ons. To minimise the impact of these limita�ons, the mul�ple sources are analysed together, allowing for a more holis�c understan-
ding of the factors that might influence a par�cular trend in a health situa�on, and the impact of that situa�on and the response on communi�es. 
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To analyse the underlying determinants of the nutri�onal status of children under 5 in Kabalo and Manono health zones in 
Tanganyika, and to iden�fy opportuni�es for mul�-sectoral programming. 

To provide solid, reliable, and ac�onable data to inform the co-development of opera�onal recommenda�ons with 
mul�-sectoral stakeholders, to design new approaches, adapt strategies or modify exis�ng interven�ons to ensure effec�ve and 
relevant programming to maximise community health outcomes. 

The scale of the problem:  Since early 2019, government health data (DHIS2) from Manono and Kabalo have shown consistently higher rates of 
severe acute malnutri�on (SAM), and moderate acute malnutri�on (MAM), compared to provincial and na�onal averages. Trends in Manono 
show a reduc�on in both indicators, in T1 of 2020, and June 2021, corresponding respec�vely with the start of the COVID-19 response, and the 
period of na�onal health worker strikes, during which many facili�es were either closed, providing minimal service, or opera�ng normally but not 
repor�ng at all. An increase in SAM cases was reported in Kabalo during this period. 
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Severe Acute Malnutri�on (SAM) cases: 
Manono compared to the Tanganyika provincial average
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Severe Acute Malnutri�on (SAM) cases: 
Kabalo compared to the Tanganyika provincial average

Manono              Tanganyika Prov Avg Kabalo              Tanganyika Prov Avg

Fig.1: DHIS2 data Fig.2: DHIS2 data

The situa�on of malnutri�on in Manono and Kabalo

Applying an Integrated Analy�cs approach, this report provides an ini�al meta-synthesis of the opera�onal research underway in Kabalo and 
Manono health zones, focusing on findings specifically relevant to nutri�on actors. The next itera�on of this report will highlight findings related 
to other iden�fied risk factors for child malnutri�on that merit a�en�on from different sectors.

•  Rural health zones, with few transport      
   links to larger trade and economic centres. 
•  Health, educa�on, water, sanita�on and  
   hygiene, transporta�on and communica�on  
   infrastructures are extremely limited in       
   Kabalo and Manono.
•  Agriculture is the main income-genera�ng  
   ac�vity in Kabalo and Manono, but in      
   Manono there is considerable ar�sanal      
   mining ac�vity (coltan, lithium, �n      
   (cassiterite)), bringing in people from other  
   parts of the country, including women and  

   children (low school a�endance, low     
   literacy).             
•  A commercial lithium mining  opera�on      
   will begin in Manono in 2023, bringing the  
   hope of jobs and community development.       
•  Recent community conflict has resulted in  
   considerable displacement of the local      
   popula�on (Kabalo and Manono).
•  Flooding of the river in recent years, with  
   an impact on crop quality (porosity of      
   cassava/other vegetables).

A note on the context of the operational research zone
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A primary source of data included in this analysis is from a household survey conducted in June/July 2022, in Manono and Kabalo6, using the 
following methodology:    

•  Comparison of households with a severely acutely malnourished child (SAM) with households without a malnourished child.

•  Research conducted in health zones where some SAM households had benefited from UNICEF-supported CASH interven�ons since 2021  
    (Kabalo - programme completed in December 2021; Manono - ongoing programme).

•  Cases of SAM ini�ally iden�fied through health facility registers, with support from community health workers (RECOs) to iden�fy households.  
 •  Kabalo: SAM cases confirmed by MUAC (mid-upper arm circumference) screening by RECO; target groups separated into SAM, MAM  
     (moderate acute malnutri�on) and non-SAM (no malnutri�on) *.  
 •  Manono: MUAC measurement is not recorded by RECO; SAM cases only confirmed through the pa�ent register at health structures.

•  Exhaus�ve sampling of SAM cases from health facility registers in targeted health zones (not intended to be representa�ve of all SAM cases at  
    the health area or zone level).  
•  Convenience sampling of non-SAM cases to match the sample size of SAM cases (households with healthy children iden�fied with RECO  
    support) (note: most children iden�fied as MAM through the MUAC were a part of the original non-SAM sample)    
•  The targeted survey respondent was the primary caregiver of children under age 5 (including SAM children). In the majority of cases, this is the  
    mother.

Limitations

•  The MUAC measure is a rapid method for iden�fying a child at risk for SAM, although in some se�ngs the weight-for-height z-score (WHZ) is  
    considered a more appropriate anthropometric indicator. This research was limited to measuring MUAC7.

•  Regular ac�ve screening for malnutri�on is a responsibility of RECO, but capacity may be limited due to poor training or lack of supervision;  
    accuracy of the MUAC readings taken during field research cannot be guaranteed.  
•  Most respondents were older women (mothers of children under 5, and usually the caregivers in SAM households). This limited the ability to  
    draw informed conclusions from the data, analysed by gender or age.   

•  In Manono, it was not possible to take MUAC measurements; SAM diagnoses were taken from health facility records - it is possible that cases  
    had been diagnosed and started receiving treatment some �me in advance and were no longer SAM at the �me of the interview.  

•  MUAC measurements were not recorded for children of survey respondents in Manono, so analyses comparing results from the two health  
    zones are not possible. 

*Severe acute malnutrition (SAM) - MUAC <115mm; moderate acute malnutrition (MAM) - MUAC 115-125mm; not malnourished (non-SAM) - MUAC >125mm.

Key results :  
Principal determinants of child nutritional status as identified through this Integrated Analyses

Food security and feeding prac�ces: knowledge and awareness of nutri�onal needs, capacity to provide food and the impact of 
climate change on nutri�onal status of children.

•  Knowledge of nutritional needs and adoption of good feeding practices specific to age groups of children.
•  Sensitisation and awareness raising on nutrition and feeding practices. 
•  Ownership of land, animals, and the ability to grow or purchase enough good quality food.
•  Climate change and seasonal predictability.

Gender dynamics and opportuni�es for women and girls: division of labour, and the correla�on between reproduc�ve health, 
educa�on, and nutri�onal status of children.  
•  Correla�on between maternal health, women's and girls' educa�on and child nutri�on.
•  Gender balance and division of labour.
•  Teenage pregnancy and early marriage. 

Access to health care, water, sanita�on, and hygiene: risks and opportuni�es for the treatment and preven�on of malnutri�on and 
co-morbidi�es  
•  Access to water, good sanita�on, and hygiene.
•  Family access to health care (including SRH, contracep�on).
•  Number of people in the household (including children under 5).
•  Prevalence of co-morbidi�es in children (diarrhoea, measles, malaria, etc.).

Access to money, work, and markets: socio-economic factors influencing household and child nutri�onal status.
•  Access to money and paid work (especially for women).
•  Distance to markets and access to transport.
•  Access to fer�le land and household assets.
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Number of health 
areas included

Severe acute 
malnutri�on (SAM)

Non-malnourished 
(non-SAM)

Moderate acute 
malnutri�on (MAM) Total

Kabalo   10    440             289                    243      972

Manono   8    352             137                    n/a      489

Demographic information and the general situation

Sampling and sample size, Manono and Kabalo household survey

Occupation of survey respondents

91% of respondents in Kabalo (N=972), and 80% in Manono (N=489) were women. 54% in Manono cited working in agriculture, compared to 81% 
in Kabalo. In Manono, 15% reported working in ar�sanal mining. There was no significant difference between SAM and non-SAM households. 
(Note: Respondents, primarily women, were asked about their own occupations, not those of their husbands. In Manono, a large proportion of men 
work in artisanal mining (based on observation and qualitative research).

Cases of malnutrition

In Kabalo, 54% of SAM cases recorded in the health facility 
registers were boys (n=730). In Manono, 51% of cases were 
boys (n=352).

•  Particular behaviours of young boys that put them at  
    greater risk of SAM than girls? e.g., exposure to other  
    pathogens through poor hygiene and sanitation, playing in  
    dirt, etc.  
•  Reflecting family care-seeking behaviours that favor girls?

•   In both Kabalo and Manono, the vast majority of SAM cases involved children aged 12 to 23 months (Fig. 3).  
•   Only 1% of SAM cases in Kabalo, and 2% in Manono involved children under 5 months of age.

Breastfeeding (exclusive and non-exclusive), and birth spacing: 

Children under 6 months of age should be exclusively breastfed. After 6 months, in addition to breastfeeding, mothers are encouraged 
to introduce some age-appropriate foods (solid, semi-solid, soft)8.

These data (fig.3) may suggest a good adherence to exclusive breastfeeding amongst mothers of children under 6 in Kabalo and Manono, 
thus providing them with sufficient nutrients. However, after 6 months, perhaps with the introduction of different types of foods, the risk 
of malnutrition increases.  

 ▪  Do some mothers stop breastfeeding after 6 months?  

 ▪  Perhaps a misunderstanding of the terminology used during outreach: "exclusive breastfeeding until 6 months” and take this  
    to mean that breastfeeding should only be continued until 6 months, and not longer (assess the mother's understanding of  
    the health promotion messages about exclusive breastfeeding, and of the specific terms used).

 ▪  Are the foods introduced from 6 months inappropriate for the child's age, or prepared with dirty water in an unhygienic  
    environment (infants exposed to external pathogens without strong immune systems)?

At 12-23 months, the child should still be breastfed, in addition to receiving other age-appropriate foods. However, data show the highest 
rates of malnutrition among children in this age group.  

 ▪  Mothers may have already stopped breastfeeding, so rely on availability of other food (in food-insecure context). 

 ▪  Foods introduced are not well adapted to the nutritional needs of the child at this age.

*In Kabalo, 97% of respondents from households with a SAM child (n=412) reported feeding children aged 6-23 months the same food 
as adults, compared to 93% of NON-SAM households (n=247).

Lack of birth spacing: A mother may already be pregnant, or have given birth to another child, limiting her ability to provide appropriate 
nutritional care for young children.  

 ▪  Lack of knowledge of, engagement with contraception (analysed in more detail in report number 2).

 ▪  Lack of awareness that women can breastfeed while pregnant?
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•  Most respondents from all target groups in Kabalo cited lack of sufficient and good quality food and lack of money as the main causes of  
    malnutri�on (Fig. 4).  

•  A significantly higher propor�on of NON-SAM households (24%) iden�fied the importance of access to health care in comba�ng malnutri�on  
    compared to SAM (6%) or MAM (14%) households.  

•  A small propor�on of households in all target groups iden�fied lack of access to water or good sanita�on as risk factors. 

•  A small propor�on of respondents among SAM households (55%) also cited the presence of other diseases as a risk factor, compared to  
    NON-SAM (63%) and MAM (66%) households.

•  Very few people in any target group cited a large family or household as a relevant risk factor for malnutri�on.

Are there perceived differences in causes of malnutrition, or exposure to risk factors, for different age groups of children ?

Malnutrition, food security and age-appropriate feeding practices

Knowledge and awareness 

Recognition of symptoms and case detection

30% of respondents with a SAM child in Kabalo (n=411) cited a critical (red) MUAC reading as the primary sign of malnutrition. However, at the 
community level, RECOs or health staff are generally responsible for screening for malnutrition, including MUAC measurement - mothers 
themselves do not typically have the capacity to measure MUAC.

This suggests that mothers may be ill-equipped to diagnose malnutrition themselves, as they rely on MUAC readings from RECOs or health 
staff. It may also suggest that the mothers of SAM children did not know that their child was severely acutely malnourished until the MUAC 
measurement was taken, which may delay access to healthcare.

In Manono, some women were previously trained to take MUAC measurements and support community screening for early case 
identification (the "Mother-MUAC" approach9*. However, this training was limited to mothers of SAM children, and thus may have had a 
limited impact on preventing new cases of malnutrition. However, there is little evidence that this initiative is being followed up, and a similar 
programme is not supported in Kabalo.

Amongst all target groups in Kabalo, swollen limbs (21%) and change in hair appearance (24%) were cited as the main sign of malnutrition (no 
significant difference between groups) (n=730). Only 9% of respondents mentioned weight loss, and 2% mentioned lack of energy (two of the 
first signs to detect malnutrition).

This may indicate a lack of exposure to health promotion messages about nutritional practices, or a lack of retention of information. 

Perception of the causes of malnutrition (Kabalo)

NON-SAM (n=139)           MAM (n=180)           SAM (n=411)
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*This is an initiative that has had considerable impact in other contexts in West and Central Africa, where women receive a MUAC strip at very low cost, and are trained to become 
focal points in the community management of acute malnutrition10.

Fig.4



In Manono, 66% of NON-SAM households (N=137) and 85% of SAM households (N=352) reported having an ac�ve RECO in their community. 

This may be because SAM households are more accustomed to seeing a RECO who would typically be responsible for visi�ng them to check on 
treatment adherence and good feeding prac�ces, rather than a reflec�on of the actual existence of RECOs in the community. However, this may 
also suggest that RECOs in the communi�es of NON-SAM households are less ac�ve or spend less �me with families of healthy children. This poses 
a risk to these families, who may have less exposure to important health promo�on messages, thus limi�ng their awareness of methods to prevent 
malnutri�on or other childhood illnesses. 

Although there was no significant difference between groups of households recalling messages about child nutri�on prac�ces, a significantly 
higher propor�on of NON-SAM households (n=53) cited vaccina�on (81%) and childhood illness (62%) as topics promoted by RECOs, compared to 
SAM households (60% and 38% respec�vely n=203). 

This presents a similar situa�on to Kabalo, where households with a malnourished child primarily recall informa�on related to malnutri�on rather 
than other health promo�on messages shared by the RECO. 

This may be due to the fact that RECO specifically visit SAM households to check on treatment adherence and good nutri�onal prac�ces, and 
neglect these other topics, despite the fact that raising awareness around these topics is important in preven�ng many of the causal factors of child 
malnutri�on. However, this could also mean that SAM households are primarily occupied with learning and adop�ng good nutri�onal prac�ces, 
with less willingness or ability to address other topics.

74% of SAM households (N=352) and only 39% of NON-SAM households (N=137) in Manono reported having been educated about child nutri�on 
and feeding from sources other than RECO (Fig. 5). 
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Activity of RECOs, and awareness raising around malnutrition 

In Kabalo, significantly more SAM households (93%; N=440)) reported having a community health worker (RECO) ac�ve in their community, 
compared to NON-SAM (77%; N=289).

Amongst households that reported receiving outreach from RECOs: 

 •  The majority in all target groups cited nutri�on (77%) and vaccina�on (78%) as the main topics discussed (no significant difference  
     between groups).  
 •  A significantly smaller propor�on of SAM households than NON-SAM households recalled topics related to malaria (20% vs 35%),  
      water, sanita�on, and hygiene (27% vs 50%), or childhood diseases (40% vs 53%).

 •  Only 39% of SAM households reported receiving health promo�on messages about family planning, compared to 63% of MAM and  
      58% of NON-SAM households (significant).

Amongst SAM households, 33% men�oned ac�ve malaria screening as an ac�vity undertaken by RECOs in their community (n=389). This figure is 
significantly lower than the 48% of NON-SAM households (n=216).

It is possible that a�er a diagnosis, RECOs visit SAM households to check that mothers (parents) are adhering to treatment and good feeding 
prac�ces. This suggests that SAM households may be more exposed to messages directly from RECOs about nutri�onal prac�ces and how they 
can reduce risk of malnutri�on in their households, rather than receiving informa�on about other public health issues, or known risk factors for 
malnutri�on.

It is also possible that in some areas, although RECOs are present and ac�ve, they focus on par�cular topics and leave other topics out. 

In addi�on, this may reflect a greater ability of some households to remember informa�on received from RECOs. If a child in a household has 
already been diagnosed with SAM, family health care-seeking behaviour, and health informa�on received is more likely to focus on malnutri�on 
and nutri�onal prac�ces (treatment rather than preven�on).
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The majority of respondents from all groups in Kabalo reported receiving informa�on on nutri�on during ANC (n=590). However, a significantly 
smaller propor�on of SAM households cited CPS (14%) (during which women should generally be sensi�sed on topics related to child health and 
development, compared to 48% of MAM and 59% of NON-SAM households). 

While 74% of respondents from SAM households in Kabalo (N=440) reported a�ending sessions led by local women's associa�ons, only 21% 
(n=272) said they learned about child nutri�on and feeding prac�ces through this means. This is significantly less than the MAM (45%, n=151) 
and NON-SAM (43%, n=162) target groups.  

In addi�on, a significantly smaller propor�on of SAM households (10%) reported hearing nutri�on messages on the radio, compared to MAM 
(26%) and NON-SAM (24%) households. 

This may reflect a lack of actual exposure to health promo�on messages through different sources for SAM households (i.e. the messages are not 
reaching them). For example, SAM households that generally earn less money (data presented in Report 4), may have fewer possessions, and 
therefore less likely to own a radio. 

These data may also show a lower ability of mothers in SAM households to remember the messages they received about nutri�onal prac�ces, and 
where they received them, highligh�ng, as in Manono, a possible link between lower maternal educa�on, risk of having a SAM child, and ability to 
retain health promo�on informa�on.
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Antenatal consultation (ANC):

•  63% of SAM households (n=262), and 57% of NON-SAM households (n=53) reported having been educated about nutri�on and food prac�ces  
    during ANC.

Pre-school consultation (CPS):

•  Amongst SAM households, 43% reported that they were sensi�sed during CPS. However, only 15% of NON-SAM households cited CPS.  
  
This could suggest that women with SAM children are more likely to a�end CPS, as it is an opportunity to receive treatment, and during these 
sessions may be exposed to messages around nutri�onal prac�ces. This may also suggest that during CPS sessions, even if mothers of NON-SAM 
children are present, they are generally educated/sensi�sed on other topics, since the need for malnutri�on awareness does not seem so evident. 

Overall, this suggests that mothers are more frequently trained and informed about nutri�onal prac�ces if they already have a malnourished child, 
whilst li�le a�en�on is given to preven�on amongst healthy children.

Radio :

•  Only 17% of SAM households recall having received messages on nutri�on and feeding prac�ces through the radio. NON-SAM households more  
     frequently cited the radio (49%) as a source of informa�on.

 •  Do fewer SAM households own radios? (correla�on between low income and SAM explored in report number 4).

 •  Are radio messages played when women (mothers and caregivers of SAM children) are not at home?

 •  Do mothers of SAM children receive more in-depth sensi�sa�on during ANC, or by RECOs, and are they therefore less likely to  
                        remember where they hear other informa�on about nutri�on?

 •  Does the lower level of educa�on of SAM households limit the ability to retain informa�on? *

*57% of respondents in SAM households (n=411) in Kabalo reported having no formal educa�on, compared to 39% in NON-SAM households 
(n=139) (significant difference). (Analyses of the impact of education level on nutritional status are presented in report number 2).
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In Kabalo, there was no significant difference in 
the propor�on of households in each target group 
who recalled receiving health promo�on 
messages from sources other than RECOs about 
nutri�on  and feeding prac�ces (61% amongst all 
groups). 

However, there were considerable differences in 
the channels through which each group recalled 
receiving this nutri�on informa�on (Fig. 6).
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•  In 32% of SAM households in Kabalo with a child under 6 months (n=314), parents reported feeding the child in the same way as the rest of  
    the family – i.e. not exclusively breas�eeding. This compares to 20% of NON-SAM households (n=186).  
•  In Manono, only 26% of SAM households (N=352) reported having a means of storing food at home. This figure rose to 39% among NON-SAM  
    households (N=137). This suggests that households must search for food to eat (grow, buy, etc.) every day.

•  Priority is given to selling rather than storing food for consump�on (especially selling higher value foods - usually also higher nutri�onal value)  
    (qualitative evidence). 

•  Mothers who cannot breas�eed reportedly will seek local and tradi�onal solu�ons to encourage milk produc�on (if these do not work, they  
    accept that the baby will die) (qualitative evidence).

•  Typically, the father eats first, and in larger quan��es, with the older boys; the mother, older girls, and younger children eat together a�er the  
    father and older boys are served (qualitative evidence).
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Identification of cases of severe acute malnutrition   

In Kabalo, amongst households who cited having an active RECO, 59% mentioned malnutrition screening as a regular activity 
they undertake in their community (no difference between groups) (n=825).   

In Manono, however, only 35% of NON-SAM households mentioned malnutrition screening as a regular activity undertaken by 
RECOs (n=91), and 42% of SAM households (n=300). 

This could reflect a lack of activity on the part of RECOs, who may not be actively screening for malnutrition in communities, or 
have not done so recently, making it less likely that people would remember. This could also suggest that respondents have 
poor recall, even in communities where RECOs regularly screen for malnutrition. 

It is largely possible that some cases of SAM go undiagnosed, as in Kabalo, 29 new cases of SAM were identified by RECOs 
through the MUAC measurement during the data collection phase of the quantitative household survey.

What are the foods that you/ the person responsable principally prepares for the family (each day) (Kabalo) N=972
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Age-adapted feeding practices

In Kabalo, a significantly higher propor�on of NON-SAM households (N=289) reported preparing fish and meat for their families each 
day, compared to SAM (N=440) or MAM (N=243) households (Fig. 7). Fish and meat are more expensive: 48% of SAM households 
reported earning less than 20,000 FC per month, compared to 35% of NON-SAM households (significant). The impact of financial status on 
child nutri�on is explored in Report 4.

A significantly higher propor�on of NON-SAM (44%) households regularly prepare peanuts, compared to SAM (25%) households. 
 
All these foods are high in protein and necessary for a balanced diet.

(These figures are not reflected in Manono, where there appears to be little difference in the types of foods prepared between households 
with and without SAM children.)

This reflects data from the province, and at the na�onal level. 94.8% of children aged 6-23 months in Tanganyika (92% at the na�onal level 
in DRC) do not have an adequate diet in terms of diversity and frequency (N=180,000), and 14.8% of children in Tanganyika do not have a 
sufficiently diversified diet (report having consumed at least 5 of the 8 required food groups on the previous day*) (15.2% at the na�onal 
level) (data not available by health zone)8.

*A set of indicators published by UNICEF and WHO in 2021 to assess infant and young child feeding practices during the critical period from 
birth to age 2.

Fig.7
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Ownership of land, animals, and the ability to provide enough good quality food

Owning land (fields or gardens) allows people to grow food to eat and sell, which should have direct and indirect benefits for child nutri�on. 
However, a significantly larger propor�on of SAM households (30%, N=440) in Kabalo reported having gardens compared to MAM (17%, N=243) 
or NON-SAM (16%, N=289) groups (no difference between groups in Manono). This could suggest that SAM households use the gardens as 
spaces to grow less nutritious staple foods (e.g., cassava) if they do not have fields, or simply sell the produce grown in the gardens, without 
eating it.

Collec�vely, 64% of Manono households reported having fields (no difference between groups). Whilst 100% of SAM and NON-SAM households 
grow cassava (n=314), a considerably higher propor�on (not significant) of NON-SAM respondents cited growing corn (64%) and peanuts (60%), 
compared to SAM households (46% and 49% respec�vely).  

In Kabalo, significantly more SAM households reported owning fields (90%, n=440), compared to MAM (75%, N=243) or NON-SAM (82%, N=289) 
households. However, while 93% of households in all target groups reported growing cassava, a significantly lower propor�on of SAM households 
reported growing peanuts or beans (significant). Both of these foods are rich in protein (lack of dietary diversity). (fig.8).

Types of produce cultivated (Kabalo)
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Domes�c livestock (chickens, ducks, goats) are a possible 
source of protein for consump�on, or income if sold. 
However, in Kabalo, a higher propor�on of SAM 
households (56%) than NON-SAM (48%) or MAM (46%) 
households reported owning livestock (not significant 
differences). This suggests that SAM households do not 
keep animals to eat, but to sell or as an investment, as 
the data highlighted above show that meat is rarely 
prepared (complemented with qualitative data). 

In Manono, a higher propor�on of NON-SAM households 
(60%, N=137) reported owning domes�c livestock 
compared to SAM households (51%, N=352). 

During interviews in Kabalo and Manono, most said that 
they rarely eat their livestock (only on special occasions), 
keeping them instead as insurance to sell in case they 
need money for something specific (e.g., health care, 
school fees). The eggs produced tend to be kept and 
raised as insurance animals, rather than consumed.

Climate change and predictability of seasons

In interviews and focus group discussions, men and women reported reduced harvests over the past two to three years, contribu�ng to household 
food insecurity. People are finding it increasingly difficult to predict seasons, with higher temperatures and rainfall not arriving when expected, 
impac�ng crop quality, yield, plan�ng and �ming for harvest �ming. No clear coping mechanisms were observed or reported, such as growing 
different and be�er adapted crops, or the flexibility to plant at different �mes of the year than usual. 

Communi�es also reported a decline in soil quality, resul�ng in porous crops, making it impossible to sell cassava, root vegetables, peanuts, and 
corn. Poor soil quality can be affected by over-cul�va�on (cited by some men during interviews) and monoculture, making crops more vulnerable 
to shocks, including climate change, and crop diseases.

River flooding in Manono and Kabalo (2021, 2022) was cited as the cause of crop porosity and crop loss.
 
*Critical impact on SAM households that depend almost exclusively on the cassava crop (little diversity).

Presentation of evidence, co-development of recommendations, and next steps

This report presents the first in a short series of analyses that highlight the need for a mul�sectoral response to ensure that communi�es in Kabalo 
and Manono health zones are equipped to improve and maintain good nutri�onal status of their children. 

This data is shared and presented to local and na�onal stakeholders to inform the development of recommenda�ons to address the issues raised. 
To date, recommenda�ons and ac�ons have been proposed at the community level, with UNICEF and local partners, and their implementa�on 
has been monitored.

Analyses of the causes of child malnutri�on in Tanganyika are ongoing, and addi�onal data are being collected in a systema�c way to further 
explore the issues raised by the evidence and to address the specific data needs of the response actors. This may include informing new 
programmes or strengthening exis�ng ones, suppor�ng strategy development, or advoca�ng for funding or other support on the ground.

For further analysis of specific indicators related to the determinants of child nutritional status, please contact us.

Fig.8



Theme Problem Proposed solu�ons

Cul�va�on and 
feeding prac�ces

Poten�al channels for raising awareness of nutri�onal prac�ces 
are not used or op�mised.

Nutri�on educa�on tends to target households whose children 
are already malnourished - the focus is on treatment rather than 
preven�on.

CAC/RECOs not representa�ve of popula�on demographics; not 
full village coverage in health zones

Lower coverage of RECOs (or other outreach methods) in 
NON-SAM household communities - reduced ability to learn good 
nutrition practices, or prevent malnutrition.  

•  Work with women's groups (ac�ve in Kabalo and Manono) as a channel to inform women about nutri�onal prac�ces.

•  Use radio messages in areas with broad coverage and access to all demographic groups.

•  Ensure that nutri�on themes are included in CPS programs.

Ensure broad and equal representa�on in CAC/RECOs to improve access to care (and malnutri�on screening) - ensure coverage of all villages in each health zone

Limited knowledge of indirect risk factors for malnutri�on among 
households with a SAM child.

Work with RECOs to ensure that they include topics related to water, sanita�on and hygiene, family planning, and other childhood illnesses (co-morbidi�es) in their 
outreach work.

Small business: work with women/girls to make peanut bu�er to sell. Raising awareness that Plumpynut = peanut bu�er (easily accessible to treat and prevent 
malnutri�on)

Develop ac�vi�es to teach mothers local recipes for complementary foods for children 11 - using a mul�-system approach (food system, health system, social 
protec�on).

Communi�es do not take advantage of locally available products 
as nutri�onal supplements.

Work with community networks to take advantage of/exploit locally available items of high nutri�onal value:  

What can be done with locally available products to enhance the nutritional value of foods? e.g., training, community gardens, etc.

E.g., adding peanuts (or other protein) to foufou.

Most households do not (or are not able to) store food for 
consump�on.

Establish food storage depots in villages - managed by the community, responsible for the� preven�on, etc. 

Provide sealable boxes to store dry food in households (protected from rain); Even in small quan��es, encouraging people to store and conserve food where possible.

Low adherence to exclusive breas�eeding prac�ces Support infant and young child feeding (IYCF) services through the establishment of mother support groups and breas�eeding corners in health facili�es and 
communi�es.

Recommendations co-developed wih communities and partners : food security and feeding practices
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Knowledge and 
awareness of 
nutri�on and feeding 
prac�ces

•  Support RECO to ensure that health promo�on and community engagement ac�vi�es and messages on nutri�on and feeding prac�ces are reaching everyone -      
    households with and without SAM cases. 

•  Ensure that healthcare workers educate all mothers about nutri�on during ANC, CPS, vaccina�on - not just mothers of malnourished children coming for care.

Increasing temperatures and unpredictable rainfall impact the 
ability to grow and produce crops for consump�on or sale.

Environmental 
factors and climate 
change

Test soil acidity levels to assess which crops can grow best; determine why some crops fail, porosity of cassava, etc; assessing the soil and its ability to grow 
different crops. 

Few or no adapta�on strategies adopted by communi�es to 
cope with rising temperatures and unpredictable rainfall.

•  Provision of be�er adapted seeds and specific tools, training on new plan�ng and harves�ng cycles.
•  Avoiding monoculture, encouraging diversity, mul�ple annual harvest periods.
•  Support and encourage the installa�on of gardens in plots, and the cul�va�on of a variety of different products (for consump�on and sale). 
•  Support school gardening programs (e.g., FAO Kabalo).
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Integrated Analy�cs Cell

The Integrated Analy�cs Cell (CAI) is an opera�onal research unit in the Democra�c Republic of Congo that supports UNICEF and other 
public health emergency response actors by providing data to inform decision-making and improve interven�ons and strategies. The CAI 
applies an Integrated Analy�cs approach to explain issues and trends in epidemiological, programma�c, and other research data, bringing 
together different actors and data sources to provide a more holis�c understanding of the dynamics of public health emergencies and 
public health outcomes. 


