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A. Background 
 
A.1. Prevalence of Protein Energy Malnutrition 
 
In Malawi, national DHS (Demographic 
Health Surveys) conducted in 2000 
showed that 49% of children aged 0-59 
months are chronically malnourished – 
meaning that they are too short for their 
age or stunted. The proportion of 
children who are stunted is 25 times the 
level expected in a healthy, well-
nourished population. Acute 
malnutrition, manifested by wasting 
which results in children being too thin 
for their height, is 5.5% (<-2 SD weight 
for height) (note: this figure does not 
include oedema and consequently not directly comparable with the surveys using the 
national nutrition survey guidelines and may therefore be an underestimation of 
global acute malnutrition rates). The rate of under-nutrition in Malawi (measured as 
an index of weight for age) was found to be 25.4%.  
 
The above data was compiled from surveys conducted in 2000, between July and 
November, considered a “normal” year for Malawi in terms of harvests, weather and 
economic stability. It is therefore clear that chronic malnutrition was a serious 
problem in Malawi even before the current food insecurity situation arose. The 2000 
survey indicates that in the best part of a normal year Malawi had at least 110,000 
children who were suffering from acute malnutrition. Acute malnutrition, or wasting, 
is an indicator of rapid weight loss associated with food shortages. Of these 110,000 
children, roughly 24,000 cases are, in a normal year, severely malnourished. With the 
current food crisis, the expected number of children with acute malnutrition could rise 
to 300,000. Of these potential malnourished cases, approximately 40,000 children 
under five will be severely malnourished.  
 
The strategy to address the projected high prevalence of wasting in Malawi must 
focus on relief food distribution, selective feeding programmes and associated food 
security, water and sanitation and health programmes. Most importantly stunting and 
under-nutrition rates require a long-term programme that addresses the underlying and 
basic causes of malnutrition. The current emergency programme could greatly 
contribute to reduction in the rates of acute malnutrition, but will not address the 
longer-term solutions to chronic malnutrition. However the present emergency 
programme is designed to provide longer term solutions to the residual problem of 
treatment of acute malnutrition within the Malawian Health System. 
 



0%

5%

10%

15%

20%

Oct-
01

Nov-
01

Dec-
01

Jan-
02

Feb-
02

Mar-
02

Apr-
02

May-
02

Jun-
02

Prevalence of Malnutrition in Malawi from Five District

Salima

Mchinji

Thyolo

Mulanje

Nayuchi

Kunyinda

Micronutrient Deficiency and Supplementation Programme 
Coverage

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

Iod
ize

d s
alt

Nigh
t b

lin
dn

es

Vit A
 Sup

ple
men

tat

Iro
n S

up
ple

men
tat

Mea
sle

s c
ov

era
g

Micronutrient 

A.2. Micronutrient Deficiencies and Coverage of Supplementation Programmes 
 
In Malawi, 49% of the households 
with children under five years of 
age use salt that has adequate 
levels of iodine. Coverage in the 
Northern part of the country seems 
to be higher than coverage in the 
Central and South, which is 
attributed to entry of non-iodized 
salt from the country through 
neighboring Mozambique. There 
have been calls for legislation to 
control the import of non-iodized 
salt. 
 
Four percent of all women who have given birth in the previous five years reported 
having some form of night blindness during their last pregnancy. 41.7% of mothers 
received vitamin A supplements within a month of delivery (DHS 2000). The 
coverage of Vitamin A among children under five years old in Malawi was 65.3% 
during the 2000 survey.  A more recent countrywide survey (to be published in 
November) reports 59.7% of pre-school children and 97.1% of pregnant women low 
or deficient serum retinol levels (vitamin A). At least 2/3 of women in Malawi were 
reported to have received iron supplements, but only 17% have received a complete 
dosage, meaning that compliance is very low. In the unpublished survey 72.3% of 
pre-school children and 17.1% of pregnant women were reported to be anaemic. 
Measles vaccination coverage is an impressive 84%, but the program must be 
accelerated to reach 100%.  
 
In Malawi, 63% of mothers exclusively breastfeed infants during the first four months 
but only 12% at 6 months, while 93% of mothers introduce complementary foods 
from six to nine months. The current food insecurity will affect care practices, due to 
the increased workloads of women as they search of food. The lack of adequate food 
also means that children are not getting the quality and quantity of food required for 
healthy growth. This is clearly demonstrated in the surveys conducted in the most 
affected of Malawi during the period of the current food insecurity. 
 
A.3. Previous Nutrition Surveys in Malawi in Selected Districts 
 
Oxfam GB conducted a nutrition 
survey in Thyolo and Mulange 
districts in March 2002, and the 
prevalence of global acute 
malnutrition (GAM) in the two 
districts was 7.2% (4.8-9.6) and 
6.2% (4.0-8.4) respectively. Crude 
mortality rate was found to be 
1.14/10,000/day and 
1.7/10,000/day in Thyolo and 
Mulange respectively, while the 



under-five mortality rate is 1.68/10,000/day and 2.7/10,000/day respectively. These 
levels are high according to SPHERE standards and indicate a precarious situation. 
The results probably reflected the fact that the data was retrospective on the 3 months 
prior to the survey, which correspond to the peak of the lean season. 
 
Save the Children Fund UK conducted surveys in Salima and Mchinji three times at 
intervals of three to six months. The first survey was conducted in December 2001, 
towards the beginning of the hunger gap, and showed a prevalence of wasting of 
10.2% in Mchinji and 6.6% in Salima. The second survey completed in March, 
towards the end of the hunger gap, shows a prevalence of wasting at 12.5 % in 
Mchinji and 19% in Salima. In the latest survey conducted in June 2002, a reduction 
in malnutrition was observed in both districts, where wasting was recorded at 9.7%  in 
Salima and 7% in Mchinji. This slight improvement was attributed to the harvest of 
maize plus the supplementary and therapeutic feeding programs and general ration 
distribution implemented by Save the Children Fund (with support from UNICEF and 
the World Food Programme). Although these rates do not represent a crisis situation, 
the rates are slightly higher that the rates of wasting found in the national surveys two 
years ago 
 
World Vision International conducted two surveys in Nayuchi and Kiyunga 
agricultural development project (ADP) in Machinga district. The first survey 
occurred in October 2001, and covered Nayuchi ADP alone. The second survey was 
conducted in January-February 2002, during the peak of the hunger gap, and included 
a follow-up in Nayuchi ADP and a new survey in Kunyinga ADP. In the October 
survey, 6.8%  global acute malnutrition rate was recorded, while global acute 
malnutrition in the January-February survey was 4.1%  and 4.2 % in Nayuchi and 
Kunyinda respectively. Although this survey was conducted during the peak of the 
hunger gap, the prevalence of malnutrition was at an acceptable level during the 
second survey.  
 
A review of the surveys completed thus far indicates that the situation seems to be 
worst in the central region, followed by the southern region. There are also indications 
from the June survey that the hunger gap will start early this year, because by June the 
rates of malnutrition observed in Salima and Mchinji are abnormally elevated in light 
of the recent harvest and relief interventions. Rates of severe forms of acute 
malnutrition, manifested by oedema (which is associated with high mortality rate), 
were also found to be high among children under five years old. 
 
A.4. Admissions at the Nutrition Rehabilitation Centers 
 
In Malawi, there are over 90 Nutrition Rehabilitation Units (NRUs) that care for 
severely malnourished children. Because these structures already exist, the plan 
during this emergency is to improve the services provided in these NRUs by 
upgrading the centers structurally and functionally. The Government of Malawi, 
UNICEF and NGO partners also plan to provide appropriate food and systematic 
treatments that will promote quick recovery and reduce the length of stay in the NRU.  



 
An assessment of 82 NRUs has been completed. This assessment shows that during a 
normal year, an NRU can admit an average of 19 patients. However, in January 2001 
average NRU admissions peaked at 50 children, while six NRUs admitted over 80 
children. Nationally, NRUs have the capacity for about 4,500-6000 malnourished 
children per month. The number of severely malnourished children, based on the past 
levels of malnutrition, is over 25,000 children in normal years and expected to be up 
to 40,000 this year.  
 
As these NRUs cannot handle all the cases of severely malnourished children, the 
need to have an effective supplementary feeding programme to reduce severe 
malnutrition at community levels cannot be over-emphasized. NRUs and 
supplementary feeding programmes must also be complemented by a general ration 
distribution to ensure an adequate food supply at the household level - especially in 
the areas where high rates of malnutrition and high food deficits have been identified 
through the food security assessment. In addition the lack of capacity of the 
Government NRU system will mean that should the situation worsen as expected then 
additional capacity will have to be made probably supported by International NGO’s. 
 
 
B. Nutrition Surveys – September 2002. 
 
The Ministry of Health and Population (MoHP) of Malawi and UNICEF together with 
nutrition partners agreed on a nutrition survey guidelines in August 2002. The 
agreement on the guidelines was the first of a three step process towards a regular 
common monitoring of nutrition status in Malawi. The steps were to: 
 

1. agree a common methodology, 
2. agree a common optimum timing of surveys for Malawi, 
3. agree on priority areas for surveys and responsibility of organisations. 

 
The survey guidelines state that the main objective of the surveys being: 
 
 To assess the nutritional status of the Under 5 (U5) population. 

 
The secondary objectives being: 
 
 To assess the crude and U5 mortality rate. 
 To assess morbidity affecting the U5 population in the last two weeks. 
 To assess Measles vaccination and Vitamin A coverage. 
 To assess feeding centre coverage. 

 
The guidelines go on to discuss optional objectives and population age groups that 
may be included in the surveys. However the basic indicators and target group for all 
surveys was defined in the objectives above. 
 
 
 
 
 



1. Methodology. 
 
The sampling methodology agreed was a two-stage cluster randomised sampling 
methodology. The first level of sampling used the census areas as the lowest level of 
population data available from the National Statistics Office (NSO). Then in the 
cluster a random direction was chosen and all children between 6 and 59 months (or if 
no date on the health passport 65 – 100 cm) measured. Thus 30 clusters of at least 30 
children were measured providing valid estimates of the prevalence of malnutrition 
with a confidence interval of 95%. 
 

2. Timing. 
 
It was assumed that the fluctuations of acute malnutrition follow the agricultural 
calendar in Malawi as the majority of the population are reliant on agriculture for 
most of their access to food. Thus, it was assumed that there is one major peak in 
acute malnutrition around February or March each year. It was also assumed that in 
May and June acute malnutrition would be at its lowest level during the year. It is not 
possible to give more exact dates because agricultural seasons vary across Malawi. In 
addition, in the past surveys have not been conducted with the objective of identifying 
seasonal trends in malnutrition.  
 
The objectives of agreeing on a common timing for nutrition surveys in Malawi were: 
 

1. To collect and analyse nutrition data at the district level across the country to 
allow humanitarian programmes to target priority areas in Malawi. 

2. To monitor the evolution of acute malnutrition before, during and after the 
‘hunger period’. Thus allowing humanitarian programmes to monitor the 
impact of their programmes and to extrapolate future needs. 

 
In April 2002 WFP/FAO and SCF(UK) conducted a food security assessment of the 
country and decided on a phased reaction to the impending food crisis. The phases 
were used to plan a two stage increase in the number of beneficiaries for the general 
distribution. The first increase being in September 2002 and the second in December 
2002.  
 
Table 1: Food Aid Estimates (VAC Aug 2002). 
 

 No. People in Need % Total Population 
in Need 

MT Cereal Equiv. 
Food Aid 

Sept 1 – Nov. 30 2,200,000 19.4 80,000 
Dec 1 – Mar 31 3,250,000 28.5 156,500 
Total: Sept. – Mar. 3,250,000 28.5 236,500 
 
 
 
 
 
 
 
 



Given the assumed pattern of malnutrition, the humanitarian programme timing and 
the objectives of a common timing the following survey rounds were agreed: 
 
Round 1.  September 2002 –one of the major findings of the April study was that 
the most vulnerable part of the population (up to 65% of the total) had food stocks of 
around 4 months. Thus by August would be experiencing significant food insecurity. 
It was felt that in September if the predicted food crisis was starting early higher than 
normal levels of acute malnutrition would be found. 
Round 2.  December 2002 – Although not at the assumed peak of acute 
malnutrition in February or March, December is just before and should increased 
prevalence of acute malnutrition be found at this time there would be around 2 months 
to react. In addition December coincides with the humanitarian programme timing 
designed in April 2002. 
Round 3.  April/May 2003 – Corresponds to the harvest season and a hoped for 
improvement in food security. It also corresponds to the end of the present planning 
of the humanitarian response. 
 

3. Where and by Who. 
 
NGO’s expressed an interest in conducting district surveys usually in those districts 
where they are already working (Table 2 - attached). In some cases the NGO’s had 
adequate funding, technical expertise and equipment to conduct the surveys 
themselves. In other cases UNICEF supported NGO’s with combinations of funding, 
equipment or technical expertise. A training workshop was organised by Action 
Against Hunger, WHO and UNICEF to ensure that supervisors of the surveys were 
using the same methodologies for training, conducting, analysing and reporting the 
surveys. During the process of conducting the surveys UNICEF continued to provide 
technical support and AAH gave support at the analytical stage. 
 
In all 20 districts of a total of 28 plus the two major urban areas were covered. It is 
anticipated that in Round 2 a more complete coverage will be achieved.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Map of Survey Coverage in Round 1 of Nutrition Surveys in Malawi. 
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Results. 
 

1. Nutritional Survey Results. 
 
A summary of the acute malnutrition survey results is shown in Table 3 below: 
 
Table 3: Summary of Round 1 Estimates of Acute Malnutrition Prevalence in 
Malawi – September 2002 
 

District Date Organisation

Global Acute 
Malnutrition  

(<-2Z-scores)

Severe Acute 
Malnutrition  

(<-3Z-scores) 
Thyolo Jul-02 MSF(Lux) 3.5 (2.1-4.9) 1.7 (0.6-2.9) 

Mwanza Aug-02 
WVI     

UNICEF 6.6 (4.6-9.3) 5.2 (3.4-7.8) 
Blantyre Urban Sep-02 AAH  1.9 (09-3.8) 0.2 (0-1.3) 

Chikwawa Sep-02 
WVI     

UNICEF 4.6 (2.9-7.0) 1.4 (0.6-3.1) 
Kasungu Sep-02 AAH  3.6 (2.2-5.9) 1.2 (0.5-2.8) 
Lilongwe 
District Sep-02 AAH  3.6 (2.1-5.9) 0.8 (0.2-2.3) 

Lilongwe 
Urban Sep-02 AAH  2.5 (1.3-4.5) 0.5 (0.1-1.9) 

Mchinji Sep-02 
SC(UK) 
UNICEF 3.0(1.3-4.6) 2.4(0.9-4.0) 

Nsanje Sep-02 
WVI     

UNICEF 4.2 (2.6-6.5) 0.7 (0.2-2.1) 
Ntchisi Sep-02 AAH  1.5 (0.6-3.3) 0.3 (0.0-1.6) 
Rumphi Sep-02 AAH  1.7 (0.7-3.4) 0.2 (0.0-1.3) 

Salima Sep-02 
SC(UK) 
UNICEF 3.8 (2.6-5.0) 0.7(0.1-1.4) 

Ntcheu Sep-02 
Africare 
UNICEF 5.3 (5.0-7.0) 4.0 (2.9-5.5) 

Nkhata Bay Sep-02 
Africare 
UNICEF 3.4 (2.1-5.6) 2.4 (1.6-3.7) 

Mzimba Sep-02 
Africare 
UNICEF 4.0 (2.4-6.3) 3.1 (1.8-5.3) 

 
As can be seen from the table Global Acute (GAM) and Severe Acute Malnutrition 
(SAM) rates are all low, ranging from 1.5 (0.6-3.3) GAM to 6.6 (4.6-9.3) GAM 
(Note: there are still some methodological questions about the Africare surveys as 
there are very high oedema in these surveys). These compare with the DHS survey 
conducted in around the between July and November giving a result of 5.5%. (Note: 
as mentioned above this result is not completely comparable as it does not include 
oedema and the present surveys do).  
 
Thus bearing in mind the original objectives of conducting the surveys at this time the 
following conclusions can be made: (conclusions are made based on results available 
to date and do not represent the final conclusions). 
 



1. The surveys indicate that the stress of food insecurity on the U5 population 
has not yet begun to express itself as malnutrition and that the U5’s acute 
malnutrition rates are still at very low levels. The hypothesis that 4 months 
post harvest populations would begin to encounter increased rates of acute 
malnutrition appears not to be true. 

2. The GAM rates tend to indicate that the lowest levels of malnutrition have 
extended into September. The September results can be used as a baseline of 
the optimum situation so as to measure the impact of the upcoming ‘hungry 
season’. 

3. The low results and the small differences between results from districts do not 
allow the survey results to be used to prioritise districts or regions for 
humanitarian aid.  

 
Nutrition surveys give a ‘snapshot’ of the situation and can not give answers as to 
why the malnutrition rates are as measured. Therefore, it is not possible to use these 
results to attribute the unexpectedly low results to humanitarian interventions or other 
factors. Equally the survey results alone cannot be used to predict that the situation 
will not be as bad as expected in 3 or 6 months time. Nutrition survey results should 
always be analysed in conjunction with other sources of qualitative and quantitative 
data and information.  
 
The VAC Assessment in August has reported that the most vulnerable population 
“overstretched their coping strategies last year, reducing their resilience and 
increasing their vulnerability”. They also reported that the key factors affecting the 
food security of the most vulnerable population this season were winter cropping 
production, availability of casual labour, and availability and prices of cereals on the 
local markets. They go on to say that cereal market prices are 50% higher than this 
time last year, casual labour was increasingly been conducted on a food for work 
basis rather that cash for work and that despite predictions of increased winter 
cropping the figures were thought to be over optimistic. 
 
Therefore, the food security assessments are continuing to predict drastically 
increased levels of food insecurity for a large part of the Malawian population. The 
survey results indicate that the food insecurity has not yet translated into increased 
rates of acute malnutrition. Two scenarios for the future can therefore be seen 
 

1. the food insecure population are living on a knife edge and over the coming 2-
3 months will experience a rapid fall in food security which will translate into 
rapidly increasing rates of acute malnutrition. Round 2 of these surveys in 
December should then show significantly higher GAM rates than normal. 

2. the food security of the vulnerable population will continue to decline but 
gradually and by December although increased GAM rates will be found these 
will not be as dramatic as predicted. 

 
Whichever of the two scenarios becomes true there will be increased GAM rates , and 
whilst possibly not being dramatic in international terms, will still be very dramatic 
for Malawians who have not had recent experience of a large scale food crisis. Also, 
the policy of reacting before dramatic GAM rates are reported will act as a safety net 
approach and hopefully will result in lower than predicted levels of malnutrition. 
 



 
2. Mortality and Measles Vaccination Coverage. 

 
The secondary objectives of the nutrition surveys were to estimate crude and under 5 
mortality rates and measles vaccination coverage. The mortality rates were calculated 
using a 3 month recall of mortality. The mortality questionnaire was completed in 
every household visited regardless of whether the household had a child aged 6-59 
months. Simple case definitions were also used to examine probable causes of death 
(these results will only be available when final reports are presented by partners). The 
results are then analysed using the following cut-off points as a reference (Moren, 
1995) 
 
Crude Mortality Rate (CMR) 
 
 Alert    1/10,000 persons/day 
 Emergency   2/10,000 persons/day 

 
Under 5 Mortality Rate (U5MR) 
 
 Alert    2/10,000 children/day 
 Emergency   4/10,000 children/day 

 
As can be seen from the results below the majority of the surveys indicate both CMR 
and U5MR being within normal limits. The exception being the survey in Thyolo. 
This may have been because the Thyolo survey was conducted earlier and the recall 
period was longer than the others and extended back to the end of March which was 
either pre harvest or just post harvest and the population were likely to be still 
suffering from the effects of the lean season. 
 
The measles coverage results were collected using the standard EPI methodology for 
children 9 months and above and reported as two figures the first being confirmation 
from the U5 health card or passport and the second being a combination of the card or 
passport confirmation and the mothers recall. The recall is likely to be quite accurate 
as a countrywide measles vaccination campaign and vitamin a distribution was carried 
out between the 13th – 15th August (all surveys were conducted after this date except 
the Thyolo (MSF(Lux)) survey).  
 
Not all results are yet available. However reported results demonstrate an excellent 
coverage of the measles campaign. In all cases being above 80% (card + recall) and in 
most cases above 90% coverage. The reporting by card only were also very good 
although it appears that in Salima and Mchinji a much smaller proportion of U5’s 
have a health card or passport than the other districts. 
 
 
 
 
 
 
 
 



Table 4. Mortality and Measles Vaccination Coverage. 
 

District Date Organisation

Crude 
Mortality / 

U5 
Mortality 

Card /  
Card + Recall

Thyolo Jul-02 MSF(Lux) 
1.1        
1.6   

Mwanza Aug-02 WVI  UNICEF
0.87       
1.74 

75.0%     
93.3% 

Blantyre 
Urban Sep-02 AAH  

0.39       
0.50   

Chikwawa Sep-02 WVI  UNICEF
0.73       
1.57 

70.0%     
94.0% 

Kasungu Sep-02 AAH  
0.48       
1.03   

Lilongwe 
Rural Sep-02 AAH  

0.67       
1.01   

Lilongwe 
Urban Sep-02 AAH  

0.27       
0.67   

Mchinji Sep-02 
SC(UK) 
UNICEF 

0.38       
1.00 

54.2 %     
91.9% 

Nsanje Sep-02 WVI  UNICEF
0.55       
1.21 

78.9%     
93.8% 

Ntchisi Sep-02 AAH  
0.41       
1.02   

Rumphi Sep-02 AAH  
0.50       
1.22   

Salima Sep-02 
SC(UK) 
UNICEF 

0.83       
1.78 

43.7%     
83.1% 

Ntcheu Sep-02 
Africare 
UNICEF 

0.30 
0.73 

72.2% 
95.6% 

Nkhata Bay Sep-02 
Africare 
UNICEF 

0.75 
1.25 

69.3% 
92.7% 

Mzimba Sep-02 
Africare 
UNICEF 

0.1 
0.2 

71.6% 
89.6% 

 
 

3. Other results. 
 
In the coming week about 7 more nutrition surveys will become available and the 
final reports distributed. On receipt of these reports a more complete analysis can be 
made and further data on morbidity, causes of mortality and feeding centre coverage 
will be available. 


