
EveryChild Enukweni and Engucwini
Malawi Nutrition Survey 2002

i

EENNUUKKWWEENNII  AANNDD  EENNGGUUCCWWIINNII

NNUUTTRRIITTIIOONN  SSUURRVVEEYY  22000022

Draft Report

Dorothy M. Chilima (PhD)

Alexander A. Kalimbira (MSc)

Doreen I. Chanje (MSc)

July 2002



EveryChild Enukweni and Engucwini
Malawi Nutrition Survey 2002

ii

General Introduction

Background
EveryChild is a non governmental organization that has been complementing the

Malawi Government efforts in alleviating poverty.  EveryChild has been operating

in Malawi since 1995 in the Chief Mtwalo area, Mzimba District, in the north of the

country.  Presently, the organization implements several programs including

health, water and sanitation, food security, basic education, community based

pre-school and income generating activities.

Although EveryChild has invested enormous resources in the area, a number of

nutrition and health impact indicators are missing due to lack of baseline data with

which to compare progress.  In addition, Malawi was hit by serious food shortage in

2000/2001 growing season which adversely affected many households and its

effects are likely to spill over to the current season. Therefore, a nutrition survey

was commissioned in June 2002 to assess nutritional status of children aged 6

months to 17.9 years and other factors that are mostly associated with it in

Enukweni and Engucwini areas in Mzimba district.  The study was also aimed at

providing necessary information for monitoring the food security and nutrition

situation, and for designing appropriate interventions to avert hunger and prevent

deterioration of nutritional status.  In order to accomplish this exercise, EveryChild

hired a team of consultants to design and implement the survey, analyse the data

and write a status report.  The main objectives of the survey were to assess

nutrition and health status of children in the EveryChild impact areas and to

recommend pragmatic nutritional interventions to address identified problems.

Survey design and methodology

The WHO 30 x 30 two-stage cluster sampling methodology was used to identify

households that were eligible for the survey in Enukweni and Engucwini areas in

Mzimba district.   A pre-tested questionnaire was administered to elicit

information on agriculture and food security, health and water and sanitation.

Moreover, anthropometric measurements of children aged 6 months to 17.9 years

were also taken.  Data were collected by two teams of trained enumerators and

anthropometrists.  Nutritional status was assessed among the children using height-
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for-age, weight-for-age, weight-for-height, MUAC and oedema following standard

procedures.  All the data were entered in EpiInfo 6.04b computer package.

Anthropometric data were analysed using EpiNut, while the rest of the data were

analysed using SPSS 8.0 for Windows.

Results

A total of 907 households were interviewed in Engucwini (n = 520) and Enukweni (n

= 387) proportionate to size.  Nutritional status was assessed for 832 children, aged

6 - 59.9 months and 1,294 children, aged 5 – 17.9 years.

Demographic characteristics

Twenty-five percent and 16% of households in Enukweni and Engucwini,

respectively, were female-headed.  The average household size was 4.9 persons

per household, which is higher than that of Mzimba district (4.6) and the national

estimate of 4.0 persons per household.  About ten percent of male household

heads and 26% of female household heads in both areas were of relatively low

education, having attained between standards 1 and 4 of primary education or no

education at all.  The mean age of household heads was 38.9 years and majority of

the respondents were married.  Of major concern are the female-headed

households who are more vulnerable to household food insecurity and poverty than

their counterparts.  These demographic features present challenges with regard to

efforts to up-lift the socio-economic status of the communities.

Agriculture and food security

Household land holding sizes averaged 0.9 hectare in Enukweni and 1.0 hectare in

Engucwini (p=0.08).  Thirty five percent of households in Enukweni and 24.5% in

Engucwini reported to be cultivating on less than 0.5 hectare of land.  Since

inadequate land for cultivation is one of the underlying factors contributing to

household food insecurity, improved food production techniques should be

promoted to ensure increased food productivity.  This should be in tandem with

crop diversification and nutrition education on proper storage and utilization of

crops.



EveryChild Enukweni and Engucwini
Malawi Nutrition Survey 2002

iv

Maize is the main staple food for all of the households in the project area.  Given

the current status of maize in Malawi, it is unlikely that the people would be in

apposition to avert hunger and malnutrition if they persistently maintain maize as

the sole staple food.  Nonetheless, the food security situation has slightly improved

after harvest, with households reporting an average 2.40 meals per day in

Engucwini and 2.26 in Enukweni (p=0.000).  Before harvest, the average number of

meals taken was 1.45 per day.  The average number of meals eaten per household

increased with improved education, thus, efforts to improve formal and informal

education in the area should be seen as an integral part of the long-term efforts to

improve the food situation.  However, about 20% of the households indicated that

their food stocks would be depleted by August this year.   As such, measures

should be put in place to assist the people in order to prevent serious malnutrition,

which may lead to high levels of morbidity and mortality if not addressed timely.

Maize, groundnuts, sweet potatoes and tobacco are the leading crops grown by at

least 50% of households.  Legumes and cassava which play a crucial role in people’s

diet are produced by a few households.  Two thirds of the households in both areas

reported keeping livestock, mostly chickens.  Goats are reared by only about 25%

of households.  Again, education level of household heads has been observed to be

an important determinant of a household’s capacity to keep livestock.  In this

area, the diet is mainly composed of nsima and a side dish and by increasing

production of legumes and strengthening the livestock component, the diets can

be enriched so as to provide a wide range of nutrients of better quality for

improved nutritional status.

Nutritional status of children

Chronic malnutrition is a very big problem affecting 53% of children under the age

of 5 years in Enukweni and 54% in Engucwini.  Up to 25% of the children had severe

chronic malnutrition.  The availability of food in the area during the survey period

may have significantly contributed to low levels of acute malnutrition, which has

was at 3.7% and 3.3% in Enukweni and Engucwini, respectively.  Significantly more

male children (59.6%) than female (47.2%) are stunted in the area (p=0.000).
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Results further show that chronic malnutrition increases with children’s age,

suggesting prolonged exposure to poor socio-economic environment over the years.

Similarly, at least 50% of 5 – 17.9 year-olds are chronically malnourished, with 25%

being underweight.  Prevalence of stunting and underweight among the older

children also increases with age, which clearly confirms that the children have

survived under poor environments of food insecurity, frequent illnesses and other

socio-economic hiccups.  This may have far reaching implications in adulthood as

well as in old age.

Health facilities

Health centres were recognised as important sources of medical care for the

population in the two areas.  People of Enukweni reported to be walking shorter

distances to health centres, which averaged 4 km, compared to 8 km in Engucwini

(p=0.000).  The longest distance reported in Enukweni was 30 km whereas in

Engucwini, it was 31 km.

Health status of under-5 children

Many children (66% in Enukweni and 60% in Engucwini) were reported to have

fallen ill 2 days preceding the survey.  At least one in two children had fallen ill 2

weeks before the survey.  Coughing was the commonest problem affecting about

50% of children.  Fever was the second major problem that was cited in at least

20% of the children.  These results show that respiratory infections are a common

problem in the area.

Three-quarters of the children (75% in Enukweni and 76% in Engucwini) had

received vitamin A supplementation within 6 months preceding the survey.  This

coverage rate is better that that reported for Mzimba district (63.4%) during the

MDHS 2000 (NSO, 2001).  In addition, very high and impressive vaccination rates

were observed for children aged 12 – 23.9 months.  Excluding Polio 0, the least

antigen coverage was 95% for measles in Engucwini.  Further analyses showed that

86.4% of the children were fully immunized against tuberculosis, polio, diphtheria,

pertussis, tetanus and measles.  The challenge remains for EveryChild together
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with government and other stakeholders in the area, to sustain the high

immunization coverage rates.  These results suggest that it is possible to achieve

universal child immunization in the area and this will largely benefit the children

as well as the community since more time would be dedicated to developmental

issues other than attending to sick children.

Health status of children 5 – 17.9 years old

Coughing was also the commonest problem affecting 59% and 62% of 5 – 17.9 year-

olds 2 days and 2 weeks preceding the survey, respectively.  Fever continued to be

the second most important problem reported for 15% of the children in the 2 days,

and 17% in the 2 weeks preceding the survey.  This suggests that all age groups are

similarly affected by these ailments.  Therefore, efforts to improve child survival,

growth and development in the area should pay particular attention to both

curative and preventive health approaches more especially at community or village

level.

Water and sanitation

Wide and significant variations exist in access to potable water in the two areas.

While 33% of households in Enukweni have access to tap water, only 3% had access

to the same in Engucwini (p=0.000).  Although both areas have access to boreholes

(average 46% of households), significantly more households in Enukweni (14%) than

Engucwini (8%) reported to be drinking water from rivers and streams (p=0.003).

Provision of safe water for all households in the area should expeditiously continue

in order to avert water-borne diseases which can be fatal.  This can be achieved

through expansion of the existing gravity fed water project where possible, or

drilling of additional boreholes.

Significantly more households in Enukweni (92%) than Engucwini (80%) reported to

be using latrines (p=0.000) although this does not translate into ownership of the

latrines.  On the contrary, more households in Engucwini (57%) than Enukweni

(51%) had refuse pits.  These proportions suggest the need to intensify promotion

of proper sanitary practices in all households.
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Conclusions

The survey has shown that chronic malnutrition and underweight are prevalent in

all children in the Enukweni and Engucwini areas.  Households in the area at risk of

food insecurity which will become critical in the next three months.  The survey

has also established that maize is the staple food in the area, although other crops

such as groundnuts, tobacco and sweet potatoes are also grown for food and cash.

With regard to health, coughing and fever are the major ailments common in the

area.  Access to health facilities is varied with some households travelling shorter

distances to the nearest facility while others have to travel longer distances, which

may jeopardize their health as this may prolong the time households may take to

visit the clinic when ill.

Although access to safe potable water is high in both areas, a substantial

proportion of households are still using unsafe water which may be detrimental to

their health.

Recommendations

There is need for a comprehensive nutrition programme to be incorporated in the

existing programmes with emphasis on nutrition education to ensure that

malnutrition is curbed.  This can be achieved through employing a nutritionist on

full or part time basis or training existing staff (building their capacity) to tackle

security and nutrition issues adequately and effectively.

A nutrition surveillance system should be established to monitor progress.  All

these can be achieved by having explicit nutrition objectives within the project

and tailor-made practical nutrition strategies with proper impact indicators.

Strategies should include exclusive breast-feeding for children up to 6 months of

age, child feeding practices for preschool and school age children as indicated in

the nutrition facts for Malawian families.

As a short-term measure, there is need to introduce an emergency feeding

programme right away.  This may include, supplementary feeding for moderately
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malnourished children; referral for those that are severely malnourished; and

provision of general rations for households that are at risk as stipulated in the

“Management of Acute, Moderate and Severe Malnutrition” guidelines by Ministry

of Health and Population.

In the long-term, strategies should be put in place to ensure increased food

productivity, crop diversification as well as dietary diversification.  Proper food

storage and utilisation should also form part of the education component of these

strategies.  These activities need to be promoted and strengthened at village and

household levels through the existing food security programme.

Considering the high cost of building health centres, a comprehensive and well-

managed drug revolving fund program is recommended in all communities.  The

existing health centre is excellent, but it is only accessible to surrounding villages;

so community-based programmes may complement it and therefore assist in

preventing and treating ailments in the impact areas.  Improving access to safe

water and other sanitary measures can also assist in preventing illnesses after all

“prevention is better than cure”.
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1.0 INTRODUCTION

1.1 Background

Malawi is one of the countries whose social and economic profile has remained

poor and worrisome for many years.  Morbidity due to malaria, diarrhoea, acute

respiratory infections (ARIs), malnutrition and other ailments are generally high in

all parts of the country especially among children below the age of 5 years.

According to the Malawi Demographic and Health Survey (MDHS) 2000, 49% of

children under the age of 5 years are nutritionally stunted, 5.5% are wasted and

25.4% are underweight (NSO, 2001).  The MDHS 2000 further reports that more

than a third of all underfive children outpatient visits to health centres are due to

malaria.  Infant mortality rate is estimated at 104/1000 live births while underfive

mortality rate is at 189/1000 live births.

Some of the primary reasons for the high morbidity and mortality are macro and

micronutrient malnutrition, which are widespread in the country.  Presently, it is

estimated that the whole Malawian population is at marginal vitamin A deficiency

(EPD, 1998); up to 90% and 70% of underfive children and pregnant women,

respectively, are anaemic (Government of Malawi, 1999).  Available information

from a few recent localized surveys have shown that rates of acute malnutrition

between 2001 and 2002 were some of the worst in the country, due to a food crisis

resulting from bad weather (Banda and Kalimbira, 2002; Kalimbira and Simtowe,

2002; Chanje, 2002).

The above statistics are certainly worrying considering that the social, economic

and health repercussions are most serious.  It is in this light that various NGOs have

been complementing the Malawi Government’s efforts to alleviate poverty which

manifests itself in various forms including poor health, malnutrition, poor

infrastructure and high morbidity and mortality.  One such organization is the

Christian Children’s Fund of Great Britain (EveryChild).

EveryChild is an independent British-based charity organization which started its

operations in Malawi in 1995, initially concentrating its programmes in Enukweni,
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but later expanded to Engucwini area in Mzimba district north of the country

(Mwakanema, 2001).  The organization is inspired by the enormous need to

promote the long-term care, development, health and education of poor children

regardless of their race, sex or religion throughout the world.

1.2 Objectives of EveryChild in Malawi

1. To provide assistance to needy children and their families within an appropriate

cultural context in the targeted areas.

2. To promote the environment of children and their families.

3. To develop the capacity of children and families to become fully responsible for

their own lives and be able to contribute to the development of their

communities.

1.3 Description of EveryChild programmes

In Malawi, EveryChild reaches out to an estimated 20,000 people in Enukweni and

Engucwini, located approximately 46 km north and northwest of Mzuzu City,

respectively.  People of the area are predominantly tumbuka/ngoni by tribe and

are subsistent farmers with very little earnings.  This has had serious negative

impact on the lives of children and their families, resulting in poor child survival,

growth and development.  This is the reason why EveryChild launched its

programmes in Malawi to provide opportunities for children of the area to grow

physically, socially, emotionally, intellectually, culturally, and vocationally.  To

accomplish this, EveryChild is currently implementing the following programmes:

•  Health

•  Water and sanitation

•  Basic education

•  Income generating activities

•  Food security

•  Community based preschool
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1.4 Rationale for the survey

Although EveryChild has been operating in Malawi for 7 years, there have been no

baseline data that would provide a basis for interventions, monitoring, as well as

help to evaluate some of the interventions.  Partially, the organization addressed

the need by commissioning a baseline survey in January and February 2001.

However, it was realised that some nutrition and health indicators were still

missing, hence the present survey was undertaken to provide some specific health

and nutrition status indicators for future evaluation, and assist in designing specific

interventions for the area.  In addition, Malawi was hit by serious food shortage in

the 2000/2001 growing season which adversely affected many households and its

effects are likely to spill over to the current season.  There was, therefore, a need

to assess the current situation to act as a basis for monitoring and evaluation, as

well as design specific interventions to address the problems faced by the

communities.

1.5 Objectives of the survey

1. To establish socio-economic characteristics of households in Enukweni and

Engucwini.

2. To assess nutritional status of children aged 6 months to 17.9 years.

3. To recommend specific interventions according to the status of the households

in the two areas.
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2.0 SURVEY DESIGN AND METHODOLOGY

2.1 Description of study area

The survey was carried out in Enukweni and Engucwini areas, Traditional Authority

Mtwalo in Mzimba District, north of Malawi (see Figure 1).  Enukweni is 46 km

north of Mzuzu City while Engucwini lies 46 km northwest of the City.  Inhabitants

of the area are predominantly ngoni/tumbuka, constituting a population of

approximately 20,000 people.

Figure 1:  Map of Malawi

EnukweniEngucwini
Lake Malawi
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2.2 Study population

There were two components of the survey.  The main survey was at household

level in which various household attributes such as demographic characteristics,

health, agriculture, water and sanitation were investigated.  At household level,

the main respondent was the mother; however if the mother was not justifiably

available at the time of the survey, the father or caretaker of the children became

the respondent.  A household was skipped and replaced with another if there was

no responsible respondent at the time of the survey. Secondly, the survey had a

nutritional status component which targeted all children aged 6 months to 17.9

years within the selected households.

2.3 Sampling

Eligible households were selected using the WHO 30 x 30 two-stage cluster

sampling methodology for epidemiological studies.  Names of all villages in the two

areas were recorded and a total of 30 clusters (villages) were randomly selected

proportion to size of each area (48 clusters in Enukweni and 58 clusters in

Engucwini).  Thus, 13 clusters were randomly sampled from Enukweni and 17 from

Engucwini.  To achieve random sampling, names of all clusters in the survey areas

were written on pieces of paper, shuffled and the required number of clusters

drawn by the survey team members.

2.4 Selection criteria

Upon arrival in a cluster, enumerators were gathered at the centre of the cluster.

A pencil was spun, and enumerators were asked to go in the direction where the

sharp-end of the pencil pointed upon falling on the ground.  However, due to the

distribution of households in some areas, enumerators were asked by the field

supervisor to disperse in all directions of the cluster until all their pre-numbered

questionnaires were completed.  A household was eligible to participate in the

survey if it had at least one child aged 6 months to 17.9 years and had given verbal

consent.
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2.5 Survey personnel

Two teams were deployed, each consisting of:

•  5 enumerators

•  2 anthropometrists

•  1 supervisor

•  I driver

Supervisors were mainly the consultants and the EveryChild Regional Program

Manager.  Each team had one field-compatible vehicle throughout the survey.  In

addition, two data entry personnel were hired to enter all the data on daily basis

from the second day of the survey.

2.6 Survey tools and instruments

•  A questionnaire was developed and used to collect data during the survey

(Appendix 1).  An English version of the questionnaire was used; however,

during training every enumerator was asked to translate the questionnaire into

Tumbuka (a local language of the area).  The translations were discussed in

detail during plenary to reach consensus on appropriate translations.

•  Potable stadiometer: this instrument was used to take height measurements for

all children aged 2 to 17.9 years.  Height was measured using standard methods

(Gibson, 1993).

•  Roller meter: recumbent length was measured for all children who had not

attained the age of 2 years on the day of the survey using a Roller meter

(Gibson 1993)

•  MUAC tape: a special tape for measuring mid upper arm circumference (MUAC)

of children was used according to Gibson (1993).

•  Tanita Baby and Mommy Digital Scale (Model 1582): this dual function scale was

used to take weight measurements of all children.  The scale was switched-on

and subjects in minimum clothing (Gibson 1993) were asked to stand on the

scale when it was set to zero, hence ready to take measurements.   A weight

measurement was recorded when the display had stabilized and a beep sound

was heard.  Younger children were weighed using a basket on the baby side and

older children on the mommy side (standing). However, where children were
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uncooperative, the child’s weight was found by subtracting weight of the

caretaker alone from an initial weight of the caretaker plus the child.

2.7 Nutritional indicators

Nutritional indicators were derived from the anthropometric measurements, as

well as clinical examination for presence of oedema. Indicators were derived for

specific age groups using the protocol shown in Table 1. It should be noted that

height-for-age and weight-for-age indices are applicable to all male and female

children from birth to 18 years.  However, the weight-for-height index is

applicable to male children from birth to 11.5 years, and birth to 10 years for

female children (CDC, 1995).  These limitations are due to alterations in body

composition as the children begin to reach puberty (WHO, 1983).

Table 1:  Nutritional indicators for specific age groups

Height for
age

Weight for
age

Weight for
height MUAC OedemaAge group

M F M F M F M F M F

6–59.9 months
a a a a a a a a a a

5–11.5 years
a a a a a a a

11.6–17.9 years
a a a a a a

5–10 years
a a a a a a a a

10.1–17.9 years
a a a a a a

M = Male
F = Female

Nutrition indicators used to assess nutritional status of the children are:

•  Wasting: This is a measure of acute malnutrition (emaciation) derived from the

index of weight-for-height.  It is a reflection of nutritional status mostly as a

result of inadequate recent food intakes and/or illnesses.

•  Stunting: Chronic malnutrition (stunting) is measured by computing the index of

height-for-age.  It reflects the effects of long-term exposure to poor socio-

economic conditions in general, including food insecurity and diseases.

•  Underweight: This is measured by computing an index of weight-for-age, and it

encompasses both acute and chronic malnutrition.
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These indices are computed by comparing them against a reference population.

Any child who falls below minus 2 standard deviations (<-2 SD) from the

NCHS/WHOψ reference population is malnourished.  Those with SD below –3 (<-3

SD) are severely malnourished (WHO, 1983)

•  Oedema: This is a one of the clinical signs of kwashiorkor (a severe protein

energy malnutrition [PEM]).  Although nutritional oedema does not have cut-off

points, it is recommended that if >2% of children in a population are

oedematous, relevant action should be taken without delay (Médecins Sans

Frontières, 1995).

•  MUAC: Mid upper arm circumference (MUAC) is a measure of wasting and is

primarily used for screening purposes during emergency situations.  Children

with MUAC <12.5 cm are severely wasted; those with MUAC between 12.5 and

13.5 are moderately wasted, while children with MUAC >13.5 cm are considered

to be normal.

2.8 Training

A three-day training session for all survey team members was conducted at

Ekwendeni Mission Hospital.  Survey personnel were acquainted with the

development programmes of EveryChild, objectives of the survey, as well as the

survey tools, instruments and methodologies.

2.9 Pre-test and feedback

Before commencement of the actual survey, the survey tools and instruments were

pre-tested at Kamangadazi Nhlema Village in Enukweni.  Each enumerator

completed two questionnaires, and all pre-test questionnaires were entered on

computer to test the practicality of data entry.  The pre-test exercise was

discussed at a plenary session the next day during which the questionnaire was

modified accordingly.

                                                
ψ The United States National Centre for Health Statistics (NCHS) reference is an international
reference population recommended by the WHO for use in assessing nutritional status of children
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2.10 Data collection

Data were collected in Enukweni and Engucwini in a period of 10 days from 10th to

21st June 2002.  Enumerators administered the questionnaire from house to house.

Upon completion of an interview, a respondent was asked to take the

questionnaire to a central location of the cluster where anthropometric

measurements were being taken.  The respondent was asked to take all children

eligible for anthropometric measurements to this central location.  School age

children were either followed to their school or were asked to report to the

central place after school.

2.11 Data entry and analysis

All the survey data were entered in EpiInfo 6.04b.  The data were then cleaned,

and all outliers were discarded after verification with the actual questionnaires.

Anthropometric data were analysed using EpiNut.  Complex data analyses were

performed in SPSS 8.0 for Windows, and the statistics t-test and Chi-square were

used to compare whether or not there were significant differences in specific

quantitative and qualitative (proportions) population characteristics respectively,

between Enukweni and Engucwini.
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3.0 RESULTS AND DISCUSSION

Results of the survey are based on 907 valid questionnaires (n = 387 in Enukweni

and n = 520 in Engucwini), which represent 100.8% of the planned coverage (n =

900).  From these households, a total of 832 children aged 6 – 59.9 months and

1,294 children aged 5 – 17.9 years were included in the nutritional assessment.

3.1 Demographic characteristics of survey population

The respondents were primarily female members constituting 81.1% and 86.2% of

respondents in Enukweni and Engucwini, respectively (p=0.041).  About 80% of the

households were headed by males and the mean age of the household head was

38.9±13.01 years.  As for marital status, most respondents were married in both

areas with a few who were either widowed or separated/divorced as shown in

Table 2.  More respondents in Enukweni were likely to be widowed or separated

than in Engucwini.  Female headed households tend to be most vulnerable in terms

of food security as they have to perform all household chores as well as engage in

agricultural activities and income earning opportunities on their own.

Mothers were the main caretakers of children and this is was not surprising as it is

in keeping with cultural expectations prevailing in the area.  However, in some

instances fathers and grand parents were also seen as main caretakers particularly

of orphans.

Literacy levels of household heads were high in the study area and only 0.7% of the

male household heads had never been to school as opposed to 7.1% of female

heads.  For those that went up to standard 4, and those that had never gone to

school (about 10% of males heads and 26% of female heads), an adult literacy

programme would be of benefit to them as it will improve their understanding of

developmental issues since illiteracy is associated with poor acceptability or

adoption of new technologies.
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Table 2:  Demographic characteristics of the survey population

Area
Enukweni
(n = 387)

Engucwini
(n = 520)

Total
(n =907)

p-value*

Respondents
Sex
Male
Female

Age
Mean age

Marital status
Single
Married (monogamous)
Married (polygamous)
Separated/divorced
Widowed

Head of household
Sex (%)

Male
Female

Age (years) categories (%)
<20
20 - 29
30 – 39
40 – 49
50 – 54
≥55

Education (%) (males)
None
Standard 1 – 4
Standard 5 – 8
Junior secondary
Senior secondary
Above secondary
Other

Education (%) (females)
None
Standard 1 – 4
Standard 5 – 8
Junior secondary
Senior secondary
Above secondary
Other

Mean household size

Child care
Main caretaker: Mother

            Father
           Grandmother
           Other

18.9
81.1

34.3±13.3

4.9
59.9
15.8
7.0
12.4

74.9
25.1

(n = 378)
1.6
24.0
29.9
19.0
9.8
15.6

1.0
7.9
68.6
12.4
8.3
0.7
1.0

10.3
22.7
51.5
9.3
5.2
0.0
1.0

5.06±1.97

70.5
15.0
9.8
4.7

13.8
86.2

32.6±12.1

4.2
70.2
15.0
4.0
6.5

83.7
16.3

(n = 514)
0.8
29.6
25.9
23.2
8.2
12.5

0.5
9.7
66.9
13.1
8.0
0.2
1.6

3.5
15.3
65.9
5.9
7.1
0.0
2.4

4.75±1.68

76.9
15.2
5.8
2.1

16.0
84.0

33.3±12.6

4.5
65.8
15.3
5.3
9.0

79.9
20.1

(n = 892)
1.1
27.3
27.6
21.4
8.9
13.8

0.7
9.0
67.6
12.8
8.1
0.4
1.4

7.1
19.2
58.2
7.7
6.0
0.0
1.6

4.89±1.81

74.2
15.1
7.5
3.2

0.041

0.044

0.003

0.001

0.011

*Compared between areas

Other caretakers included aunt, sister/brother etc
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3.2 Agriculture and food security

3.2.1 Land holding size

One of the determinants of household food security in Malawi is land-holding size.

According to the present survey, the average land holding size is 0.87±0.63 ha in

Enukweni and 0.99±0.72 ha in Engucwini (p=0.008).  According to Figure 2, 35.1%

of households in Enukweni and 24.5% in Engucwini cultivate on less than 0.5 ha of

land (p=0.005).  In a normal year, households cultivating < 0.5 ha of land can not

harvest enough food to last until next harvest and are thus vulnerable to household

food insecurity (GoM/UN, 1993).  In a food crisis as is the case now, those with less

than 1 ha are also likely to be vulnerable, since some may have harvested their

maize prematurely and may, therefore, require substantial assistance if severe

malnutrition and death are to be prevented.

Figure 2:  Landholding size of households in Enukweni and Engucwini
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3.2.2 Food security and dietary patterns

All households indicated that maize was their staple food, and over 90% had it in

stock since the study was undertaken during harvest period.  The number of meals

eaten during pre- and post harvest periods as shown in Table 3, give a clear

indication of hunger and coping mechanisms.  Availability of food entails

significantly more meals being eaten per day, and scarcity of food necessitates
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reduction in number of meals per day.  Similar findings have also been reported by

other researchers (Chilima, 2001; Banda and Kalimbira, 2002).

In a normal year, most households run out of food by December/January.

However, due to last year’s hunger, some maize was eaten green.  Therefore, this

will shift the hunger period to and earlier time, as such, measures need to be put

in place to reduce the impact of the food crisis on the well being of families.

Table 3:  Household food security and dietary patterns

Area
Enukweni
(n = 387)

Engucwini
(n = 520)

Total
(n =907)

p-
valu

e*
Main staple food (%      )Maize

Households with staple in stock (%)

No. of meals taken at time of survey (%)
One
Two
Three

No. of meals taken before harvest (%)
One
Two
Three and above

Mean number of meals during the survey (postharvest)

Mean number of meals before harvest (preharvest)

100.0

93.8

2.6
68.5
28.9

68.0
25.1
7.0

2.26±0.50

1.39±0.62

100.0

94.8

1.7
56.2
42.1

56.9
37.3
5.8

2.40±0.53

1.49±0.61

100.0

94.4

2.1
61.4
36.5

61.6
32.1
6.3

2.34±0.52

1.45±0.61

NA

0.514

0.000

0.015
*Compared between areas

As evident in Table 4, over 50% of households will have their stocks depleted by

November while one in five will have run out of food by August, 2002. Most

households rely on ganyu as a means of earning some cash for food.  This may

however, jeopardize their food security if they spend a considerable amount of

time in other people’s fields and not in their own.  Hence, the need to provide

food assistance to people in order to alleviate the problem or else perpetuate food

insecurity.

3.2.2.1 Food security and education level of household heads

The average number of meals eaten by households increased with better education

attainment, more so in Enukweni although the findings were not statistically

significant between the two areas.
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Table 4:  Percent households who anticipate depletion of food stocks and proposed

coping mechanisms

Area
Enukweni Engucwini Total

When food will run out
June – August
September – November
December – February
March – May

Coping mechanisms
Selling livestock
Selling crops
Some kind of business
Casual labour
Dimba cropping/use of other crops
Buying
Assistance from relatives
Don’t know yet

(n = 358)
20.1
39.1
34.6
6.1

(n=356)
1.4
1.7
1.1
41.6
2.0
54.4
1.1
0.6

(n = 493)
19.1
37.9
37.5
5.5

(n=480)
0.8
0.6
1.0
39.2
1.5
59.4
0.2
0.0

(n =851)
19.5
38.4
36.3
5.8

(n=836)
1.0
1.0
1.0
40.2
1.7
57.1
0.6
0.2

3.2.3 Crops grown

Maize, groundnuts, sweet potatoes and tobacco are the major crops grown in the

area by over 50% of the households (Figure 3).  There is need to encourage

households to diversify their production so that this can translate into dietary

diversification for better nutrition.  Worth mentioning is the low production of

cassava and legumes.  It appears that many households do not grow these crops,

yet they are important for food security as well as for providing essential nutrients

to the body.

Legumes are a good source of protein, fat, minerals and vitamins and if eaten

together with maize meal, the protein quality is greatly improved.  Legumes play a

crucial role in weaning diets of children.  The inclusion of legumes in children’s

diet is therefore recommended, so as to increase the energy and nutrient density

of the complementary foods such as porridge which is normally given to these

children.  However, one may argue that these legumes can be purchased from the

market, but from a subsistence level where incomes are meagre and normally

originating from the sale of the same crops, it may be economical for farmers to

produce their own crops for better nutrition and sell only excess produce.
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Figure 3:  Crops grown by households
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3.2.4 Livestock kept

A majority of households in both Enukweni (67.2%)and Engucwini (67.7%) indicated

that they keep at least one type of livestock (see Annex 4 and 6).  According to

Figure 4, chickens appear to be kept by a majority of households in both areas.

Perhaps this is because chickens are the most common type of livestock kept in

Malawi since they are easy to keep on a free range and are also readily available.

This livestock component also deserves special attention since nutrients from

animal foods are of high quality and if made readily available to households can

make significant contribution to the diet and hence nutritional status.  Animal

foods are generally expensive and are therefore out of reach for most rural

households.  However, very rarely do people consume livestock even if they may

be rearing some.  Having a livestock component alongside education within the

project therefore, can ensure availability of such products for food and for cash.

This component can subsequently contribute to people’s diets as well as alleviating

poverty at household level through improved incomes.
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Figure 4: Type of livestock kept by area
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3.2.4.1 Ability to keep livestock and educational level of household head

Ability to keep livestock was also related to educational level of the household

head which may be indicative of socio-economic status.  Those with better

education were more likely to keep livestock than their counterparts (Figure 5).

This also emphasizes the importance of improving basic education in any

community.
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Figure 5:  Percent of households keeping livestock by educational level of household

heads
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3.3 Nutritional status of children

3.3.1 Nutritional status of children under 5 years of age

Nutritional status was assessed for a total of 832 valid records of children who had

not attained the age of 5 years on the day of the survey.  Demographic and

anthropometric characteristics of the children are presented in Table 5.  Evidently,

there were no significant differences between children in Enukweni and Engucwini

in all characteristics.

Table 5:  Demographic and anthropometric characteristics of underfive children

Area
Enukweni
(n = 357)

Engucwini
(n = 475)

Total
(n = 832)

p-value

Sex of children
Male
Female

Mean age (months)
Mean weight (kg)
Mean height (cm)
Mean MUAC (cm)

190
167

31.2±14.8
11.6±3.0
83.0±10.4
15.6±8.4

243
232

31.7±15.0
11.6±2.

83.0±10.2
15.2±7.3

433
399

31.5±14.9
11.6±2.9
83.0±10.3
15.4±7.6

0.640
0.902
0.976
0.466

*Compared between areas

 MUAC – mid-upper arm circumference, for MUAC n = 321 foe Enukweni and n = 417 for Engucwini
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Nutritional status of underfive children using different indicators is depicted in

Table 6.  Prevalence of stunting was very high at 53.6% in total, which is not very

different from each of the areas.  A similar figure was reported for Ekwendeni area

last year at about the same time (Chilima, 2001).  However, the present rate of

stunting is definitely higher than those reported at national (49%), regional (39%)

and district levels (43.9%) (NSO, 2001).  Furthermore, one in every four children

was severely stunted (being too short for their age).  Since stunting is a result of

long-term exposure to food deprivation or illnesses (WHO, 1995), it is clear that

poor socio-economic status has characterised the growth and survival of the people

in the area.

Wasting (being too thin for one’s height) which reflects current nutritional status

was at 3.5% for the whole impact area.  This low rate was not surprising

considering that the study was undertaken during harvest season when food was

abundant and probably most children had already recovered from previous

season‘s malnutrition.  This may also be attributed to EveryChild food security

activities in the area.  Nonetheless, since food is likely to run out too quickly,

there is need to continuously monitor these children to ensure that there is no

deterioration in nutritional status.

Prevalence of oedema was very high at 6.9% as shown in Table 6.  Any oedema of

more than 2.0% requires specific action without any delay (Médecines Sans

Frontières, 1995).  Thus, although other children may have recovered from

malnutrition, others were still malnourished and needed immediate attention.
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Table 6: Nutritional status of children under 5 years of age by area

Area
Indicator Enukweni

(n = 357)
Engucwini
(n = 475)

Total
(n = 832)

p-value*

Weight for height
Normal (%)
Moderately wasted (%)
Severely wasted (%)

Weight for age
Normal (%)
Moderately underweight (%)
Severely underweight (%)

Height for age
Normal (%)
Moderately stunted (%)
Severely stunted (%)

MUAC >13.5 cm
MUAC 12.5-13.5 cm
MUAC<12.5 cm

Oedema absent
Oedema present

96.4
3.1
0.6

72.5
19.9
7.6

47.3
28.6
24.1

82.2
14.6
3.1

91.6
8.4

96.6
2.5
0.8

73.7
21.5
4.8

45.7
29.5
24.8

77.2
18.0
4.8

94.3
5.7

96.5
2.8
0.7

73.2
20.8
6.0

46.4
29.1
24.5

74.9
16.5
4.1

93.1
6.9

0.247

0.894

0.216

0.124

*Compared between areas

Normal = ≥-2 SD; Moderate <-2 SD and > -3SD; Severe <-3 SD

Using MUAC as a nutrition indicator, it is evident that 20.6% of the children were

classified as malnourished.  About 4% of the children would qualify for

supplementary feeding right away.

3.3.1.1 Levels of malnutrition by sex

No major significant disparities were observed between male and female children

except for stunting whereby more males were evidently stunted than their female

counterparts (Table 7).  This parallels what was reported in other studies (NSO,

2001; Banda and Kalimbira, 2002) although the reason behind this is not known.
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Table 7:  Nutritional status of children under the age of 5 years by sex

Sex
Indicator Male

(n = 433)
Female

(n = 399)
Total

(n = 832)
p-value*

Weight for height
Normal (%)
Moderately wasted (%)
Severely wasted (%)

Weight for age
Normal (%)
Moderately underweight (%)
Severely underweight (%)

Height for age
Normal (%)
Moderately stunted (%)
Severely stunted (%)

MUAC >13.5 cm
MUAC 12.5-13.5 cm
MUAC<12.5 cm

Oedema absent
Oedema present

96.3
2.8
0.9

70.0
22.6
7.4

40.4
31.9
27.7

80.4
15.7
3.9

92.8
7.2

96.7
2.8
0.5

76.7
18.8
4.5

52.9
26.1
21.1

78.4
17.4
4.2

93.5
6.5

96.5
2.8
0.7

73.2
20.8
6.0

46.4
29.1
24.5

79.4
16.5
4.1

93.1
6.9

0.060

0.001

0. 796

0.714

*Compared between sexes

Normal = ≥-2 SD; Moderate <-2 SD and > -3SD; Severe <-3 SD

3.3.1.2 Levels of malnutrition by age groups

Wasting (assessed by both weight for height and MUAC) were common among

younger children particularly those aged 6 – 11.9 months (for weight for height)

and 12 – 23.9 months for MUAC whereas stunting was common among older

children as shown in Table 8 and Figure 6.
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Table 8:  Percent distribution of malnourished children by age group and area

Area
Age group/Indicator Enukweni

(n = 357)
Engucwini
(n = 475)

Total
(n = 832)

Stunted
6-11.9 months
12 – 23.9 months
24 – 35.9 months
36 - 47.9 months
48 – 59.9 months

Wasted
6-11.9 months
12 – 23.9 months
24 – 35.9 months
36 - 47.9 months
48 – 59.9 months

MUAC < 13.5 cm
12 – 23.9 months
24 – 35.9 months
36 - 47.9 months
48 – 59.9 months

Underweight
6-11.9 months
12 – 23.9 months
24 – 35.9 months
36 - 47.9 months
48 – 59.9 months

Oedema
6-11.9 months
12 – 23.9 months
24 – 35.9 months
36 - 47.9 months
48 – 59.9 months

25.0
57.6
51.7
55.7
59.3

13.9
3.3
4.4
0.0
1.7

31.5
22.0
8.9
1.7

27.8
29.4
34.1
22.8
20.3

19.4
4.3
7.7
10.1
6.8

34.4
48.6
57.6
61.1
61.6

8.6
5.7
2.7
0.0
2.2

50.4
27.4
6.5
4.4

36.2
29.5
31.8
20.4
16.5

3.4
6.7
7.1
8.3
1.1

30.8
52.8
54.9
58.8
60.7

10.7
4.6
3.5
0.0
2.0

41.7
25.0
7.5
3.4

32.0
29.4
32.9
21.3
18.0

9.6
5.6
7.4
9.1
3.3

*Compared between areas

The high levels of wasting in the younger children can be attributed to poor

feeding practices and diseases prevalent in these age-groups.  Children are

normally introduced to complementary foods by 6 months of age since breast milk

is adequate for a child only up to this age.  After 6 months, there is need for extra

food to satisfy the nutritional requirements.  Food given to children is normally

plain porridge which may not contain any additives.  As such, the children may not

obtain the necessary nutrients required for proper growth and development.

Coupled with low feeding frequency and frequent illnesses, then children start
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losing weight instead of gaining it and their growth falters.  Furthermore, some

children may have been stunted in utero, a condition called intra-uterine growth

retardation (IUGR) which results in low birth weight (< 2.5kg) and poor growth.

Lack of proper food may therefore exacerbate the problem after birth.

It is therefore recommended that as part of nutrition education good feeding

practices should be re-enforced so that people use available local foods such as

soyabeans and other legumes to feed their children in addition to ordinary porridge

that is normally given.  Consequently, the nutritional requirements of the children

will be met and occurrence of malnutrition will be prevented.

Figure 6:  Prevalence of malnutrition by age group
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3.4 Nutritional status of older children

3.4.1 Nutritional status of children aged 5 years and above

The demographic and anthropometric characteristics of older children are

presented in Table 9.  The proportion of males to females for each area was

similar.  No significant differences were observed in the two areas.

Table 9:  Demographic and anthropometric characteristics of children aged 5 – 17.9

years

Area
Enukweni
(n = 539)

Engucwini
(n = 755)

Total
(n = 1,294)

p-value

Sex of children
Male
Female

Mean age (years)
Mean weight (kg)
Mean height (cm)

250
289

10.0±3.3
26.4±10.0
124.5±17.4

370
385

9.7±3.3
25.6±9.1

123.7±17.3

620
674

9.8±3.3
26.0±9.5

124.0±17.4

0.136
0.152
0.384

*Compared between areas

3.4.2 Nutritional status by area

Just like in underfive children, stunting poses a serious problem in older children

as well with an overall prevalence of 51.9%.  This implies that stunting persists in

life and it may have grave implications later in adulthood particularly among

female children who may consequently have obstetric difficulties.  However,

prevalence of wasting and oedema were not critical in this age group.

3.4.2 Nutritional status by sex

No sex disparities were seen in wasting and oedema as depicted in Table 11.  On

the other hand, males were more likely to be stunted than girls, a situation

reported also in children under five years of age.
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Table 10:  Nutritional status of children aged 5 –17.9 years by area

Area
Indicator Enukweni Engucwini Total p-value*

Weight for height**
Normal (%)
Moderately wasted (%)
Severely wasted (%)

Weight for age
Normal (%)
Moderately underweight (%)
Severely underweight (%)

Height for age
Normal (%)
Moderately stunted (%)
Severely stunted (%)

Oedema
Oedema absent
Oedema present

(n = 338)
98.8
0.6
0.6

(n = 539)
73.8
22.8
3.3

(n = 539)
46.6
32.7
20.8

(n = 539)
98.9
1.1

(n = 477)
99.0
0.4
0.6

(n = 755)
74.4
22.8
2.8

(n = 755)
49.3
31.7
19.1

(n = 755)
99.1
0.9

(n = 815)
98.9
0.5
0.6

(n = 1294)
74.2
22.8
3.0

(n = 1294)
48.1
32.1
19.8

(n = 1294)
99.0
1.0

0.741

*Compared between areas,
**Computed for ages 5 – 11.5 years in males; 5 – 10 years in females
Normal  = ≥-2 SD, Moderate <-2 SD and > - 3SD, Severe <-3 SD

Table 11:  Nutritional status of children aged 5 – 17.9 years by sex

Area
Indicator Male Female Total p-value*

Weight for height**
Normal (%)
Moderately wasted (%)
Severely wasted (%)

Weight for age
Normal (%)
Moderately underweight (%)
Severely underweight (%)

Height for age
Normal (%)
Moderately stunted (%)
Severely stunted (%)

Oedema
Oedema absent
Oedema present

(n = 434)
99.3
0.5
0.2

(n = 620)
69.7
26.9
3.4

(n = 620)
42.7
35.6
21.6

(n = 620)
99.0
1.0

(n = 381)
98.4
0.5
1.0

(n = 674)
78.3
19.0
2.7

(n = 674)
53.1
28.8
18.1

(n = 674)
99.0
1.0

(n = 815)
98.9
0.5
0.6

(n = 1294)
74.2
22.8
3.0

(n = 1294)
48.1
32.1
19.8

(n = 1294)
99.0
1.0

0.898

*Compared between sexes, **Computed for ages 5 – 11.5 years in males; 5 – 10 years in females
Normal  = ≥-2 SD, Moderate <-2 SD and > - 3SD, Severe <-3 SD
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3.4.3 Levels of malnutrition by age groups

The prevalence of stunting and underweight increased with age indicating that

food deprivation continues in life and that malnutrition is not restricted to younger

children (Figure 7).  If food availability and illnesses continue in life, then catch-up

growth may not take place and this may have far-reaching implications such far

poor physical and physiological performance in adulthood as well as in old age.

Table 12:  Percent distribution of malnourished children by age group and area

Area
Age group/Indicator Enukweni

(n = 539)
Engucwini
(n = 755)

Total
(n = 1294)

p-value*

Wasted**
5.0  - 9.9 years
10.0 – 14.9 years
15.0 – 17.9 years

Underweight
5.0  - 9.9 years
10.0 – 14.9 years
15.0 – 17.9 years

Stunted
5.0  - 9.9 years
10.0 – 14.9 years
15.0 – 17.9 years

Oedema
5.0  - 9.9 years
10.0 – 14.9 years
15.0 – 17.9 years

1.0
2.3
0.0

20.5
31.5
38.6

49.3
58.7
57.9

1.0
1.6
0.0

1.2
0.0
0.0

19.8
29.0
50.0

45.4
57.8
58.0

1.4
0.0
1.6

1.1
1.0
0.0

21.3
30.1
44.5

47.0
58.1
58.0

1.2
0.7
0.8

*Compared between areas

**For wasting, n = 338 in Enukweni; 477 in Engucwini

3.5 Health facilities

Poor health is one of the primary causes of malnutrition.  The ability of households

to access proper health care is an important indicator of improvements in disease

prevention, control and treatment.

3.5.1 Sources of health care

The present survey has established that irrespective of distances, health

centres/clinics remain important sources of medical care for over 90% of

households in both areas (Table 13).
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Figure 7:  Prevalence of malnutrition by age groups
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Table 13:  Nearest sources of health care for households (%)

Area

Source Enukweni

(n=387)

Engucwini

(n=520)

Total

(n=907)

Health centre/clinic

Traditional healer

Drug revolving fund

Other

90.7

0.5

7.5

1.3

93.3

0.0

5.4

1.3

92.2

0.2

6.3

1.3

3.5.2 Distance to nearest health centre

Results of the survey have shown that households in Enukweni are significantly

closer to a health centre (3.8±3.6 km) than their Engucwini counterparts (7.5±5.7

km) (p=0.000) (overall mean distance 5.9 ± 5.2 km).  The longest distance to the

nearest health centre in Enukweni and Engucwini was 30 km and 31 km,

respectively.  These results are not surprising considering that EveryChild

constructed a magnificent multimillion Kwacha health centre in Enukweni, which

has improved access to a health facility for many households.  However, it is

apparent that many households especially those that live in the peripherals still

face difficulties to access health care when they fall ill.  The most ideal
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consideration would be establishment of a number of health centres in the project

impact areas.  Nonetheless, the high cost of building a health centre alone is a

great limitation.  Therefore, community based drug revolving funds (DRFs) appear

to be feasible solutions to the problem.

3.6 Health status of children under 5 years of age

Frequent illnesses retard progress of development in a community, in addition to

increasing health care cost and contributing to mortality.  As indicated in Figure 8,

frequent illnesses are an immediate cause of malnutrition.

3.6.1 Morbidity

Illnesses were common among children, affecting 66.2% of children in Enukweni,

and 60% in Engucwini in the two days preceding the survey (Figure 9).  The findings

further show that at least half of the children under the age of 5 years had fallen

ill 2 weeks preceding the survey.  There were no significant differences in

occurrence of illnesses among children of the two areas.
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Figure  8:  Conceptual framework of the causes of malnutrition
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Figure 9:  Occurrence of illnesses among under-5 children
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3.6.2 Common illnesses/symptoms

Respiratory infections were the most common illness reported to have affected

children either 2 days or 2 weeks preceding the survey  (Table 14).  Fever, which is

a common symptom of malaria, was the second commonest problem in both 2 days

and 2 weeks preceding the survey.  There were no significant differences in the

occurrence of any one illness/symptom between Enukweni and Engucwini.

Therefore, efforts to improve child survival, growth and development in the area

should pay particular attention to both curative and preventive health approaches

more especially at community or village level.

3.6.3 Vitamin A supplementation

Three-quarters of the children under the age of 5 years in both project areas were

reported to have received vitamin A supplementation within 6 months preceding

the survey (75.0% in Enukweni and 75.7% in Engucwini).  This was verified through

underfive cards in 67.9% and 68.5% of children in Enukweni and Engucwini,

respectively.  The supplementation rates are higher than the rate (63.4%) reported

for Mzimba district during the 2000 MDHS (NSO, 2001).

Regular vitamin A supplementation (100 000 International Units [IU] once for

infants and 200 000 IU for older children aged 6 – 59.9 months every 6 months) is a
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policy of the Malawi Government.  Since vitamin A has multiple physiological

functions including proper vision, sound immunity and reducing morbidity, there is

need to intensify vitamin A supplementation among all vulnerable groups to

improve nutrition and health status of the population.

Table 14:  Common illnesses/symptoms among children 6 – 59.9 months

Area
Enukweni Engucwini Total

2 days before survey

Fever
Diarrhoea
Cough
Pneumonia
Scabies
Measles
Other
Multiple illnesses

(n = 225)

23.1
7.9
52.4
0.4
0.0
0.4
4.8
10.9

(n = 276 )

22.3
10.2
48.9
1.5
0.7
0.0
5.8
10.6

(n = 501 )

22.7
9.1
50.5
1.0
0.4
0.2
5.4
10.7

2 weeks before survey

Fever
Diarrhoea
Cough
Pneumonia
Scabies
Measles
Other
Multiple illnesses

(n = 176)

20.3
9.6
49.7
2.3
0.0
0.0
7.9
10.2

(n = 234)

23.0
9.4
43.0
0.9
0.9
0.4
7.7
14.9

(n = 410)

21.8
9.5
45.9
1.5
0.5
0.2
7.8
12.9

3.6.4 Immunization coverage

Immunization coverage for all vaccines was over 90% except for polio 0 for

Enukweni area (Figure 10).  Since Polio 0 is given at birth, it may imply that a

substantial number of children is probably born at home and hence miss this

vaccine.  Furthermore, this vaccine has just been introduced and further

investigations are required to ascertain its availability.
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Figure 10:  Immunization coverage for children aged 12 – 23.9 months by area
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Full immunization coverage for children aged 12 – 23.9 months was 86.4% (80.9%

for Enukweni and 90.0 % for Engucwini).  By Malawian standards, this is very high

and impressive since the national figure according to MDHS 2001 was 70.1% (NSO,

2001).  However, more work needs to be done to reach the universal coverage of

100%.

3.7 Health status of older children

This survey also investigated occurrence of illnesses among older children  (5 – 17.9

years) realising that they are equally vulnerable to poor health and nutrition.

3.7.1 Morbidity

Coughing was also the commonest problem affecting 58.8% and 62.5% of 5 – 17.9

year-olds 2 days and 2 weeks preceding the survey, respectively.  Fever continued

to be the second most important problem reported for 15% of the children in the 2

days, and 17% in the 2 weeks preceding the survey.  This suggests that all age

groups are similarly affected by these ailments.
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Figure 11:  Occurrence of illnesses among children 5-17.9 years
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Table 15:  Common illnesses/symptoms among children aged 5 – 17.9 years

Area
Enukweni Engucwini Total

2 days before survey

Fever
Diarrhoea
Cough
Pneumonia
Meningitis
Scabies
Other
Multiple illnesses

(n = 144)

18.4
10.9
53.7
0.0
0.0
0.7
8.8
7.5

(n = 181)

11.6
8.8
63.0
1.7
0.6
0.0
5.5
8.3

(n = 325)

14.6
9.8
58.8
0.9
0.3
0.3
7.0
7.9

2 weeks before survey

Fever
Diarrhoea
Cough
Pneumonia
Meningitis
Scabies
Other
Multiple illnesses

(n = 135)

14.4
6.5
66.2
1.4
0.0
0.7
5.8
5.0

(n = 165)

19.2
4.8
58.7
1.2
1.2
0.0
5.4
9.6

(n = 300)

17.0
5.6
62.1
1.3
0.7
0.3
5.6
7.5
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3.8 Water and sanitation

Poor access to potable-clean water and sanitary facilities is one of the challenges

to improving health and nutritional status of children and all household members.

Inability to provide clean water and sanitation, therefore, significantly contributes

to high morbidity and mortality rates.

3.8.1 Sources of drinking water

A very wide variation in access to safe drinking water has been observed between

the two areas.  According to Table 16, significantly more households in Enukweni

(32.8%) than Engucwini (2.7%) had access to tap water (p=0.000).

Table 16:  Percent of households using water from different sources by area

AreaSource of
drinking water Enukweni

(n = 387)
Engucwini
(n = 520)

Total
(n =907)

p-value

Tap
Borehole
Protected well
Unprotected well
River/stream
Other

32.8
45.7
0.5
6.7
13.7
0.5

2.7
46.3
10.6
32.7
7.7
0.0

15.5
46.1
6.3
21.6
10.3
0.2

0.000

3.8.2 Access to drinking water

The ease with which households have access to drinking water is an important

element in provision of water services and was therefore determined.  Potable

water is easily accessed if within 15 minutes, one is able to go, fetch water and

return home (NSO, 2001).  It has been established that significantly more

households in Enukweni (48.8%) have easy access to any type of drinking water

compared with only 23.8% in Engucwini (p=0.000).  On average, households in

Enukweni take significantly less time (23.5±19.7 minutes) to access water than

households in Engucwini (36.3±27.9 minutes) (p < 0.001).  Therefore, efforts to

provide clean potable water should ultimately aim at making the water more

accessible.



EveryChild Enukweni and Engucwini
Malawi Nutrition Survey 2002

34

3.8.3 Latrine use

Use of a latrine is an important indicator of improvements in socio-economic status

of households and communities.   A highly significant difference (p=0.000) in

latrine use was observed between the two areas, with 91.5% of households in

Engucwini indicating that they use latrines against only 79.6% in Enukweni.

However, this does not necessarily translate into ownership, although the practice

of using a toilet is the most important aspect in preventing diseases.  Further, the

survey has shown that latrines with mud floors are the commonest type used

(Figure 12).

Figure 12:  Type of latrines used by households
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3.8.4 Refuse pits

Use of refuse pits does not appear to be common practice in the project areas.

Half (50.5%) of the households in Enukweni and 56.7% in Engucwini indicated that

they were using refuse pits (p=0.058).  As part of the water and sanitation

programme, households need to be encouraged to own pits for proper disposal of

household refuse which is a potential health hazard.



EveryChild Enukweni and Engucwini
Malawi Nutrition Survey 2002

35

4.0 CONCLUSIONS

The survey has shown that chronic malnutrition and underweight are prevalent in

all children in the Enukweni and Engucwini areas.  Households in the area at risk of

food insecurity which will become critical in the next three months.  The survey

has also established that maize is the staple food in the area, although other crops

such as groundnuts, tobacco and sweet potatoes are also grown for food and cash.

With regard to health, coughing and fever are the major ailments common in the

area.  Access to health facilities is varied with some households travelling shorter

distances to the nearest facility while others have to travel longer distances, which

may jeopardize their health as this may prolong the time households may take to

visit the clinic when ill.

Although access to safe potable water is high in both areas, a substantial

proportion of households are still using unsafe water which may be detrimental to

their health.
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5.0 RECOMMENDATIONS

There is need for a comprehensive nutrition programme to be incorporated in the

existing programmes with emphasis on nutrition education to ensure that

malnutrition is curbed.  This can be achieved through employing a nutritionist on

full or part time basis or training existing staff (building their capacity) to tackle

food security and nutrition issues adequately and effectively.

A nutrition surveillance system should be established to monitor progress.  All

these can be achieved by having explicit nutrition objectives within the project

and tailor-made practical nutrition strategies with proper impact indicators.

Strategies should include exclusive breast-feeding for children up to 6 months of

age, child feeding practices for preschool and school age children as indicated in

the nutrition facts for Malawian families.

As a short-term measure, there is need to introduce an emergency feeding

programme right away.  This may include, supplementary feeding for moderately

malnourished children; referral for those that are severely malnourished; and

provision of general rations for households that are at risk as stipulated in the

“Management of Acute, Moderate and Severe Malnutrition” guidelines by Ministry

of Health and Population.

In the long-term, strategies should be put in place to ensure increased food

productivity, crop diversification as well as dietary diversification.  Proper food

storage and utilisation should also form part of the education component of these

strategies.  These activities need to be strengthened at village and household

levels through the existing food security programme.

Considering the high cost of building health centres, a comprehensive and well-

managed drug revolving fund program is recommended in all communities.  The

existing health centre is excellent, but it is only accessible to surrounding villages;

so community-based programmes may complement it and therefore assist in

preventing and treating ailments in the impact areas.  Improving access to safe
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water and other sanitary measures can also assist in preventing illnesses after all

“prevention is better than cure”.
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ANNEXES

Annex 1: Questionnaire used during the survey

QUESTIONNAIRE FOR THE JUNE 2002 CHRISTIAN CHILDREN'S FUND – GB/MALAWI NUTRITION

SURVEY:  ENUKWENI AND ENGUCWINI, MZIMBA

Informed consent

We are field workers from Christian Children's Fund of Great Britain (an NGO working for children in

Malawi) and we are here to ask you some questions on nutrition, food security and health, as well

as some household characteristics.  We are also going to take some physical measurements (weight,

height/length, and arm circumference) among some children up to 17 years of age.  All the

information that we will obtain from this household will not be shared with other people, but will

be used to know the current food situation, health and nutritional status of children in this area

and will be useful for CCF-GB/Malawi development activities.  Please tell us whether or not you

understand why we are here, and if you would like us to proceed with the interview.  If Yes,

proceed with the survey.  If No, thank the respondent and go to the next household.

Cluster No. |__||__||__| Household No. |__||__||__|

Interviewer ID |__||__| Date of interview |__||__| June 2002

Demographic characteristics
1.  Name of respondent: _________________  Sex (M=1, F=2) |__|     Age|__||__|years

2.  Name of Hhold head:__________________  Sex (M=1, F=2) |__|     Age|__||__|years

3.  Highest education level of household head |__|

1 = Standard  1-4 4 = Senior secondary

2 = Standard  5-8 5 = Above secondary

3 = Junior secondary 6 = None

7 = Other (specify) ___________

4.  At present, what is your marital status? |__|

1 = Single, 2 = Married monogamous, 3 = Married polygamous, 4 = Separated/divorced, 5 =

Widowed,  6 = other specify

5.  Including you, how many people live in this household? |__||__| People

Children U-5 years:    |__||__|    Children 5-11.9 years:      |__||__|

Children 12-17 years: |__||__|  Men: |__||__|  Women: |__||__|   Total: |__||__|

6.  What relation is the main caretaker to the child(ren)? |__|

1 = Mother,       2 = Father,      3 = Grandmother,       4 = Aunt,         5 = Sister/brother,

6 = Other (specify) ___________
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Agriculture and food security
7.  What is the size of land you cultivated last rainy season? |__||__| acres

8.  Which crops did you grow last rainy season?

Crop grown Yes (1) No (2) 9=N/A

Maize

Groundnuts

Tobacco

Beans

Pigeon peas

Peas

Soyabeans

Ground beans

Cowpeas

Cassava

Irish potato

Sweet potato

Other crops (specify)

9a.  Which crops do you consider to be important as food crops? __________________

9b.  Which crops do you consider to be important as cash crops? __________________

10.  What is your main staple food crop? |__|

 1 = maize, 2 = cassava, 3 = rice, 4 = millet/sorghum, 5 = plantains, 6 = Other (specify) _______

11. Do you still have your staple food from last rainy season’s harvest? |__| 1=Yes, 2=No

12.  If No to Q11, when (month) did the food run out? ______________  |__|, 9=N/A

13.  In No to Q11, how are you obtaining food now?   _______________________ |__|, 9=N/A

14.  If Yes to Q11, when (month) do you think the food will run out? ______|__| , 9=N/A

15.  If it runs out, how do you intend to obtain food then?  ___________________ |__| , 9=N/A

16.  How many main meals do you eat per day these days? |__|

17.  How many main meals were you eating before harvest? |__|

18.  List five main foods that the household is eating these days. ____  _____  ______  _____  _____

19.  Do you keep any livestock? |__| 1=Yes, 2=No,

20.  If yes, what type of livestock do you keep and how many? 9=N/A

Type of livestock Number
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Health Status of Children
Underfive children

21. Has the child been sick in the past 2 days? |__|__|  1 = Yes, 2 = No, 9 = N/A, 99 = Don’t know

22.  If yes, what was the problem? |__|__|

1 = Fever, 2 = Diarrhoea, 3 = Coughing, 4 = Pneumonia, 5 = Meningitis, 6 =  Scabies, 7 = Measles,

8 = Other (specify) _____________, 9 = N/A,   99 = Don’t know

23.  Has the child been sick in the past 2 weeks? |__|__| 1=Yes, 2=No, 9 = N/A, 99 = Don’t know

24.  If yes, what was the problem? |__|__|

1 = Fever, 2 = Diarrhoea, 3 = Coughing, 4 = Pneumonia, 5 = Meningitis, 6 =  Scabies, 7 = Measles

8 =Other (specify) _____________, 9 = N/A,  99 = Don’t know

25. Has the child received a vitamin A capsule in the past 6 months? |__|__|

1 = Yes, 2 = No,  99 = Don’t know

Verification  |__| 1 = Underfive card, 2 = Mother’s memory,  9 = N/A

26. Vaccination schedule:
BCG BCG scar Polio

0
Polio
1

Polio
2

Polio
3

DPT
1

DPT
2

DPT
3

MeaslesName of child Date of
birth

1 =
Yes 2=
No

Seen = 1
None = 2

1 =
Yes
2=
No

1 =
Yes
2= No

1 =
Yes
2=
No

1 =
Yes
2=
No

1 =
Yes
2=
No

1 =
Yes
2=
No

1 =
Yes
2=
No

1 = Yes
2= No

*include this if they have received the new DPT vaccine which contains HEP + HIB

Children - 5 years and older

27. Has any older child been sick in the past 2 days? |__| 1 = Yes, 2 = No, 9 = N/A,

 99 = Don’t know

28.  If yes, what was the problem? |__|__|

1 = Fever, 2 = Diarrhoea, 3 = Coughing, 4 = Pneumonia,  5 = Meningitis, 6 =  Scabies, 7 = Measles

8 = Other (specify) _____________, 9 = N/A, 99 = Don’t know

29.  Has any older child been sick in the past 2 weeks? |__|__| 1=Yes, 2=No, 9 = N/A, 99 = Don’t

know

30.  If yes, what was the problem? |__|__|

1 = Fever, 2 = Diarrhoea, 3 = Coughing, 4 = Pneumonia, 5 = Meningitis, 6 =  Scabies, 7 =

Measles 8 = Other (specify) _____________, 9 = N/A, 99 = Don’t know

Mortality
31.  Has any child underfive years of age died in your household in the last 3 months?

     |__| 1 = Yes, 2 = No, 9 = N/A
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32. If yes, what was the cause of death? |__|__| , 1 = Fever, 2 = Diarrhoea, 3 = Coughing,

 4 = Pneumonia, 5 = Meningitis,  6  = Measles 7  = Other (specify) ___________, 9 = N/A,  99 =

Don’t know

33.  Has any child over five years of age died in your household in the last 3 months?

     |__| 1 = Yes, 2 = No, 9 = N/A

33. If yes, what was the cause of death? |__|__| 1 = Fever, 2 = Diarrhoea, 3 = Coughing,

4 = Pneumonia, 5 = Meningitis, 6  = Measles 7  = Other (specify) ____, 9 = N/A, 99 = Don’t know

35.  What is your nearest health facility? |__|

1= Health Centre/Clinic, 2 = Traditional healer, 3 = Drug revolving fund, 4 = Other specify ________

36.  How far is it _______________ km

Water and Sanitation
37.  What is the main source of drinking water for the household? |__|

1 = Tap water, 2 = Borehole, 3 = Protected well, 4 = Unprotected well

5 = River/stream, 6 =Other (specify) _________________

38.  How long does it take you to go, draw the water and come back home? |__||__| min

39.  Do members of this household use a pit latrine? |__| 1 = Yes, 2 = No

40.  If yes, what type of latrine is used? |__|       1= Latrine with mud floor, 2 = Latrine with

concrete floor,

3 = VIP/sanplat, 4 = Other (specify) _______, 9 = N/A

41.  Do you have a pit for refuse disposal? |__| 1 = Yes, 2 = No

Thank you for participating in this study.  YEWO CHOMENE

Advise them to take their children for measurements.

NNUUTTRRIITTIIOONNAALL  SSTTAATTUUSS  ––  AANNTTHHOOPPOOMMEETTRRIICC

MMEEAASSUURREEMMEENNTTSS::

Date of data collection   -----/06/ 2002

Underfive children

Name of child

Date of

birth

Sex  1 =Male

2 =Female

Weight

(kg)

Height/

Length (cm)

MUAC

(cm)

Edema, 1

=Yes, 2 = No
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Children aged 5 years and older

Name of child Date of birth Age Sex  1 =Male

2 =Female

Weight

(kg)

Height

(cm)

Edema  1 =Yes

2 = No

Annex 2: List of clusters surveyed

Name of Cluster Cluster Number Area
Jendausiku 1 Enukweni
Yolamu 2 Enukweni
Chuzu Gumbo 3 Enukweni
Mudolo 4 Enukweni
Kachilika 5 Enukweni
Kamnthambani 6 Enukweni
Matekenya 7 Enukweni
Matemanga Vinkhumbo 8 Enukweni
Mtheto Hara 9 Enukweni
Mofati Nkosi 10 Enukweni
James Chavula 11 Enukweni
Gonamavi Hara 12 Enukweni
Zanda 13 Enukweni
Mgulika 14 Engucwini
Malivenji 15 Engucwini
Kachingwe 16 Engucwini
Zamanala 17 Engucwini
Aaron Mvula 18 Engucwini
Wazamazama/Mdili 19 Engucwini
Wandoli 20 Engucwini
Nthembeyamwana/Chiga 21 Engucwini
Borton Mzima 22 Engucwini
Mdimwa Tembo 23 Engucwini
Pater Mawona 24 Engucwini
Mkakawanthu 25 Engucwini
Mtembalibwe 26 Engucwini
Makanjira 27 Engucwini
Zimakazi 28 Engucwini
Nthapangwa 29 Engucwini
Kamani 30 Engucwini
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Annex 3: List of survey team members

Name

Responsibility during the survey

Boston Kaira, Mr Anthropometrist

Edward Phiri, Mr Anthropometrist

Mabvuto Kondowe, Mr Anthropometrist

Stembridge Mfune, Mr Anthropometrist

Arnold Mkwala, Mr Enumerator

Cypriano Thindwa, Mr Enumerator

Kondwani Mughogho, Mr Enumerator

Kondwani Phiri, Mr Enumerator

McLeman Mabene, Mr Enumerator

Mgiyo Gausi, Mr Enumerator

Nicodemus Mphande, Mr Enumerator

Samuel Chibengende, Mr Enumerator

Stocker Nyirenda, Mr Enumerator

Thomas Moyo, Mr Enumerator

Alice Mzongwe, Ms Data entry

Owen Mfune, Mr Data entry

McPhallen Moyo, Mr Supervisor

Doreen Chanje, Ms Assistant Consultant

Alexander Kalimbira, Mr Assistant Consultant/Supervisor

Dorothy Chilima, Dr Consultant/Supervisor
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Annex 4:  Average number (SD) of livestock kept by households

Type Enukweni Engucwini Total

Chickens

Goats

Pigs

Cattle

Doves

Ducks

Guinea fowls

Rabbits

Sheep

6.6 (0.3)

10.8 (43.9)

2.3 (1.6)

6.9 (5.9)

10.3 (10.7)

6.9 (11.5)

3.1 (1.8)

5.8 (6.1)

-

5.9 (6.1)

7.5 (8.7)

2.8 (2.2)

11.5 (12.4)

8.5 (6.1)

3.0 (1.6)

4.2 (3.4)

12.3 (9.4)

9.4 (6.1)

6.3 (8.3)

8.8 (28.1)

2.7 (2.0)

9.5 (10.3)

9.3 (8.6)

4.4 (7.2)

3.5 (2.6)

7.3 (7.2)

9.4 (6.1)

Annex 5: Percent households growing specific crops

Enukweni Engucwini Total p-value

Maize

Groundnuts

Tobacco

Beans

Pigeon peas

Peas

Soybeans

Groundnuts

Cowpeas

Cassava

Irish potatoes

Sweet potatoes

Other

96.4

79.3

55.6

30.0

10.1

5.5

41.9

32.6

20.2

46.3

12.7

76.0

28.9

97.7

75.4

73.8

36.3

6.7

4.8

30.4

31.7

15.8

36.3

7.9

76.5

21.9

97.1

77.1

66.0

33.6

8.2

5.1

35.3

32.1

17.6

40.6

9.9

76.3

24.9

0.000

0.045

0.000

0.003

0.017

0.016
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Annex 6:  Percent households keeping specific livestock

Enukweni

n=387

Engucwini

n=

Total

n=

Chickens

Goats

Pigs

Cattle

Doves

Ducks

Guinea fowls

Rabbits

Sheep

Donkeys

55.8

23.3

10.1

8.3

9.8

4.1

8.3

3.4

0.0

0.3

51.7

27.5

14.6

7.3

7.9

5.6

3.8

0.4

0.6

0.0

53.5

25.7

12.7

7.7

8.7

5.0

5.7

1.7

0.3

0.1


