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EXECUTIVE SUMMARY 

 

Background and Setting 

Since 2015, the Government of Malawi has been commissioning periodic nutrition surveys 

aimed at informing nutrition responses and programming to mitigate possible negative impacts 

of disasters such as floods and droughts. The surveys use a Standardized Monitoring and 

Assessment of Relief and Transitions (SMART) methodology to estimate severity and 

magnitude of the nutrition situation in target areas. The present survey is 7th in a series of the 

SMART surveys. It provides updated information on the nutrition situation of children aged 

6–59 months, adolescents aged 10–19 years, and pregnant and lactating women (PLWs) aged 

20–49 years who live in flood and drought-prone areas in 25 districts across 7 livelihood zones, 

namely: 1) Lake Chirwa-Phalombe Plains (Phalombe, Zomba and Machinga districts); 2) 

Lower Shire (Chikwawa and Nsanje districts), 3) Thyolo-Mulanje Tea Estates (Thyolo and 

Mulanje districts); 4) Rift Valley Escarpment (Balaka, Ntcheu, Mwanza, Neno, Salima and 

Nkhotakota districts); 5) Shire Highlands (Blantyre rural, Chiradzulu and Mangochi districts); 

6) Kasungu-Lilongwe Plain (Lilongwe rural, Dedza, Mchinji, Dowa, and Kasungu); and, 7) 

Karonga-Chitipa-Rumphi-Mzimba (Karonga, Chitipa, Rumphi, Mzimba districts). 

 

Methods 

Round 7 SMART Survey used a combined descriptive and analytical cross-sectional survey 

design to generate data on anthropometry for children under the age of 5 years (CUTA5y), 

morbidity, mortality and anthropometry for adolescents (10–19 years) and for PLWs (20–49 

years), and select household parameters such as water, sanitation and hygiene practice, 

participation in targeted nutrition programmes and interventions, morbidity, as well as under-

five and crude mortality. Preceded by 1 week of training, the survey was carried out for 28 

days beginning 28 November 2020. Cluster sampling methodology was purposed to sample 

4,227 households where CUTA5y data would be collected. Sample sizes were computed for 

CUTA5y, adolescents and PLWs according to key outcome variables for each population 

group. Data were electronically captured on a Survey Solutions platform using tablets. A 

variety of quality assurance check were in place throughout the survey, with corrective 

measures promptly taken where necessary. From planning, through training and 
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implementation, to report writing, Round 7 SMART survey complied with COVID-19 gazetted 

guidelines at the time. 

 

Results 

Sample size, response rate and data quality 

Data were collected for 2,196 CUTA5y; 2,620 adolescents; and, 2,606 PLWs. Response rate 

was highest in the Thyolo-Mulanje Tea Estates, Lower Shire, and Lake Chirwa-Phalombe 

Plains Livelihood Zones (92%), while the Kasungu-Lilongwe Plains had the lowest (86%). 

Overall data quality in 5 of the 7 livelihood zones based on CUTA5y surveys was ‘excellent’ 

as per SMART methodology thresholds, while the remaining 2 had ‘good quality’. Compared 

to 2018 and 2019, plausibility values for the present survey demonstrated sustained quality of 

the surveys, which is attributed to quality assurance mechanisms that were employed 

throughout the survey. The ‘good quality’ in the 2 livelihood zones was not attributable to 

measurement errors but other demographic changes that were observed in the dataset.  

 

Nutritional status of CUTA5y 

Prevalence of global acute malnutrition (GAM) was 1.9 per cent, which was higher than 0.5 

per cent and 1.3 per cent obtained in the 2019 and 2018 surveys, respectively. Prevalence of 

SAM was 0.1 per cent, the same as in 2018. In absolute terms, 40 out of 1,030 CUTA5y 

presented with GAM, with 1 case of SAM in the Thyolo-Mulanje Tea Estates. There were no 

cases of oedema recorded. Across all 7 livelihood zones, the highest prevalence of GAM was 

recorded in the Lower Shire (4.9%) and Rift Valley Escarpment (2.1%), while the no cases 

were observed in Kasungu-Lilongwe Plains. Despite being higher than in 2019, Thyolo-

Mulanje Tea Estates registered a decrease in GAM compared to the last lean season assessment, 

from 2.4 per cent in 2018 to 1.3 per cent in 2020. 

 

The proportion of underweight children increased from 8.9 per cent in 2019 to 11 per cent in 

2020. The current prevalence is comparable to that of the 2018 survey (11.8%), which was also 

conducted during the lean season. Lower Shire had the highest proportion of underweight 

children followed by the Rift Valley Escarpment. Compared to 2018, prevalence has increased 

in all Zones except Thyolo-Mulanje Tea Estates, Kasungu-Lilongwe Plains and the Karonga-

Chitipa-Rumphi-Mzimba Livelihood Zones. Prevalence of severe underweight has remained 

almost the same (about 1%) as was recorded in 2019. 
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The weighted prevalence of stunting was 35.5 per cent (8.6% severe), which is lower than 41 

per cent recorded in 2019 (10.8% severe). Prevalence was highest in Kasungu-Lilongwe Plains 

(40.6%) and lowest in Karonga-Chitipa-Rumphi-Mzimba (23.7%). Between 2019 and 2020, 

prevalence of severe stunting declined by 20.4 per cent while moderate stunting declined by 

10.6 per cent. 

 

Nutritional status of adolescents 

Slightly fewer (3.0%) adolescents were underweight than in 2018 (4.0%) and the proportion 

seems to have remained unchanged since last year. More boys than girls are underweight (4.2% 

males against 1.8% for females).The most concerning zones are Shire Highlands (4.6%) and 

Karonga-Chitipa-Rumphi-Mzimba (4.7%). Lake Chirwa-Phalombe Plain had the lowest 

prevalence (1.9%). Severe underweight prevailed in 0.2 per cent of the adolescents. 

Overweight and obesity, on the other hand, seems to be a greater problem (6%) than 

undernutrition (3.6%), and more girls (9%) than boys (3%) are affected. Compared to previous 

years, there is a rising trend in the indicator.   

 

Nutritional status of PLWs 

Using mid-upper arm circumference cut-off point of <22cm to denote moderate undernutrition, 

and <19 cm to denote severe undernutrition, prevalence of moderate acute undernutrition was 

the same (1.8%) as in 2018, although severe acute undernutrition increased to 1 per cent in the 

present survey from 0 per cent in 2018. Severe acute undernutrition was highest in the Lower 

Shire (4.5%) while moderate acute undernutrition was highest in Shire Highlands (5.6%). 

Compared to 2018, prevalence of acute undernutrition increased in the Lower Shire and Shire 

Highlands while all zones experienced a decline. 

 

Handwashing 

The proportion of respondents washing their hands before eating a meal remained the same 

(92.6%) as in the 2019 SMART survey, the lowest (88.2%) being in Thyolo-Mulanje Tea 

Estates and highest (96.2%) in Karonga-Chitipa-Rumphi-Mzimba. The proportion of 

respondents washing hands before feeding a baby was low (9.5%), down from 13 per cent in 

2019. Kasungu-Lilongwe Plain recorded the lowest proportion at 3.8 per cent, and the highest 

in the Shire Highlands (13.7%). 
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Only 3.9 per cent of respondents wash their hands at all critical points, being higher in the Shire 

Highlands (8.7%) and Thyolo-Mulanje Tea Estates (7%), while Kasungu-Lilongwe Plain had 

the lowest (0.9%). One third of households had soap at the hand washing facility, more so in 

the Shire Highlands (49.5%) then Kasungu-Lilongwe Plain (19.6%). Less than 1 in 5 (18.5%) 

respondents always used soap while 8.2 per cent never used soap when washing hands, with 

Kasungu-Lilongwe Plain reporting the lowest proportion (14.5%) while Karonga-Chitipa-

Rumphi-Mzimba was the highest (24.3%). 

 

Access to water and toilet use 

There was no notable increase in the proportion of households using water from improved 

sources (85.3% in 2020 against 84.6% in 2019). The highest increase in the proportion of 

households using water from improved sources was recorded in the Thyolo-Mulanje Tea 

Estates recorded the highest proportion (87%) while the lowest proportion was in the Rift 

Valley Escarpment (78%). At least 8 in 10 households (82.9%) of household owned a toilet, 

the highest being in the Rift Valley Escarpment (85.8%) and lowest Thyolo-Mulanje Tea 

Estates (81.1%). Toilet ownership improved most in the Lower Shire (68.3% in 2019 to 81.3% 

in 2020). Fewer toilets were observed in the Kasungu Lilongwe Plain (13%) with Lake Chirwa 

Phalombe Plain recorded the highest (26.6%). Very few households reported using improved 

toilets (17.8%), particularly in Kasungu-Lilongwe Plain (13.5%) and the Lower Shire (13.9%). 

Appropriate disposal of child faeces increased to 94.6 per cent from 88.9 per cent in 2019, with 

the highest recorded in the Shire Highlands (98.4%) and the lowest recorded in the Rift Valley 

Escarpment (89.8%). 

 

Morbidity among CUTA5Y, adolescents and PLWs 

Nine in 10 (90.9%) respondents reported taking their children to a health facility when the 

children had diarrhoea, which is an increase from 62.7 per cent recorded in the 2019 survey. 

The lowest proportion was recorded in the Shire Highlands (84.9%) while the Rift Valley 

Escarpment had the highest (95.6%). Proportionately more adolescents (17.9%) had fallen ill 

2 weeks prior to the survey compared with 14 per cent in 2019 although it is lower than in 2018 

(26.1%). The Lake Chirwa-Phalombe Plain recorded the highest prevalence of morbidity 

(22.6%) with the lowest being recorded in the Shire Highlands (11.4%). Nearly 1 in 4 (24.6%) 

PLWs had an illness 2 weeks prior to the survey, which was higher than 15.8 per cent in 2019 
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but lower than 27.1 per cent in 2018. The Kasungu-Lilongwe Plain recorded the highest 

morbidity rate (32.9%) with the lowest rate in the Shire Highlands (13%).  

 

Participation in targeted nutrition programmes 

There was low (2.1%) participation of adolescents in targeted nutrition programmes, being 

highest in the Lower Shire (9.4%) and lowest in the Kasungu-Lilongwe Plain (0.2%). 

Comparatively, participation has increased from 0.3 per cent in 2019 and 0.6 per cent in 2018. 

Only 4.1 per cent of the adolescent girls were receiving iron folate supplements with the lowest 

in the Rift Valley Escarpment (1.8%) and the highest in the Lake Chirwa Phalombe Plain 

(5.7%). Only 2.3 per cent of PLWs were participating in targeted nutrition programmes with 

the highest being recorded in the Rift Valley Escarpment (5.1%) and none in the Lower Shire, 

Shire Highlands, and Thyolo-Mulanje Tea Estates. Nearly 1 in 10 (9.4%) PLWs reported 

receiving iron folate supplements, with the highest in the Karonga-Chitipa-Rumphi-Mzimba 

Livelihood Zone (20.7%) while none reported in the Thyolo-Mulanje Tea Estates. 

 

Mortality rate 

In all zones, under-five and crude death rates were within acceptable thresholds of less than 2 

per 10,000 per day and less than 1 per 10,000 per day, respectively. The Lower Shire had the 

highest (0.80%) under-five mortality rate. The highest crude death rate was recorded in the 

Kasungu-Lilongwe Plain (0.3%), while the lowest (0.14%) was in the Shire Highlands and Rift 

Valley Escarpment Livelihood Zones. 

 

Infant and young child feeding practices 

Among children aged 6–23.9 months, 32.5 per cent were being fed diversified diets, more so 

in the Karonga-Chitipa-Rumphi-Mzimba Zone (43.0%) and Rift Valley Escarpment (42.1%), 

than in the Lower Shire (8.7%). In 2018, minimum dietary diversity was met by 13.3 per cent 

of children. Slightly more than two-thirds (68.3%) of the children were fed the minimum 

number of times, more so in Karonga-Chitipa-Rumphi-Mzimba, Shire Highlands and Thyolo-

Mulanje Tea Estates, which had more than 70 per cent while Lake Chirwa-Phalombe Plain was 

lowest (45.1%). In 2018, minimum meal frequency was met by 43.4 per cent of children. With 

regard to overall diet quality, 28.9 per cent of children met their minimum acceptable diet, 

which was higher than that of 2018 (10.7%). The highest improvement was observed in the 

Karonga-Chitipa-Rumphi-Mzimba Zone (9% in 2018 to 38.4% in 2020). Cereals, roots, and 
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tubers continue to dominate child diets (96.8%) while consumption of animal source foods 

such as milk and milk products (7.6%), and eggs (4.2%) was low. 
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1.0 BACKGROUND 
 

1.1 Introduction 
To mitigate the negative impacts of disasters such as floods and draughts, a national multi-

sectorial response has been going on for several years, coordinated by the Department of 

Nutrition and HIV/AIDS (DNHA) and the National Nutrition Cluster, with technical and 

financial support from UNICEF. Using the Standardized Monitoring and Assessment of Relief 

and Transitions (SMART) methodology, nutrition surveys have been conducted since 2015 to 

provide timely and reliable information on the prevalence of global acute malnutrition in 

districts frequently affected by disasters. The surveys aim at not only tracking the nutrition 

situation, but also inform nutrition response and programming. The SMART methodology is a 

simplified and standardized cross-sectional survey method used to understand the severity and 

magnitude of a nutrition situation in either humanitarian or development context. The 

methodology can be used in both large (regional or national level) and small scale (district 

level) contexts as a form of nutrition surveillance.  

 

Six rounds of nutrition surveys using the SMART methodology have been conducted in 

Malawi between May 20151and July 2019 as described in Table 1.1. 

 

Table 1.1: Summary of SMART surveys conducted in Malawi 
Survey 
round 

Period 
undertaken 

Coverage  GAM 
prevalence 

Comments 

1 June 2015 15 districts in 5 livelihood 
zones 

1.1% Post-harvest season 

2 May 2016 25 districts in 7 livelihood 
zones 

2.2% Post-harvest season 

3 Nov-Dec 2016 25 districts in 7 livelihood 
zones 

4.4% Lean season 

4 May 2017 25 districts in 7 livelihood 
zones 

2.2% Post-harvest season 

5 Jan-Feb 2018 25 districts in 7 livelihood 
zones 

1.3% Lean season (Included adolescent 
and adult assessment) 

6 Jun – Jul 2019 25 districts in 7 livelihood 
zones 

0.5% Post-harvest season (Included 
adolescent and adult assessment) 

 

 
1 The first SMART survey was in response to El Nino, which induced weather-related hazards including floods, 
and drought that affected Malawi from the year 2014 and culminated into the President of Malawi declaring a 
national disaster on 12th April 2016.  
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Overall, two of the six surveys were conducted in the lean period and the other four during the 

post-harvest period. The first round of SMART surveys followed a national SMART Managers 

training held in Malawi in April 2015. A Nutrition Cluster Meeting held on 16th August, 2017 

at Sunbird Capital Hotel endorsed the proposal to conduct nutrition surveys once per year 

during the lean season (November – March), which is the peak of malnutrition as evidenced by 

the CMAM monthly data2. The proposal was to continue with one nutrition survey per year 

using the SMART methodology and review the frequency after 2 years if there are no 

aggravating factors. Thus, only one nutrition survey was conducted in the years after 2017. The 

last lean season survey was conducted in 2018 and, for the first time, included adolescents and 

adults. Results of the assessment showed a sustained improvement in prevalence of GAM in 

under five children (1.3%) but revealed an emerging problem of overweight (2.5%) in the same 

population group. Results also showed a slightly higher prevalence of under-nutrition among 

the men and women (5.3%) as well as adolescent girls and boys (4.0%) compared to children. 

Prevalence of overweight and obesity was even higher especially among adults (16.3% and 

5.5% respectively).  

 

The last of the six rounds of SMART surveys was conducted during the post-harvest season of 

2019 and revealed that the nutrition situation was maintained way below and within acceptable 

level of 5 per cent (GAM=0.5%). This is despite Cyclone Idai induced floods that hit about 15 

districts in the country in early March 2019, forcing the President of the Republic of Malawi 

to declare a state of disaster in the affected areas. Malawi’s food and nutrition security 

continues to be threatened and so are people’s livelihoods. The Covid-19 global pandemic 

whose effects emanate from some of the measures employed for its prevention and control has 

not spared Malawi. Malawi registered its first few cases of Covid-19 in April 2020 and the 

number of total confirmed cases as of 19th October 2020 was 5860 cases out of 58002 tests 

conducted. A total of 181 deaths had been recorded. A month later, at commencement of this 

survey (20th November 2020), 6003 cases and 185 deaths were recorded out of 70356 tests 

conducted. To prevent spread of the pandemic, several measures were put in place including 

the closure of some institutions or slowed operations, a reduction in activities requiring mass 

gatherings, and restriction of businesses to essential services. This had implications for access 

to food and health care among those whose livelihoods had been affected directly or indirectly 

by the measures.  

 
2 National CMAM Database from HMIS 
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According to the Malawi Household Food Security Bulletin (Mobile Vulnerability Analysis 

and Mapping (mVAM) on the effects of Covid-19 in Malawi – Round 4) published by WFP 

on 9th October 2020, the food security situation in Malawi was relatively stable but was 

beginning to show some deterioration as observed by the increase (nearly double) in the 

proportion of households using emergency food consumption-based coping strategies and the 

most severe livelihood-based coping strategies compared to their previous assessment rounds. 

The report recommended continuous monitoring as the 2020/2021 lean season was 

approaching. Another Covid-19 rapid response product, the Emergency Agriculture Food 

Security Surveillance (EmA-FSS) bulletin also revealed some increase in use of unfavourable 

coping strategies. The bulletin published by the Ministry of Agriculture, with technical support 

from the Food and Agriculture Organization of the United Nations (FAO) and financial support 

of the European Union, in its May-August 2020 summary on the performance of simplified 

parameters in 18 sampled districts across the country, reported the following; 

 The proportion of households relying on food purchase as the main source of food 

increased by 6 percent from 43 percent in July to 49 percent in August 2020.  

 Nearly 16 percent of households in August 2020 had been classified in Phase 3 (or 

above) of the reduced coping strategy index, a 2 percent increase from 14 percent 

compared with July. 

 The southern region continued to record an increasing proportion of households in 

Phase 3 (or above), increasing from 20 percent in July to 24 percent in August 2020.  

 

With such estimates and the lean season approaching coupled by a lack of nation-wide data on 

the Covid-19 pandemic impacts on nutritional status of children, a proposal was made to assess 

the prevalence of acute malnutrition over the period, while observing the trends in the changes 

over the years. Also, key was to check changes in Water, Sanitation & Hygiene indicators, 

given the guidance on practices for Covid-19 prevention.  

 

For comparison purposes, the 7th round of the surveys would cover similar areas as the past 

assessments (all disaster prone areas in 25 districts across 7 livelihood zones) as follows:1) 

Lake Chirwa Phalombe Plains (LCPP) Livelihood Zone (Phalombe, Zomba and Machinga); 2) 

Lower Shire (LS) Livelihood Zone (Chikwawa &Nsanje), 3) Thyolo Mulanje Tea Estates 

(TMTE) Livelihood Zone (Thyolo and Mulanje); 4) Rift Valley Escarpment (RVE) Livelihood 
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Zone (Balaka, Ntcheu, Mwanza, Neno, Salima, Nkhotakota); 5) Shire Highlands (SH) 

Livelihood zones (Blantyre rural, Chiradzuluand Mangochi); 6) Kasungu-Lilongwe Plain 

(KLP) Livelihood zone (Lilongwe rural, Dedza, Mchinji, Dowa, and Kasungu); and 7) Karonga 

-Chitipa/Mzimba (KCRM) Livelihood Zone (Chitipa, Mzimba, Rumphi, and Karonga).  

 

Given that the assessment was to be done amidst the Covid-19 pandemic, some key actions 

were undertaken to limit interactions to the minimum possible. A minimum sample size was 

used, and objectives were kept to the minimum possible. Unlike previous assessments, the 

current assessment excluded additional indicators for food security as it was felt some near 

equivalent information exists through other platforms. Adult survey was limited to pregnant 

and lactating women only, and, information on receipt of Vitamin A supplementation was also 

not included. Section 1.2 provides the objectives of the current assessment. 

 

1.2 Survey Objectives 
1.2.1 General Objective 

To provide updated information on the nutrition situation of children aged 6-59 months, 

adolescents aged 10-19 years and pregnant and lactating women aged 20-49 years in flood and 

drought prone areas across 7 livelihood zones in Malawi (Figure 1).  

 

1.2.2 Specific Objectives 

i. To estimate the prevalence of acute malnutrition among children aged 6-59 months 

based on WHZ and MUAC 

ii. To estimate the prevalence of underweight among children aged 6-59 months  

iii. To determine the crude and the under-five mortality rates  

iv. To estimate morbidity rates (ARI, Fever and Diarrhoea) among children 6-59 months; 

two weeks prior to the survey  

v. To estimate the proportion of children aged between 6 and 23.9 months meeting the 

minimum requirements for an acceptable diet  

vi. To determine the selected water, hygiene and sanitation indicators, in particular hand 

washing practices, safe water and latrine coverage. 

vii. To assess nutritional status of adolescent boys and girls aged 10 to 19 based on BMI 

for age in the flood and drought prone areas of Malawi 
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viii. To assess nutritional status of Pregnant and lactating women based on MUAC in the 

flood and drought prone areas of Malawi 

 

 

 

Figure 1.1: The seven livelihood zones for the 7thSMART nutrition survey 

 

2.0 METHODOLOGY 

2.1 Survey Design 
 The surveys used a cross-sectional design to collect information on children 6-59 months. The 

information included anthropometry for children less than 5 years, morbidity, mortality, 

anthropometry for adolescents (age 10 to 19 years) and for pregnant and lactating women 

(aged 20 to 49 years), as well as information of water, sanitation and hygiene practices. The 

cluster sampling methodology based on Standardized Monitoring and Assessment of Relief 

and Transitions (SMART) approach was used for sampling.  

 

 

 

Key
Karonga - Chitipa Zone
Rift Valley Zone
Kasungu - Lilongwe Plain Zone
Shire Highlands Zone
Lake Chirwa - Phalombe Zone
Thyolo - Mulanje Zone
Lower Shire Zone
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2.2 Sample Size Estimation 
Sample size calculation for nutritional assessment in the 7 livelihood zones was based on the 

expected prevalence of Global Acute Malnutrition (GAM), Crude Death Rate and Minimum 

Dietary Diversity in the same livelihood zones. The estimates from the last lean season survey 

conducted in Jan/Feb 2018 were applied considering the current survey was conducted in the 

lean season. In addition, sample sizes for adolescent and adult anthropometric indicators were 

calculated using the ENA software. Sample sizes for child nutrition assessment and crude death 

rate were estimated using the Standardized Monitoring and Assessment of Relief and 

Transitions (ENA for SMART) software version 2020 (January 11, 2020), following SMART 

methodology. Sample size calculations in terms of number of children and households to be 

visited for each of the livelihood zones are presented in Table 2.1.   

2.2.1 Number of Households per Cluster   

The number of households to be visited per cluster were determined based on the estimated 

time the teams would spend in the field, excluding transportation, other procedures, and break 

times. To reduce on time that would be required when collecting anthropometric data among 

adolescents and adults, a pair of measurers were recruited specifically for the adolescent and 

adult assessment. This enabled the child anthropometrists to focus on the children alone which 

was critical considering the existing guidance for conducting SMART surveys amidst the 

Covid19 pandemic to limit spread.   A total of seventeen (17) households were sampled per 

cluster. This number was deemed minimal for the survey context (Covid-19) but adequate for 

all surveys including mortality, adolescent and adult indicators. It was also felt appropriate to 

ensure data quality (prevent enumerator fatigue from high targets).  

 

2.2.2 Number of Clusters per Livelihood Zone 

The number of clusters per livelihood zone were determined by dividing the total estimated 

number of households (sample size) to be included in the survey for each livelihood zone by 

the estimated number of households per cluster (17 households), shown in Table 2.1.  

 

2.3 Sampling Procedure: Selection of Clusters 
A two-stage cluster sampling design was used to randomly sample the study clusters and 

households. The sampling frame for the first stage sampling was based on the 2018 Malawi 

Population and Census Sampling Frame from the National Statistics Office. The list of 
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enumeration areas (EAs) for each of the livelihood zones was entered into ENA for SMART 

software version 2020 and clusters assigned using probability proportional to size (PPS) as per 

calculation in Table 2.1.Considering the pandemic, a lower precision was used to reduce 

sample size thus number of household exposed in line with SMART guidance on surveys 

amidst Covid19. 

Table 2.1: Number of Children 6-59 months, Clusters and Households per 
Livelihood Zone 

 

Sample size calculation for crude and under-five mortality was based on the expected death 

rate per 10,000/day, varied desired precision ranging from 0.18 to 0.45 per 10,000/day, design 

effect (DE) of 1.5 and over a fixed recall period of 90 days (1st September to 31st November 

2020). The estimated crude death used in the computation of the mortality sample size was 

based on the 2018 SMART Survey, which was done nearly the same season. A design effect 

of 1.5, which is the rule of thumb according to SMART Methodology, was applied across the 

livelihood zone while the precision used in the sample size calculations varied based on the 

estimated CDR. Table 2.2 summarizes the sample sizes for the crude mortality.  

 
 
 
 
 
 
 

Livelihood 
Zone 

Estimated 
Prevalence 
(Jan/Feb 

2018) Precision DE 
Children 
Required 

Average 
HH Size 

% of 
Children 

<5 NRR 

HH to 
be 

Included 

Number 
of 

Cluster 
Lower Shire 3.8% 2.5% 1.50 367 4.4 14.5% 5% 673 40 
Shire 
Highlands 3.2% 2.5% 1.50 311 4.4 14.5% 5% 570 40 
Thyolo-
Mulanje Tea 4.3% 3.0% 1.50 287 4.4 14.5% 5% 526 32 
Lake Chirwa 
Phalombe  3.0% 2.5% 1.50 292 4.4 14.5% 5% 536 32 
Rift Valley 
Escarpment 2.9% 2.5% 1.50 283 4.4 14.5% 5% 519 32 
Kasungu-
Lilongwe 2.5% 2.2% 1.50 316 4.4 14.5% 5% 580 36 
Karonga-
Chitipa 2.0% 1.9% 1.50 341 4.4 14.5% 5% 625 37 

TOTAL    2,197    4227 249 
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Table 2.2 Sample Size estimation for crude and under-five mortality 
 

 

 

2.3.2 Sample Size for Adolescents 

For this age group, the indicator of interest was the prevalence of BMI-for-Age (-2SD score) 

by livelihood zone.  Based on the February 2018 survey, prevalence of BMI-for-Age is shown 

in Table 2.3, together with the parameters for sample size calculations (using ENA for 

SMART). Other parameters considered for the sample size calculation included design effect 

of 1.5, and, an average household size of 4.4 based on the 2018 Census. The precision was 

increased in order to achieve improved estimates for adolescent indicators. An average of 13 

adolescents per cluster was used in each livelihood zone.  

 

 

 

 

 

 

Livelihood 
Zone 

Estimated 
Prevalence 
(Jan/Feb 

2018) Precision 
DE 

(SMART) 
Recall 
Period Popn 

Avg 
HH 
Size NRR 

HH to be 
Included 

HH for 
Mortality 

Lower Shire 0.43 0.35% 1.5 90 2,368 4.4 5% 565 14 
Shire  
Highlands 0.17 0.20% 1.5 

90 
2,868 4.4 5% 684 

17 

Thyolo- 
Mulanje Tea 0.68 0.45% 1.5 

90 
2,265 4.4 5% 541 

17 

Lake Chirwa 
Phalombe  0.41 0.35% 1.5 

90 
2,258 4.4 5% 539 

17 

Rift Valley 
Escarpment 0.11 0.18% 1.5 

90 
2,290 4.4 5% 546 

17 

Kasungu- 
Lilongwe 0.26 0.26% 1.5 

90 
2,594 4.4 5% 619 

17 

Karonga- 
Chitipa 0.22 0.25% 1.5 

90 
2,374 4.4 5% 567 

15 

TOTAL        4061  
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Table 2.3: Sample Size Estimation for Adolescents 
Livelihood Zone Prevalence 

(Jan/Feb 
2018) 

Precision DE % Target 
Popn3 

Sample 
Size 

Number of 
Household 

HH for 
adolescents 
per cluster 

Lower  
Shire  7.8% 3.0% 1.5 26.3% 501 455 12  
Shire  
Highlands 3.3% 2.2% 1.5 26.3% 414 375 

9 

Thyolo –  
Mulanje 3.9% 2.5% 1.5 26.3% 376 341 

11 

Lake Chirwa 
Phalombe 5.2% 3.0% 1.5 26.3% 344 312 

10 

Rift Valley 
Escarpment  3.0% 2.0% 1.5 26.3% 456 414 

13 

Kasungu  
Lilongwe 3.6% 2.0% 1.5 26.3% 544 494 

14 

Chitipa 
Karonga/Mzimba 3.2% 2.0% 1.5 26.3% 486 441 

12 

TOTAL     3121 2832  

 

 

2.3.3 Sample Size for Adults 

The indicator of interest for this age group was the Body Mass Index (BMI), and, the prevalence 

of adults with a BMI of less than 18.5 (prevalence of thinness).  Table 2.4 shows sample size 

calculations based on the prevalence of BMI<18.5 in the February 2018 survey. As in 

adolescents, the other three parameters were used for the estimation of sample size for Adults 

whose assessment was limited to pregnant and lactating women. 

 

 

 

 

 

 

 

 

 
3 2018 Malawi Housing and Population Census 
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Table 2.4: Sample Size Estimation for Adults (Pregnant & Lactating Women) 
Livelihood Zone Prevalence 

(Jan/Feb 
2018) 

Precision DE % of 
Target 
Popn 

Sample 
Size 

Number 
of HHs 

HH for 
adults 

per 
cluster 

Lower  
Shire  7.8% 3.0% 1.5 33.8% 501 354 13 

Shire  
Highlands 4.8% 2.5% 1.5 33.8% 459 324 

13 

Thyolo –  
Mulanje 7.2% 3.0% 1.5 33.8% 466 329 

13 

Lake Chirwa 
Phalombe 5.8% 3.0% 1.5 33.8% 381 269 

13 

Rift Valley 
Escarpment  6.9% 3.0% 1.5 33.8% 448 316 

13 

Kasungu  
Lilongwe 4.4% 2.5% 1.5 33.8% 422 298 

13 

Chitipa 
Karonga/Mzimba 4.5% 2.5% 1.5 33.8% 431 305 

13 

TOTAL     3108 2194  

 

 Because the anthropometry sample size calculations shown in Table 2.1 are higher than the 

other sample sizes, the maximum sample size for the survey was based on the child 

anthropometry. Likewise, the sample size of adolescents (n=3121) was higher than that of the 

adults (n=3108), hence adolescent sample size was used in the adolescent and adult surveys. 

Because the surveys were conducted concurrently, households required for both adult and 

adolescent surveys were sampled from the same 17 households sampled for the child 

anthropometric survey using simple random sampling.  

 

2.4 Sampling Procedure: Selection of Households and Children 
The list of households from the 2018 Malawi Population and Housing Census was used in the 

selection of households from the sampled clusters. The 17 required number of households per 

cluster was selected using simple random sampling in MS Excel prior to data collection. In 

addition, the number of households where the mortality survey, adolescent and adult 

anthropometrics surveys would be implemented were sampled as per Tables 2.2, 2.3 and 2.4 

and were a sub-sample sample of the households selected for the child anthropometric survey. 

In the selected households, all eligible children (aged 6-59 months) were measured and the 

household questionnaire applied. Empty households and households with absent children were-
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visited, and information of the outcome recorded on cluster control forms. This form was also 

used to record information on empty and non-responding households. Where a household had 

both father/husband and mother/wife, the mother/wife was chosen as a primary respondent. 

Where there was no mother/wife or household head/caretaker, any adult respondent (no less 

than 18 years) was used. For adolescent and adult surveys, as well as the mortality survey, all 

eligible participants were assessed, and respective questionnaires administered. 

2.5 Case Definitions and Inclusion Criteria 
     Household was defined as a group of people who frequently eat from the same pot and live 

in the same compound (or physical location).The anthropometric survey targeted three groups 

in the sampled areas namely; children aged 6-59 months; and, all eligible adolescent boys and 

girls aged 10 to 19 years; and pregnant and lactating women 20 to 49 years in sampled 

households. Enumerators were trained to screen for Covid-19 symptoms and if household 

members showed these symptoms or reported a prior diagnosis or exposure in the last 14 days, 

these were supposed to be excluded from the survey and replaced 

 

2.5.1 Children aged 6 to 59 months 

The ages were ascertained using a health passport book, birth certificate as well as other related 

documents. Where such documents were not available, a local calendar of events developed 

during training was used to estimate the age in months. 

 

 Height: A well calibrated UNICEF height board was used to take length and height for 

children 6-59 months, adolescents 10-19 years and pregnant and lactating women aged 20-49 

years. Length was taken for children aged less than two years while height was measured for 

children aged 2 years (24 months) and for the adolescents.  

 

 Weight: Using SECA model digital scales with an accuracy of 0.1kg, weight was taken for all 

groups as per SMART methodology, with minimal clothing.   

 

 MUAC: The Mid Upper Arm Circumference was taken at the mid-point of the upper arm as 

per SMART protocol. In children, MUAC was recorded in mm. A child with MUAC less than 

115mm was classified as severely malnourished while those with a MUAC below 125mm was 

defined as moderately malnourished. In either case, a referral was made to the nearest health 

facility or frontline worker for assistance. For adolescents MUAC was not assessed except 
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where a female was pregnant and/or had been lactating for less than 6 months. For the pregnant 

and lactating women, MUAC was the main indicator assessed. Women with a MUAC of less 

than 22cm and 19cm were classified as moderately and severely wasted, respectively.  

 

Bilateral Oedema: Was assessed by exerting pressure for about three seconds on both feet in 

children 6-59 months. Presence of pitting on both feet was recorded as (Y) and the absence of 

bilateral pitting was recorded as (N).   

 

Global Acute Malnutrition (GAM): Classified as weight for height z-score less than -2 SD 

and/or oedema in children 6-59 months. 

 

 Combined GAM (cGAM): Classified as less than -2 SD weight-for-height and/or MUAC 

less than 125mm and/or oedema 

 

 Severe Acute Malnutrition (SAM): Classified as less than -3 SD weight-for-height and/or 

oedema in children 6-59 months.  

 

Combined SAM (cSAM): Classified as less than -2 SD weight-for-height and/or MUAC less 

than 125mm and/or oedema 

 

 Principle anthropometric results were interpreted using the WHO standards, in line with the 

Government of Malawi guidelines. The survey also gathered from the primary caregiver, 

through a household questionnaire, on child morbidity prevalence, and, water, sanitation and 

hygiene practices. These additional indicators have been used to interpret the nutritional status 

findings. 

 

2.5.2 Adolescents and adults 

The survey gathered anthropometric measurements of adolescents aged 10-19 years (weight 

and height) and pregnant and lactating women aged 20-49 years (MUAC) in the selected 

households. For adolescents, weight was measured using a digital SECA flat scale while height 

was measured to the nearest 100 cm using a stadiometer.  The key indicator generated was BMI 

for age. For pregnant and lactating women (adults), MUAC was used to indicate presence or 

absence of malnutrition. 
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2.6 Questionnaire, Training and Supervision 
2.6.1 Questionnaire 

 The survey used a questionnaire similar to the version used in the last SMART surveys round 

with modifications in line with the objectives of the current surveys. Questions on Water, 

Sanitation and Hygiene (WASH) added in the 6th round of surveys were reviewed to ensure 

they collected critical information on handwashing, including frequency, to assess coverage 

given the Covid19 public messaging on handwashing. 

 

2.6.2 Training  

A total of 64 research assistants were trained at Linde Motel in Mponela, Dowa district: 10 

team leaders to accurately map clusters, randomly select households and assist in conducting 

the interviews; 10 interviewers; 20 child anthropometric measurers; 20 adolescent and adult 

anthropometric measurers who will also assist in the interviews, and 4 extra individuals to 

provide for back up in the event of any unforeseen drop-outs during the survey as recommended 

by SMART. At least 50 per cent of the enumerators had prior experience with SMART surveys 

which was advantageous in light of the Covid19 pandemic.  Teams were trained for 7 days in 

two large rooms through sessions that run concurrently at the same venue to maximize 

supervision and to ensure uniformity and quality of training content. The rooms were large 

enough to allow for at least 1-meter distance between trainees. The training included 4 

supervisors, a data programmer, and 4 managers (1 who focussed on the statistical aspects) 

who formed part of the facilitation team. Throughout training, Covid-19 mitigation measures 

were followed including daily temperature checks of trainees, wearing of masks and use of 

alcohol-based sanitizers. The masks and sanitisers were provided to the research team 

throughout the survey period.  

 

A pilot survey was conducted on the fifth day of the training in selected nearby villages not 

sampled in the main survey. All survey procedures that include village mapping, household 

identification, and actual interviews with the selected households were observed. Mapping 

applied were more than 20 percent of the households could not be identified within the sampled 

EA. The training also included a standardization test a day before field testing of the survey 

tools. Enumerators in each training session worked in pairs to measure 10 children in four 

rounds as recommended by SMART. Enumerators also practiced for adolescent and adult 

assessment within themselves in addition to the standardization test. Those with good scores 
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in child assessment were assigned to take anthropometric measurements during the actual data 

collection together with those with repeated good scores in previous survey rounds. With 

Covid19 measures for reduction of spread, we used very large rooms to limit exposure during 

the standardization exercise. Specific Covid19 guidance followed in this survey round is 

described in section 2.10. The research team was oriented on key actions to prevent spread of 

Covid19 during the surveys. 

 

2.7 Data Quality Control 
 All survey processes were conducted in a way that ensures quality. Training included a 

standardization test which helped in the selection of measurers for anthropometry, and a pilot 

survey, to equip participants with a general understanding of the data collection methodology. 

To ensure accuracy of the data collected in the field, team leaders, supervisors and managers 

were expected to do spot checks. At all levels, errors were instantly corrected where possible 

and the responsible enumerators guided accordingly.  Supervisors and survey managers 

provided team feedback for improvements on quality based on data outputs as shared by the 

data programmer. Digital data collection was employed, and all data collected were transmitted 

to a cloud server then later downloaded by the programmer for import to ENA SMART to help 

run the plausibility analysis and monitor the quality of the data on a daily basis. In the case of 

any outliers noted during the plausibility analysis, supervisors facilitated call backs, where 

necessary, to re-take the measurements for confirmation purposes. The supervisors also 

facilitated daily debriefing sessions with the teams to highlight areas of improvement 

dependent on the plausibility outputs. All other data were imported to SPSS for additional 

analyses.  

2.8 Data Collection and Supervision 
Data collection commenced soon after training on 28th November 2020 and lasted 28 days, 

including 3 rest and travel days. The survey team comprised of 4 survey managers; 4 

supervisors who participated in SMART Managers Training and/or had experience from the 

previous survey rounds; 10 Team Leaders; 10 Enumerators; 40 Measurers (20 for 

adult/adolescent surveys); and, a data programmer. The enumerators were grouped into 10 

teams of 6 members each (2 child measurers, 2 adolescent and adult measurers, 1 team leader 

and 1 interviewer).In the field, every team with the assistance of a village head identified a 

local guide to assist in household identification. Enumerators were largely those with prior 
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experience in the surveys (particularly anthropometry experience), and, with at least a Malawi 

School Certificate of Education (MSCE). To comply with guidance for prevention of Covid-

19Covid-19, teams were given infrared thermometers for temperature checks of members and 

allocated households, disinfectants for use on anthropometric equipment between 

measurements, masks for members as well as sampled households, gloves and sanitisers. 

Enumerators were also encouraged to conduct interviews in an open spacing, observing a 

distance of at least 1 meter between themselves and the respondent. While supervisors 

coordinated day to day field management, survey managers were responsible for overseeing 

all aspects of field work coordination, including adherence to methodology, data quality and 

problem solving. 

 

2.8.1 Survey Timeline 

Training for the SMART survey took place between 20thNovember 2020 and 26thNovember 

2020 for 7 days and teams departed for the field on the 8th day to commence data collection on 

28th November 2020. After training, all the ten teams collected data from one zone (Lake 

Chirwa Phalombe Plains) to facilitate learning and standardization in the methodology, 

especially considering that this was the first-time data were collected digitally for this survey. 

Following completion of the first zone, the teams were split into half, each taking on 3 zones 

(5 teams, each with 3 zones) in either southern zones or northern/central zones. Considering 

the season (rainy), data collection commenced in those zones likely to cause travel challenges 

with rainfall. Table 2.5 shows the Round 7 SMART survey timeline. 
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Table 2.5: Timeline of activities, Round 7 SMART survey 
Activity Dates Place/Livelihood zone Team 

Survey tools validation 
meeting 

November 12 & 13, 2020 Kumudzi lodge Survey team 
managers, data 
programmer, and 
supervisors 

Training for enumerators November 20 to 
November 26, 2020 

Linde Motel All teams 

Travel to the field 27th November 2020 Lake Chirwa Phalombe Plain All teams (10) 
 
Data collection 
Data collection 28th November – 1st 

December, 2020 
Lake Chirwa Phalombe Plain All teams (10) 

Travel to respective 
zones 

1st December, 2020 All 6 zones as allocated All teams (10) 

Zone 2 data collection 
 

1st December – 6th 
December 2020 

Thyolo/Mulanje Tea Estates  
Team South (5 
teams) Zone 3–data collection 7th December – 15th 

December (includes rest 
and travel day) 

Lower Shire 

Zone 4 – data collection 16th December to 23rd 
December, 2020 

Shire Highlands 
 

Zone 5: data collection 1st December – 6th 
December 2020 

Rift Valley Escarpment   
Team North (5 
teams) Zone 6: data collection 7th December – 16th 

December (includes rest 
and travel day) 

Chitipa/Karonga/Mzimba 

Zone 7: data collection 17th December to 23rd 
December, 2020 

Kasungu/Lilongwe Plain 

Survey ends & teams 
travel back home 

December 24 2020   

 
Post field work 
Data cleaning, 
management and 
generation of results 

By 31st December 2020 

LUANAR 

Data programmer & 
managers 

Preliminary report 
writing  

By 9th January 2021 LUANAR Survey Managers 

Circulation of first draft By 16th January 2021 LUANAR Survey Managers 
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2.9 Data Analysis 
 Data was downloaded from the cloud server by the data programmer and imported to ENA 

SMART for generation of plausibility reports. All other data were imported to SPSS 

andpreliminary analysis done for each zone. At the end of the exercise, data was consolidated 

into a single report covering all zones. Plausibility checks were run on the anthropometric 

measurements to assess quality of the data. In the final analysis, all flagged records based on 

SMART flags (WHZ -3 SD to 3 SD; HAZ -3 SD to 3 SD; WAZ -3 SD to 3 SD) were excluded 

from the analysis.  However, WHO flags4 were also applied to note any differences in the 

outputs obtained. 

 

2.10 Covid19 preventive measures 
We adapted measures outlined in the interim guidance on restarting population level surveys 

and household level data collection in humanitarian situations during covid-19 pandemic 

version of October 8th, 2020.  Key measures undertaken are described in the subsequent 

sections. In deciding on feasible measures, the current local context was also considered and 

judged by members of the national nutrition committee research technical working group in 

line with national guidance and the trends in the national statistics. 

2.10.1 Design phase 

 The number of questions and indicators to be included in a survey was reduced to a 

minimum to ensure total interview time was as short as possible (estimated 15 to 20 

minutes) 

 The management team reduced the sample size to a necessary minimum to ensure 

minimally acceptable precision as per the SMART guidelines.  

 Enumerators were below 65 years of age and with no known comorbidities that 

increased risk of complications from Covid-19  

2.10.2 Field work  

 Each team leader assessed the temperature of team members and assessed Covid19 

related symptoms. Leaders were supposed to report any suspected cases to the 

supervisors and management team. In identifying whether someone fits the definition 

 
4 Data with WHO flags in appendix 
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of a suspected COVID-19 case, the national case definition was applied to define a 

suspect of COVID-19. 

 All survey team members were provided with face masks and gloves. Each team 

member was provided with two cloth masks for use during field work. Where surgical 

masks were used (training), several were made available per day to be changed after 

lunch and whenever damaged/soiled. Gloves were provided to measurers and changed 

after each household assessment where it was impossible to wash hands with soap or 

use an alcohol-based sanitizer which was also provided.  

 Household members directly in contact with the survey team (survey respondent and 

measured children/adults above 2 years of age) given at least 2 cloth masks and 

requested to wear the masks during the entire household interview/measurement 

process for adolescents/adults. 

 All team members were required to sanitize their hands immediately before entering a 

household using alcohol-based hand sanitizer which had at least 60 per cent alcohol.  

 Anthropometric equipment (scales, height boards and MUAC tapes) were disinfected 

with Dettol between households.  

 Introduction, consent, interviews, and measurement were done outside in an open, 

shaded area with enough space for proper physical distancing wherever feasible while 

still respecting a persons’ privacy.  

 During the interview, the interviewer and respondent maintained a distance of at least 

1-meter 

 Teams were asked to prevent congregation of others (household or community 

members) around the place of interview.  

 Before the interview, the team members screened respondents and all measured 

subjects. They were to exclude and note all who met any of the following conditions; 

o Recorded a temperature ≥100.4 °F/38 °C with an infrared thermometer.  

o Reported prior diagnosis of COVID-19 by anyone in the household within the 

past 14 days or close contact with a confirmed COVID-19 patient within the 

last 14 days. A close contact is anyone who was within 2 meters of an infected 

person for at least 15 minutes.  

2.10.3 Training considerations – standardization test 

 Every effort was be made to recruit as many “experienced measurers” as possible to 

simplify anthropometry training.  
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 The standardization exercise was conducted in large, well ventilated rooms 

 Caregivers and children were screened for fever and asked if they have been in contact 

with any positive case of COVID-19 in the last 14 days  

 Caregivers participating in the standardization test were given a face mask; and 

requested to bring only the child participating in the standardization exercise with them 

on the day of the test.  

 Caregivers participating in the standardization test did not include individuals ≥65 years 

of age and with any of the comorbidities (assessed by self-report) known to increase 

the risk of COVID-19 complications.  

 

2.10.4 Other training aspects 

 Training included a review of field safety procedures during COVID-19 as described 

in this section.  

 Enumerator trainings were conducted in large rooms respecting social distancing 

guidelines.  

 Survey teams were requested to exercise maximum precautions and observe social 

distancing for the entirety of the training. 

 All survey staff including drivers were screened at training commencement and at 

multiple points after training to identify anyCovid19 suspected cases for exclusion.  

 

2.11 Ethical considerations 
The SMART surveys are regarded as part of national programme monitoring to assess nutrition 

situation in disaster prone areas and therefore official ethical application processes are not 

necessary. However, in the survey implementation, ethical procedures were observed including 

obtaining consent from district authorities, village leaders and households’ heads or caretakers 

involved in the surveys. Participants were notified about the purpose and objectives of the 

survey, and, given contacts for any follow up questions or issues for clarity. Government 

further provided official identification letters to the team for use during field work and the same 

was sought from district commissioners in areas as needed.  
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3.0 RESULTS AND DISCUSSION 

3.1 Survey Response Rates 
 The household and individual response rates for the seven SMART Surveys are shown in 

Table 3.1. Overall, the survey was able to achieve the minimum required sample size (80%) 

for all the livelihood zones, both at the household level and the individual (children, 

adolescents, and adults) for anthropometric measurements. The highest household response 

rate was registered in Thyolo Mulanje Tea Estates, Lower Shire, and Lake Chirwa Phalombe 

Plain (92%) while the lowest was in Kasungu Lilongwe Plain (86%). For under-five children, 

Shire Highlands registered the highest number covered with 123.8% response rate followed by 

Lower Shire (100.6%). Thyolo Mulanje Tea Estates was the lowest with 83%. Gi per cent. The 

response rate for adults was very low across all zones, ranging from 17 per cent in Thyolo-

Mulanje to 26.5 per cent in Lower Shire. This is not surprising given that the estimates were 

based on adult prevalence as a generic group, yet the target was strictly limited to those that 

were either pregnant and/or lactating. Given this limitation, any future assessments should 

consider factor this into design. 

 

Table 3.1: Response Rate for Households and populations studied by Livelihood 
Zone 

Livelihood Zone 

Achieved Sample 
(Households) 

Achieved 
Sample 

(6-59 months) 

Achieved Sample 
(Adolescents 10-

19yrs) 
Achieved Sample 
(PLW 20-49yrs)  

N % N % N % N % 
Lower  
Shire  621 92.2 369 100.6 460 91.8 133 26.5 
Shire  
Highlands 620 90.6 385 123.8 456 110.3 108 23.5 
Thyolo - Mulanje Tea 
Estates 500 92.5 238 83 381 101.3 79 17 
Lake Chirwa 
Phalombe Plain 496 92 279 95.5 371 108 97 25.5 
Rift Valley 
Escarpment 491 89.8 282 99.8 386 84.6 78 17.4 
Kasungu Lilongwe 
Plain 533 86.1 266 84.2 453 83.2 85 20.1 
Chitipa-Karonga-
Rumphi-Mzimba* 554 88.7 323 94.8 463 95.3 87 20.2 
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3.2 Quality Check (Plausibility Analysis) 
The overall data quality infive out of the seven livelihood zones based on the under five 

children surveys was excellent as per the SMART methodology thresholds while two had 

overall good quality. Table 3.2 presents the plausibility values for each of the seven surveys, 

comparing the current survey with the most recent previous surveys conducted in 2018 and 

2019. The results demonstrate sustained quality of the surveys, attributed to in-depth training 

that includes adequate practical sessions, optimal supervision and timely feedback, daily 

debriefing meetings and daily data entry and plausibility checks, and timely feedback to teams 

on performance and quality in the field. The good quality in the two zones was not attributable 

to measurement errors but rather other demographic changes as observed in the data set from 

the current survey.  

 

 

Table 1.2: Overall Quality Values of Anthropometry Data by Zone 

Livelihood Zone 

Jan/Feb 2018 June 2019 December 2020 
Overall 
Quality Interpretation 

Overall 
Quality Interpretation 

Overall 
Quality Interpretation 

Lower  
Shire  1% Excellent 5% Excellent 

 
0% 

 
Excellent 

Shire  
Highlands 2% Excellent 1% Excellent 

 
0% 

 
Excellent 

Thyolo - Mulanje 
Tea Estates 2% Excellent 5% Excellent 

 
10% 

 
Good 

Lake Chirwa 
Phalombe Plain 0% Excellent 0% Excellent 

 
7% 

 
Excellent 

Rift Valley 
Escarpment 3% Excellent 0% Excellent 

 
6% 

 
Excellent 

Kasungu 
Lilongwe Plain 2% Excellent 6% Excellent 

 
14% 

 
Good 

Chitipa-Karonga 
Zone 5% Excellent 6% Excellent 

 
7% 

 
Excellent 

*Overall Scores Thresholds: 0 – 9: Excellent; 10 – 14: Good; 15 – 24: Acceptable; >25: 

Problematic 

 

3.3 Under-five nutritional status 
3.3.1 Age and Sex distribution of Under-five children 

A total of 2,142 children aged 6-59 months were measured to determine their nutritional status 

using SMART anthropometric procedures, to derive indices for assessing two key indicators 
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namely Global Acute Malnutrition (GAM) and Severe Acute Malnutrition (SAM). Results on 

age and sex distribution (Table 3.3) show equal representation of boys and girls in the surveys 

although there were slightly more girls (ratio=0.9) in the age category of 42-53 months old 

children and more boys in the 54-59-year-old category (1.2). Of the total boys and girls who 

were measured, boys constituted 50.1 per cent.     

 

 

Table 3.3: Age and sex distribution and sex ratio of sampled children 
 Boys Girls Total Ratio 
Age (mo) no. % no. % no. % Boy: Girl 
6-17  225.00 50.60 220.00 49.40 445.00 20.80 1.00 
18-29  243.00 49.70 246.00 50.30 489.00 22.80 1.00 
30-41  259.00 50.00 259.00 50.00 518.00 24.20 1.00 
42-53  229.00 48.40 244.00 51.60 473.00 22.10 0.90 
54-59  117.00 53.90 100.00 46.10 217.00 10.10 1.20 
Total  1073.00 50.10 1069.00 49.90 2142.00 100.00 1.00 

 

3.3.2 Prevalence of acute malnutrition 

GAM was based on SMART flags results in Table 3.4 indicate a GAM prevalence of 1.9 per 

cent, higher than the 0.5 per cent and 1.3 per cent obtained in the 2019 and 2018 rounds 

respectively. This indicates an increase in cases of malnutrition in the age category under study. 

Cases, however, remain largely low as prevalence of SAM was 0.1 per cent, as was in the last 

lean season assessment.  

 

Fig 3.1: Trends in GAM, 2018 to 2020 
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In terms of numbers, 40 out of 1030 children presented with Global Acute Malnutrition 

(GAM), with 1 case of SAM using SMART flags recorded in TMTE livelihood zone. There 

were no oedema cases recorded. Across the seven livelihood zones, the highest GAM 

prevalence was recorded in Lower Shire (4.9%) and Rift Valley Escarpment (2.1%), while the 

no cases were observed in Kasungu Lilongwe Plains. Although higher than last year, TMTE 

has registered a decrease in GAM compared to the last lean season assessment, from 2.4 per 

cent in 2018 to 1.3 per cent in 2020. 

 

Table 3.4: Prevalence of Acute Malnutrition (GAM and SAM) by Livelihood Zone 
 

 

 MUAC and Oedema were also assessed in determining the nutritional status of the children in 

this study and results are presented in Table 3.5. Consistent with findings based on the weight-

for-height z-scores and/or oedema presented in Table 3.5, moderate acute malnutrition (MAM) 

as opposed to severe acute malnutrition (SAM) was the main form of malnutrition affecting 

1.3 per cent of the survey children. This is higher than that obtained last year (post-harvest) but 

lower when compared to the GAM based on WHZ scores in Table 3.4. Although slightly 

different, the trends in prevalence across the zone almost echoed that based on WHZ scores 

Indicator 
  

Livelihood Zones 

LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 
2020 

n = 367 n = 384 n = 237 n = 279 n = 281 n = 265 n = 323 n=1030 

GAM 
  

(18) 4.9 % (7) 1.8 % (3) 1.3 % (4) 1.4 % (6) 2.1 % (0) 0.0 % (2) 0.6 % (40) 1.9% 

(2.9 - 8.1 ) (0.8 - 3.9 ) (0.4 - 3.9 ) (0.5 - 3.8 ) (0.8 - 5.9 ) (0.0 - 0.0 ) (0.1 - 2.5) (1.2 - 3.0) 

SAM 
  

(0) 0.0 % (0) 0.0 % (1) 0.4 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (1) 0.1% 

(0.0 - 0.0 ) (0.0 - 0.0 ) (0.1 - 3.3 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0) (0.0 - 0.6) 

Jun/Jul 2019 
        

GAM 
  

1.0% 0.9% 0.2% (0.6 % 0.6% 0.0% 0.2% 0.5% 

(0.3 - 2.7) (0.3 - 2.5) (0.0 - 1.7) (0.2 - 1.8) (0.2 - 1.8) (0.0 - 0.0) (0.0 - 1.3) (0.3 - 1.0) 

SAM 
  

0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

(0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) 

Jan/Feb 
2018 

        

GAM 
  

2.1% 1.3% 2.4% 1.4% 1.5% 1.0% 0.6% 1.3% 

(1.2 - 3.8) (0.5 - 3.2) (1.3 - 4.3) (0.7 - 3.0) (0.7 - 2.9) (0.4 - 2.5) (0.2 - 2.0) (0.9 - 1.9) 

SAM 
  

0.4% 0.0% 0.0% 0.2% 0.0% 0.0% 0.0% 0.1% 

(0.1 - 1.6) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 1.7) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.2) 
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with Lower Shire showing the highest prevalence (1.6%) and Kasungu Lilongwe Plains 

recording no case.   

 

Table 3.5: Prevalence of acute malnutrition based on MUAC (and/or oedema) by 
Livelihood Zone 

Indicator 
Livelihood Zones   
  

  LS SH TMTE LCPP RVE KLP KCRM Total 
Nov/Dec 
2020 n = 369 n = 385 n = 238 n = 279 n = 282 n = 266 n = 323 n=2085 

GAM 
  

(6) 1.6 % (3) 0.8 % (2) 0.8 % (1) 0.4 % (2) 0.7 % (0) 0.0 % (2) 0.6 % (25) 1.3% 

(0.8 - 3.4 ) (0.2 - 3.4 ) (0.2 - 3.5 ) (0.0 - 2.8 ) (0.2 - 2.9 ) (0.0 - 0.0 ) (0.1 - 2.5 ) (0.9 - 2.0) 

SAM 
  

(1) 0.3 % (1) 0.3 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % 0.0% 

(0.0 - 2.0 ) (0.0 - 1.9 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.3) 
June/July 
2019 

n=516 n=545 n=448 n = 517 n=529 n=483 n=571 n=3609 

GAM  
  

(6) 1.2 % (5) 0.9 % (5) 1.1% (5) 1.0 % (6) 1.1% (4) 0.8% (3) 0.5% (34) 0.9% 

(0.5 - 2.5) (0.4 - 2.1) (0.5 - 2.6) (0.4 - 2.2) (0.5 - 2.3) (0.3 - 2.2) (0.2 - 1.6) (0.7 - 1.3) 

SAM 
  

(1) 0.2 % (0) 0.0 % (0) 0.0% (0) 0.0 % (0) 0.0% (0) 0.0% (1) 0.2% (2) 0.1% 

(0.0 - 1.4)) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 1.3) (0.0 - 0.2) 

GAM < 125 mm and/or oedema; MAM < 125 mm &>= 115 mm, no oedema; SAM< 115 mm 

and/or oedema 

 

In the current survey round, two new indicators were generated for under-five nutrition; 

combined GAM and combined SAM prevalence as described in the case definitions.  These 

combine all cases classified as acutely malnourished using the different measures (WHZ scores 

and/or MUAC and/or Oedema). Using the cGAM and cSAM, prevalence’s within the 

livelihood zones slightly increased, ranging from 0 in Kasungu-Lilongwe Plains to 5.7 per cent 

in Lower Shire (Table 3.6).  

 

Table 3.6: Prevalence of combined GAM by Livelihood Zone 
Indicator Livelihood Zones 

  
 

Nov/Dec 
2020 

LS SH TMTE LCPP RVE KLP KCRM Weighted 
Total 

  n = 369 n = 385 n = 238 n = 279 n = 282 n = 266 n = 323 N=2142 
cGAM (21) 5.7 % (8) 2.1 % (4) 1.7 % (5) 1.8 % (7) 2.5 % (0) 0.0 % (3) 0.9 % (48) 2.2%  
  (3.6 - 8.9) (0.9 - 4.5) (0.6 - 4.4) (0.7 - 4.3) (1.0 - 6.1) (0.0 - 0.0) (0.3 - 2.9) (1.6 – 3.1) 
cSAM (1) 0.3 % (1) 0.3 % (1) 0.4 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (3) 0.3% 

  (0.0 - 2.0 ) (0.0 - 1.9 ) (0.1 - 3.2 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 – 0.4) 
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3.3.3 Child overweight and obesity 

 Prevalence of overweight has gone down from 3.7 per cent in 2019 to 1.2 per cent in this 

survey. This is not surprising considering the difference in seasons between the two 

assessments. However, the prevalence is also lower when compared to the findings in 2018 

where 2.5 per cent of the children assessed were overweight. Although Shire Highlands had 

the highest prevalence of overweight (1.8%), the central and northern zones of Kasungu-

Lilongwe Plains and Karonga-Chitipa-Rumphi-Mzimba continue to record the highest number 

of overweight cases compared to those in the southern and eastern region, consistent with 

previous survey rounds (Table 3.7).  

 

Table 3.7: Prevalence of overweight in children 6 to 59 months based on weight for 
height Z-scores by livelihood zones 

 

 

3.3.4 Prevalence of Underweight and Stunting 

 

     Consistent with the increase in the prevalence of GAM, proportion of underweight children 

in the surveyed population has increased from 8.9% to 11% in this round. The current 

Indicator Livelihood Zones  

  LS SH TMTE LCPP RVE KLP KCRM Total 

Dec 2020 n = 367 n = 384 n = 237 n = 279 n = 281 n = 265 n = 323 n=2085 

Overweight  
  

(2) 0.5 % (7) 1.8 % (2) 0.8 % (3) 1.1 % (2) 0.7 % (4) 1.5 % (4) 1.2 % 1.2% 

(0.1 - 2.2 ) (0.9 - 3.8 ) (0.2 - 3.5 ) (0.3 - 3.5 ) (0.2 - 2.9 ) (0.6 - 3.8 ) (0.5 - 3.3 ) (0.7 - 2.0) 

Obesity  

(0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % (0) 0.0 % 0.0% 

(0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0 ) (0.0 - 0.0) 
June/July 2019  
  

Overweight  
  

1.2% 3.7% 2.9% 4.3% 4.6% 5.0% 6.0% 3.7% 

(0.5 - 2.9) (2.3 - 5.9) (1.7 - 4.8) (2.7 - 6.7) (3.1 - 6.6 (3.3 - 7.5) (4.3 - 8.2) (3.1 - 4.5) 

Obesity  

0.0% 0.0% 0.0% 0.0% 0.2% 0.6% 0.5% 0.1% 

(0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 1.4) (0.2 - 1.9) (0.2 - 1.6) (0.0 - 0.2) 
Jan/Feb 2018 
   

Overweight  
  

1.0% 2.6% 1.7% 3.5% 3.3% 2.2% 2.1% 2.5% 

(0.4 - 2.3) (1.5 - 4.3) (0.8 - 3.6) (2.2 - 5.6) (1.9 - 5.7) (1.1 - 4.3 (1.0 - 4.3 (1.9-3.4) 

Obesity  

0.0% 0.0% 0.0% 0.0% 0.4% 0.0% 0.0% 0.1% 

(0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.0) (0.1 - 1.7) (0.0 - 0.0) (0.0 - 0.0) (0.0 - 0.5) 
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prevalence is comparable to that obtained in the 2018 assessment, which was also conducted 

during the lean season and found an underweight prevalence of 11.8%. Lower Shire has the 

highest proportion of underweight children followed by the Rift Valley Escarpment. Compared 

to 2018, prevalence has increased in all zones except Thyolo-Mulanje Tea Estates, Kasungu-

Lilongwe Plains and the Karonga-Chitipa-Rumphi-Mzimba zones.  Prevalence of severe 

underweight has remained almost the same as that recorded last year, about 1 per cent.  

 

Table 3.8: Prevalence of Underweight by Livelihood Zone 
 

 

 

     Although not a primary indicator, prevalence of stunting was determined using the 

anthropometric data collected. Results show a significant drop in stunting levels except in 

Lower Shire where stunting remains constant. Much of this stunting is moderate (Table 3.9). 

About 41 per cent of the children assessed in 2019 were stunted, 10.8 per cent of these were 

severely stunted. According the results of this round of surveys, the weighted prevalence of 

stunting is 35.5 per cent (8.6% severe). However, the prevalence is still very high based on the 

World Health Organisation revised thresholds for very high classification of greater than or 

equal to 30 per cent. Stunting prevalence is highest in Kasungu-Lilongwe Plains (40.6%) and 

lowest in Karonga-Chitipa-Rumphi-Mzimba (23.7%). 

 
 

Indicator Livelihood Zones  

  LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 2020 n = 366 n = 384 n = 238 n = 279 n = 282 n = 265 n = 323 n=2069 

Underweight 
  

(59) 16.1 % (44) 11.5 % (26) 10.9 % (32) 11.5 % (34) 12.1 % (27) 10.2 % (24) 7.4 % 11.0% 

(12.2 - 20.9 ) (8.3 - 15.7 ) (7.0 - 16.7 ) (8.3 - 15.6 ) (8.1 - 17.7 ) (6.8 - 15.1 ) (4.9 - 11.1 ) (9.5 - 12.6) 

Severe 
Underweight 

(8) 2.2 % (6) 1.6 % (2) 0.8 % (1) 0.4 % (5) 1.8 % (0) 0.0 % (3) 0.9 % 0.9% 

(0.8 - 5.6 ) (0.6 - 4.3 ) (0.2 - 3.5 ) (0.0 - 2.7 ) (0.8 - 3.9 ) (0.0 - 0.0 ) (0.3 - 2.9 ) (0.6 - 1.4) 

June/July 2019  

Underweight 
  

10.1% 10.3% 10.3% 9.3% 7.0% 8.5% 5.8% 8.9% 

(7.6 - 13.3) (7.7 - 13.7 (7.7 - 13.6) (7.0 - 12.2) (4.8 - 10.1) (6.0 - 11.9) (4.0 - 8.4) (8.0 - 9.9) 

Severe 
Underweight 

0.8% 1.5% 1.3% 1.2% 0.9% 0.8% 0.4% 1.0% 

(0.3 - 2.0) (0.7 - 3.2 (0.6 - 3.2) (0.5 - 2.8) (0.3 - 2.6) (0.3 - 2.2) (0.1 - 1.4) (0.7 - 1.4) 

(Jan/Feb 2018)  

Underweight 
  

14.4% 9.8% 13.5% 10.5% 10.8% 13.7% 8.1% 11.8% 

(11.8 - 17.5) (7.4 - 12.9) (10.3 - 17.5) (7.7 - 14.3) (7.8 - 14.7) (9.8 - 18.7) (6.1 - 10.6) (10.2 - 13.6) 

Severe 
Underweight 

2.3% 1.1% 3.1% 2.6% 1.2% 3.4% 0.0% 2.2% 

(1.4 - 3.8) (0.4 - 3.0) (1.7 - 5.5) (1.4 - 4.6) (0.5 - 3.4) (1.6 - 7.2) (0.0 - 0.0) (1.5 - 3.4) 
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Table 3.9: Prevalence of child stunting based on height-for-age z-scores 
 

 

Given that the prevalence of stunting remained largely unchanged since the first round in 2016, 

the decline in stunting registered during this round of surveys demonstrates the effects of 

investments in behaviour change interventions over the long term. Over the one-year period, 

there has been a 20.4 per cent reduction in severe stunting while the proportion of moderate 

stunting has reduced by 13.4 per cent.   

 

3.4 Adolescent and adult nutritional status 
 

3.4.1 Adolescent nutritional status 

Adolescent nutrition status was determined using body mass index (BMI) for age Z score. 

Weight and height measurements were taken using the seca digital scale and stadiometer, 

respectively to compute the BMI.  Weight in kilograms was divided by height in metres squared 

(kg/m2) in order to calculate body mass index. BMI for age Z score of SD <-2 was defined as 

underweight, and, SD <-3 as severe underweight. Table 3.10 shows that 3.0% of the 

adolescents were underweight, a percentage point lower than January/February 2018 findings 

(4.0%). KCRM (4.7%) had the highest proportion of underweight adolescents, and LCPP 

(1.9%) had the lowest. Underweight was more prevalent among male adolescents (4.2%) than 

females (1.8%).  Only 0.2 per cent of the adolescents were severely underweight, lower than 

last year (0.6%) but comparable to the 2018 results (0.3%). 

 

Indicator 
  

Livelihood Zones 

LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 
2020 n = 361 n = 385 n = 236 n = 278 n = 280 n = 261 n = 321 n=2069 

Stunting 
  

(121) 33.5 % (132) 34.3 % (84) 35.6 % (96) 34.5 % (106) 37.9 % (106) 40.6 % (76) 23.7 % 35.5% 

(28.7 - 38.7) (28.9 - 40.1) (28.3 - 43.7) (27.9 - 41.9) (30.8 - 45.4) (33.5 - 48.2) (18.8 - 29.3) (32.8-38.3) 

Severe 
stunting 

(29) 8.0 % (30) 7.8 % (15) 6.4 % (27) 9.7 % (29) 10.4 % (24) 9.2 % (20) 6.2 % 8.6% 

(4.9 - 12.9) (5.3 - 11.2) (3.7 - 10.8) (6.9 - 13.5) (5.8 - 17.7) (5.5 - 15.0) (4.0 - 9.5) (7.0 - 10.4) 
Jun/July 
2019 n=509 n=537 n=444 n=510 n=518 n=479 n=569   

Stunting 
  

34.2% 41.7% 47.1% 38.2% 40.7% 45.3% 38.3% 40.8% 

(29.7 - 39.0) (36.3 - 47.3) (42.0 - 52.2) (33.9 - 42.8) (35.5 - 46.2) (40.8 - 49.8) (34.0 - 42.8) (39.1 - 42.6) 

Severe 
stunting 

8.1% 12.5% 13.1% 10.2% 9.3% 13.2% 9.8% 10.8% 

(6.0 - 10.8) (9.6 - 16.1) (10.5 - 16.1) (7.9 - 13.1) (7.1 - 12.0) (10.3 - 16.7) (7.5 - 12.9) (9.8 - 11.9) 



 

40 
 

 
Table 3.10: Prevalence (%) of undernutrition in adolescents 10-19 years-based body 
mass index (BMI) by Livelihood Zone 
Indicator Sex Livelihood Zones  

Overall 
Weighted 

BMI 
Classificati
on 

LS S
H 

TMT
E 

LCP
P 

RV
E 

KL
P 

KCR
M 

Nov/ Dec 2020 

BMI for age 
SD <-2 

Total 3.2 4.6 2.4 1.9 3.1 2.6 4.7 3.0 

Male 6.1 7.1 3.1 2.1 4.2 3.6 6.2 4.2 

Female 0.9 1.8 1.6 1.7 1.7 1.7 2.9 1.8 

BMI for age 
SD <-3 

Total 0.2 0.2 0.3 0.8 0.0 0.0 0.4 0.2 

Male 0.4 0.4 0.5 1.0 0.0 0.0 0.8 0.3 

Female 0.0 0.0 0.0 0.5 0.0 0.0 0.0 0.1 

June/July 2019 

BMI for age 
SD <-2 

Total  5.5 3.6 2.9 2.1 2.5 2.9 2.1 3.2 

 Male 8.1 5.1 4.6 2.8 3.0 3.7 3.0 4.5 

 Female 2.7 2.2 1.1 1.5 1.9 2.1 1.0 1.8 

BMI for age 
SD <-3 

Total  0.8 0.4 0.4 0.8 1.1 0.2 0.3 0.6 

 Male 0.7 0.4 0.7 1.4 2.1 0.0 0.6 0.8 

 Female 0.8 0.4 0.0 0.4 0.0 0.3 0.0 0.3 

Jan/Feb 2018 

 
BMI for age 
SD <-2 

Total  7.8 3.3 3.9 5.2 3.0 3.6 3.2 4.0 

Male 7.3 4.2 3.0 5.7 4.2 3.0 3.2 4.0 
Female 8.4 2.4 4.7 4.7 1.7 4.1 3.2 3.9 

 
BMI for age 
SD <-3 

Total  0.7 0.2 0.6 0.5 0.0 0.2 0.0 0.3 
Male 0.6 0.3 0.7 0.6 0.0 0.0 0.0 0.3 
Female 0.7 0.0 0.4 0.5 0.0 0.5 0.0 0.3 

 

Using WHO definition for overweight and obesity among adolescents, overweight is BMI-for-

age greater than 1 standard deviation above the WHO Growth Reference median; and 

obesity is greater than 2 standard deviations above the WHO Growth Reference median. 

Compared to last two assessments, the prevalence of overweight is at its highest (6%). This is 

up from 5% last year and 4.4% in January/February 2018. Overweight was more prevalent in 

LCPP (8.9%) and KCRM (8.6%) and lowest in LS (4.6%) and TMTE (4.7%). Consistent with 

previous findings, prevalence of overweight remains high in female adolescents (9%) 
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compared to males (3%). Obesity prevalence is at 0.8%, comparable to that found last year at 

0.7%. The rising prevalence of overweight/obesity is of great concern and necessitates 

continuous monitoring given the linkages with non-communicable diseases in later life. 

 

Table 3.11: Prevalence of overweight and obesity in adolescents 10 to 19 years based on body 
mass index (BMI) by age by Livelihood Zone 

 
 
3.4.2 Malnutrition among pregnant and lactating women  

 

Table 3.12 presents the prevalence of acute under-nutrition in pregnant and lactating women 

assessed using the mid-upper arm circumference (MUAC). MUAC indicates acute 

undernutrition, and the threshold of moderate and severe undernutrition is <22cm and <19cm, 

respectively. Overall, moderate acute undernutrition among PLW (1.8%) was similar with 

January/February 2018 findings, although severe acute undernutrition has increased to 1% in 

November/December 2020. Severe acute undernutrition was more prevalent in Lower Shire 

(4.5%) than other livelihood zones. Similarly, Shire highlands reported a higher rate of 

moderate acute undernutrition (5.6%) than in other livelihood zones. The results indicate that 

there has been an increase in the prevalence of acute undernutrition among PLW in Lower 

Shire and Shire Highlands and a decline in other livelihood zones between January/February 

2018 and November/December 2020. Although agricultural seasonality might have affected 

food availability, access, and utilization at household and individual levels, other factors such 

Indicator 
Sex 

Livelihood Zones 
  

Overall 
BMI 
Classification LS SH TMTE LCPP RVE KLP KCRM Weighted 

Nov/Dec 2020          
BMI for age  Total  4.57% 5.92% 4.72% 8.92% 5.18% 5.08% 8.64% 6.03% 
SD > +1 Male 2.61% 2.50% 3.63% 5.15% 2.79% 3.15% 2.70% 3.23%  

Female 6.52% 9.72% 5.85% 13.07% 8.19% 6.93% 16.18% 9.04% 
BMI for age  Total  0.87% 0.88% 0.79% 3.24% 0.78% 0.00% 0.65% 0.84% 
SD > +2 Male 1.74% 0.42% 1.04% 2.58% 0.93% 0.00% 0.39% 0.77%  

Female 0.00% 1.39% 0.53% 3.98% 0.58% 0.00% 0.98% 0.91% 
June/July 
2019 

         

BMI for age  Total  3.00% 6.70% 5.40% 5.00% 4.30% 6.50% 5.70% 5.20% 
SD > +1 Male 1.50% 4.70% 1.10% 4.70% 1.70% 3.70% 3.00% 2.80%  

Female 4.70% 8.60% 10.00% 5.30% 7.00% 9.20% 8.80% 7.60% 
BMI for age  Total  0.00% 0.40% 0.50% 0.40% 0.40% 0.30% 0.60% 0.40% 
SD > +2 Male 0.00% 0.40% 0.40% 0.00% 0.40% 0.30% 0.30% 0.30%  

Female 0.00% 0.40% 0.70% 0.80% 0.50% 0.30% 1.00% 0.50% 
Jan/Feb 2018          
BMI for age  Total  3.50% 5.50% 5.30% 2.70% 4.40% 4.30% 4.50% 4.40% 
SD > +1 Male 1.90% 2.10% 3.30% 1.10% 1.90% 2.50% 2.50% 2.20% 

 Female 5.20% 9.50% 7.30% 4.20% 7.20% 6.50% 6.30% 6.60% 
BMI for age  Total  0.30% 1.30% 0.40% 0.30% 0.60% 0.50% 0.40% 0.50% 
SD > +2 Male 0.30% 0.30% 0.40% 0.00% 0.00% 0.50% 0.00% 0.30% 

 Female 0.30% 2.40% 0.40% 0.50% 1.30% 0.50% 0.80% 0.80% 
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as the global pandemic (Covid-19) could explain the changes in the prevalence of acute under-

nutrition in this target group.   

 

Table 3.12: Prevalence of acute undernutrition in pregnant and lactating women 
based MUAC measurements by Livelihood Zones [2020, 2019, 2018] 

Livelihood Zones 

 Indicator  LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 2020  

MUAC<22.0cm 4.5% 5.6% 2.5% 0.0% 0.0% 1.2% 1.2% 1.8% 

MUAC<19.0cm 4.5% 3.7% 1.3% 0.0% 0.0% 0.0% 1.2% 1.0% 

June/July 2019   

MUAC<22.0cm 1.7% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.2% 

MUAC<19.0cm 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

Jan/Feb 2018   

MUAC<22.0cm 2.9% 0.0% 3.6% 2.0% 1.8% 1.8% 1.6% 1.8% 

MUAC<19.0cm 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

 

 

3.5 Water, sanitation and hygiene 
 

3.51. Hand washing practices 

 

Data on hand washing at critical points was also collected and findings are presented in Table 

3.13. The findings show that most respondents in all zones observe hand washing before eating 

with proportions ranging from 88.2 per cent in Thyolo Mulanje Tea Estates to 96.2 per cent in 

the KarongChitipaRumphi Mzimba Plain. The overall proportion of respondents washing 

hands before taking a meal remained the same at 92.6 per cent when compared with the 2019 

survey round. Shire Highlands recorded the highest proportion of respondents washing hands 

before preparing a meal (57.7%) with the lowest being recorded in the Kasungu Lilongwe Plain 

(43.9%). Overall, the proportion of respondents that washed hands before preparing a meal 

increased from 45 per cent in 2019 to 50.2 per cent in 2020. The combined proportion of 

respondents washing hands before feeding a baby was much low at 9.5 per cent down from 13 

per cent. Kasungu Lilongwe Plain recorded the lowest proportion at 3.8 per cent with the 
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highest being recorded in the Shire Highlands Zone (13.7%). Feeding baby without washing 

hands is a risk factor for diarrhea and as such interventions should be put in place to promote 

positive behavioural change towards appropriate hand washing. 

 

The overall proportion of respondents that washes hands at all critical points was 3.9 per cent. 

Comparison within the zones shows that hand washing at all critical points was higher in the 

Shire Highlands Zone (8.7%) followed by the Thyolo Mulanje Tea Estates Zone (7%). The 

lowest proportion was recorded in the Kasungu Lilongwe Plain (0.9%) and the Karonga 

Chitipa-Rumphi Mzimba Zone (2.2%). These findings imply that the households are at risk of 

contracting diarrhea diseases and other hygiene related diseases, including Covid-19. These 

findings suggest the need to design and implement social behavioural change communication 

interventions in order to promote adoption of appropriate hand washing practices.    

 

Availability of soap at the hand washing facility and the presence of a hand washing facility 

near a toilet was assessed. Findings show that only 33.3 per cent of the households had soap at 

the hand washing facility.   The highest proportion of households with soap at the hand washing 

facility was observed in the Shire Highlands Zone (49.5%) while the lowest was observed in 

the Kasungu Lilongwe Plain (19.6%). Use of soap during washing was also assessed. Findings 

show that only 18.5 per cent always use soap while 8.2 per cent never use when washing hands. 

The Kasungu Lilongwe Plain reported the lowest proportion of washing hands with soap all 

the time (14.5%) while the highest was recorded in the Karonga Chitipa Rumphi Mzimba Zone 

(24.3%). These findings suggest that infection prevention is still a problem.  Further, the 

findings show that only a few households had a toilet with overall proportion at 17.9 per cent 

across the country. Fewer toilets were observed in the Kasungu Lilongwe Plain (13%) with 

Lake Chirwa Phalombe Plain recording the highest (26.6%).  
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Fig 3.2: Reported changes in hand washing practice 

 

A total of 61.7 per cent reported to be washing hands more than the previous year with the 

Karonga Chitipa Rumphi Mzimba Zone recording the highest (66.2%) while the lowest was 

recorded in the Lower Shire Zone (56.4%) (Figure 3.2). The messages on hand washing 

through the COVID-19 prevention practices could be the contributing factor to the increase in 

hand washing practices.  

 

 

Table 3.13: Handwashing occasions reported by participants by livelihood zone 
 
 

Indicator Livelihood Zones 

Dec 2020 LS SH TMTE LCPP RVE KLP KCRM Total 

Before eating 89.2% 90.7% 88.2% 88.9% 94.9% 94.9% 96.2% 92.6% 

Before breastfeeding/feeding a 

child 12.4% 13.7% 13.6% 11.5% 12.4% 3.8% 8.6% 9.5% 

Before cooking or preparing food 48.3% 57.7% 47.6% 55.1% 54.0% 43.9% 50.9% 50.2% 

After defecation or urinating 86.2% 81.5% 86.2% 79.8% 84.3% 89.7% 90.1% 85.9% 

After cleaning a child that has 

defecated or changing a nappy 30.1% 37.0% 41.8% 34.2% 36.3% 25.4% 21.9% 31.6% 

Compared to last year, has there
been a change in your hand washing

practice
56.4% 62.7% 62.8% 64.6% 62.1% 58.9% 66.2% 61.7%

56.4%

62.7% 62.8%

64.6%

62.1%

58.9%

66.2%

61.7%
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Handwashing washing at all 

critical points  6.1% 8.7% 7.0% 3.8% 4.1% 0.9% 2.2% 3.9% 

June 2019                 

Before eating 95.2% 93.3% 90.8% 90.9% 90.4% 94.4% 94.7% 92.60% 

Before breastfeeding/feeding a 

child 12.9% 16.7% 13.1% 16.0% 11.3% 8.2% 12.0% 13.0% 

Before cooking or preparing food 43.7% 49.8% 46.2% 45.3% 44.5% 40.7% 44.2% 45.0% 

After defecation or urination 87.1% 80.9% 84.8% 80.5% 87.7% 89.7% 89.8% 85.3% 

After cleaning a child that has 

defecated/ changing a nappy 21.7% 24.6% 22.2% 27.8% 22.6% 19.9% 20.8% 23.0% 

Handwashing washing at all 

critical points 3.76% 5.12% 3.75% 5.84% 3.42% 3.20% 3.62% 4.15% 

 

 

3.5.2Access to water and toilet use 

 

During the survey, data on use of water from improved source was collected and findings are 

presented in Table 3.14. The findings show that there is no significant increase in the proportion 

of households using water from improved source (85.3% in 2020 against 84.6% in 2019). The 

highest increase in the proportion of households using water from improved source was 

recorded in the Thyolo Mulanje Tea Estates Zone of 87 per cent from 80.9 per cent in 2019. 

Of the seven livelihood zones, three had a lower proportion of households accessing water from 

improved source as compared to the 2015/16 MDHS survey in which 87 per cent had access 

to improved water. These three livelihood zones include Rift Valley Escarpments (78%), 

Kasungu Lilongwe Plain (82.2%) and the Karonga Chitipa Rumphi Mzimba (84.5%).  

 

The proportion of households having access to safe water within thirty minutes was 78 per cent 

and was similar to the 2019 survey round (77.7%). The within zone comparison shows that the 

Kasungu Lilongwe Plain had the highest proportion of households accessing water within thirty 

minutes (88.2%) while the Lower Shire had the lowest (69.2%). Compared with the 2019 

survey round, increases in the proportion of households accessing water within thirty minutes 

were observed in the Shire Highlands and the Kasungu Lilongwe Plain only. The decline shift 

is worrisome, and efforts should be made to increase access. 
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The weighted proportion of households owning toilet facilities was 82.9 per cent with the 

highest ownership recorded in the Rift Valley Escarpments (85.8%) while the lowest was 

recorded in the Thyolo Mulanje Tea Estates (81.1%). The difference in ownership of toilets 

among the zones was not significant. There was an improvement in toilet ownership in the 

Lower Shire from 68.3 per cent in 2019 to 81.3 per cent in 2020. These findings suggest the 

need to strengthen the gains made in the Lower Shire. However, it should be noted that very 

few households are using improved toilets (17.8%) with the lowest proportion recorded in the 

Kasungu Lilongwe Plain (13.5%) and the Lower Shire (13.9%). These findings suggest the 

need for interventions to promote construction of the improved toilet facilities in order to 

enhance disease prevention.  

 

Overall, the proportion of households reporting to dispose off child faeces appropriately 

increased to 94.6 per cent from 88.9 per cent in 2019 with the highest recorded in the Shire 

Highlands (98.4%) and the lowest recorded in the Rift Valley Escarpments (89.8%). Rift 

Valley Escarpments recorded a decline in the proportion of households that dispose off the 

children’s faeces appropriately from 94.6 per cent in 2019 to 89.8 per cent. Improper disposal 

of faeces is a risk factor for diarrhea and households need health education to promote optimal 

behaviur change.   

 

 

Table 3.14: Proportion of households with improved water and sanitation facilities 
by Livelihood Zones 

 

Indicator Livelihood Zones 

Dec 2020 LS SH TMTE LCPP RVE KLP KCRM Total 

Using improved drinking water  87.3% 93.9% 87.0% 90.3% 78.0% 82.2% 84.5% 85.3% 

With improved access to drinking 

water source  69.2% 75.8% 71.4% 73.0% 73.9% 88.2% 74.5% 78.0% 

Owning toilet facilities 81.3% 84.8% 81.1% 83.2% 85.8% 82.1% 81.3% 82.9% 

Using improved toilet facilities* 13.9% 27.3% 19.2% 16.8% 17.1% 13.5% 20.7% 17.8% 

With children under three that 

dispose of faeces safely  90.5% 98.4% 93.8% 96.0% 89.8% 95.5% 95.0% 94.6% 

June 2019                 
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Using improved drinking water  84.4% 91.8% 80.9% 88.3% 85.2% 79.0% 83.2% 84.6% 

With improved access to drinking 

water source  72.7% 74.8% 74.7% 77.7% 78.2% 83.2% 82.0% 77.7% 

Owning toilet facilities 68.3% 74.2% 74.4% 74.4% 75.2% 78.5% 82.2% 75.4% 

Using improved toilet facilities* 35.6% 14.7% 24.4% 21.6% 16.9% 8.8% 11.4% 19.0% 

With children under three that 

dispose of faeces safely  77.0% 89.0% 86.7% 93.3% 94.9% 89.5% 93.2% 88.9% 

 

*Improved toilet=Flush to sewage system or septic tank or Pour flush latrine (water seal type) 

or Ventilated improved pit latrine or Pit latrine with slab. 

 

3.6 Morbidity 
 

3.6.1 Morbidity among the under-five children  

 

Morbidity among the under five children in the previous two weeks prior to the survey was 

assessed using data collected from all the seven livelihood zones. The findings on morbidity 

are presented in Table 3.15. Results show that 49.2 per cent of all children had some illness 

within the recall period. The findings are similar to the 2019 survey round in which 48.4 per 

cent were recorded to have had an infection. The highest prevalence of morbidity was recorded 

in the Thyolo Mulanje Tea Estates livelihood zone (60.9%) with the lowest recorded in the 

Karonga Chitipa Rumphi Mzimba Zone (44.6%). Compared to the 2019 survey round, 

prevalence of morbidity increased in the Lower Shire Zone, Thyolo Mulanje Tea Estates and 

Lake Chirwa Phalombe Plain. There is need to investigate reasons for the increase in morbidity 

rates in these zones so that appropriate action is taken to address the problem.   

 

The current prevalence of diarrhoea episodes is the lowest (19.1%) when compared with the 

previous survey rounds (21.2% in 2019; and, 19.6% in 2018). Among the zones, prevalence 

ranges from 13.9 per cent in the Karonga-Chitipa-Rumphi-Mzimba Zone to 31.8 per cent in 

Thyolo Mulanje Tea Estates Zone. Compared to the 2019 survey round, increases in the 

prevalence of diarrhoea cases were recorded in the Thyolo Mulanje Tea Estates Zone, Lake 

Chirwa Phalombe Plain and the Rift Valley Escarpments. The increase in diarrohea episodes 
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is worrisome as diarrhoea compromises nutrition status. Interventions that could lead to 

reducing further the prevalence of the diarrhoeal episodes should be implemented.  

 

The overall use of micronutrient powders decreased from 54.4 per cent in 2019 to 14.8 per cent 

in the current survey round. Trends show that there has been a decline in the proportion of 

children under two years of age who are being provided with the supplement (82.7% in 2018). 

The Lower Shire Zone recorded no use of micronutrient powders followed by the Thyolo 

Mulanje Tea Estates (0.8%), while the highest proportion was recorded in the Shire Highlands 

Zone (24.9%). The low use of the micronutrient powders is attributed to the fact that the 

program is being implemented in sixteen districts only. Nevertheless, there is need for the 

Ministry of Health to investigate the reasons for the low use of the micronutrient powders as 

some zones who are supposed to record some proportion utilising the powder have recorded 

none. For instance, the powders were rolled out in Nsanje but the Lower Shire Zone recorded 

none. The Thyolo Mulanje Tea Estates has no district with the program. In the Lake Chirwa 

Phalombe Plain, the proportion using the micronutrient powders is low at 13.3 per cent yet two 

of its districts namely Zomba and Phalombe are implementing the program. This implies either 

reporting error or that households are not accessing the micronutrient powders hence the need 

for further investigations. Similarly, in the Lilongwe Kasungu Plain, the program is being 

implemented in all districts except for Kasungu yet only 18.4 per cent reported to be using the 

powders. 
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Table 3.15: Morbidity and Diarrhea episodes by Livelihood Zones [2020, 2019] 

 

During the survey, actions taken by the household members when their child had diarrhoea 

were investigated and findings are presented in Figure 3.1. Overall, 90.9 per cent of 

respondents reported taking their children to hospital when the children had diarrhoea 

suggesting an increase of 27.8 percentage points when compared to the 2019 survey round 

(62.7%). The increase also applies to the other survey rounds. This is commendable and there 

is need for interventions to sustain these gains. The lowest hospital seeking behaviour during 

diarrhoea cases was recorded in the Shire Highlands Zone (84.9%) while the highest was 

recorded in the Rift Valley Escarpments (95.6%). 

 

Indicator Livelihood Zones 

Dec 2020 LS SH TMTE LCPP RVE KLP KCRM Total 

Morbidity 50.7% 45.7% 60.9% 53.1% 48.9% 50.0% 44.6% 49.2% 

Diarrhoea 23.0% 19.1% 31.8% 21.9% 17.1% 17.2% 13.9% 19.1% 

Use of Micronutrient Powder 0.0% 24.9% 0.8% 13.3% 16.7% 18.4% 23.2% 14.8% 

June 2019                 

Morbidity 41.4% 50.4% 49.5% 45.5% 51.0% 50.9% 49.6% 48.4% 

Diarrhoea 26.2% 27.3% 27.4% 16.1% 15.9% 25.4% 13.3% 21.2% 

Use of Micronutrient Powder 51.6% 50.6% 64.5% 61.5% 49.0% 46.6% 57.9% 54.4% 

Jan/Feb 2018                  

Morbidity 55.5% 52.9% 57.0% 57.6% 50.4% 59.9% 49.7% 55.7% 

Diarrhoea 38.0% 19.8% 22.7% 22.1% 15.5% 20.9% 14.4% 19.6% 

Use of Micronutrient Powder 85.8% 87.0% 87.2% 86.7% 86.2% 74.2% 77.7% 82.7% 
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Fig 3.3: Health seeking for diarrhoea management, 2016 to 2020 

 

3.6.2 Adolescent and adult morbidity prevalence 

Data on morbidity for the adolescents and adults two weeks prior to the day of the survey and 

their participationin nutrition programmes were collected and the results are presented in 

Tables 3.16 and 3.17. The Proportion of adolescents who had fallen sick two weeks prior to 

the survey increased to 17.9 per cent from 14 per cent in 2019 but was lower than 26.1 per cent 

in 2018. The Lake Chirwa Phalombe Plain recorded the highest prevalence of 22.6 per cent 

with the lowest being recorded in the Shire Highlands (11.4%). Very few adolescents are 

participating in the targeted nutrition programs with a combined total of 2.1%.  per cent. The 

Lower Shire Zone had the highest proportion (9.4%) while the Kasungu Lilongwe Plain had 

the lowest (0.2%). Compared with the 2019 and 2018 survey rounds, there has been an increase 

in the proportion of adolescents participating in the targeted nutrition programs where 0.3 per 

cent and 0.6 per cent participated in the targeted nutrition programmes.  

 

LS SH TMTE LCPP RVE KLP KCRM Total
Livelihood Zones

Behaviour in 2016 78.8% 70.0% 68.9% 73.6% 70.1% 69.8% 75.3% 72.0%

Behaviour in 2017 83.9% 70.7% 71.8% 69.1% 65.8% 69.6% 82.3% 71.3%

Behaviour in 2018 80.60% 74.20% 87.30% 63% 82.20% 72.30% 81.80% 75.30%

Behaviour in 2019 67.3% 60.0% 61.4% 60.0% 65.1% 61.7% 65.8% 62.7%

Behaviour in 2020 89.4% 84.9% 89.3% 91.2% 95.6% 90.9% 90.7% 90.5%

89.4% 84.9% 89.3% 91.2% 95.6% 90.9% 90.7% 90.5%

67.3% 60.0% 61.4% 60.0% 65.1% 61.7% 65.8% 62.7%

80.60%
74.20%

87.30%
63%

82.20%
72.30% 81.80% 75.30%

83.9%

70.7%
71.8%

69.1%

65.8%
69.6%

82.3%
71.3%

78.8%

70.0%
68.9%

73.6%
70.1%

69.8%

75.3%
72.0%
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Only 4.1 per cent of the adolescent girls are receiving iron folate supplements with the lowest 

in the Rift Valley Escarpments (1.8%) while the highest is the Lake Chirwa Phalombe Plain 

(5.7%). The findings indicate a missed opportunity as adolescence is a critical stage of human 

development thereby requiring appropriate nutrition. The low participation of adolescence in 

the iron folate supplementation program imply that nutritional anaemia is likely to be high. 

Programs that promote optimal nutrition status among adolescence should be scaled up across 

the country. 

 

Table 3.16: Adolescent morbidity, and, percentage under any nutrition programme 
by Livelihood Zones [2020, 2019, 2018] 

 

Indicator Livelihood Zones 

  LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 2020                 

% sick in the last 2 weeks  15.4% 11.4% 19.5% 22.6% 14.0% 19.9% 17.1% 17.9% 

% currently under any nutrition 

programme 9.4% 2.9% 3.2% 0.5% 2.6% 0.2% 3.0% 2.1% 

% currently under IFA 

programme 3.9% 5.6% 2.7% 5.7% 1.8% 5.6% 2.0% 4.1% 

June/July 2019                 

% sick in the last 2 weeks  12.1% 11.6% 11.7% 8.3% 10.4% 24.4% 17.1% 14.0% 

% currently under any nutrition 

programme 0.0% 0.4% 0.2% 0.6% 0.4% 0.3% 0.0% 0.3% 

Jan/Feb 2018                 

% sick in the last 2 weeks  23.7% 23.2% 27.1% 29.1% 28.8% 26.7% 19.7% 26.1% 

% currently under any nutrition 

programme 0.2% 2.2% 0.4% 1.1% 0.8% 0.0% 0.2% 0.6% 

 

 

Findings of the morbidity among adults and their participation in nutrition programmes show 

that morbidity among adults was at 24.6 per cent which was higher than 15.8 per cent in 2019 

but lower than 27.1 per cent in 2018. The Kasungu Lilongwe Plain recorded the highest 

morbidity rate (32.9%) followed by the Karonga Chitipa Rumphi Mzimba zone (31%). The 

lowest morbidity rate was recorded in the Shire Highlands (13%). Only 2.3% of the adults were 
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recorded to be participating in the targeted nutrition programs with the highest being recorded 

in the Rift Valley Escarpments (5.1%). No adult was recorded participating in any targeted 

nutrition program in Lower Shire Zone, Shire Highlands Zone and the Thyolo Mulanje Tea 

Estates.  

 

A total of 9.4 per cent of the adults reported receiving the iron folate supplements with the 

highest in the Karonga ChitipaRumphi Mzimba Zone (20.7%) while Thyolo Mulanje Tea 

Estates recorded none. However, these findings on iron folate supplements should be taken 

with caution considering that all pregnant women receive the supplement during pregnancy. 

According to the Malawi Demographic and Health Survey 2015/16, 7 per cent of women of 

child bearing age are underweight. Therefore, the low coverage of the targeted nutrition 

programs among adults is worrisome as some of the women might be bearing children and this 

may compromise pregnancy outcomes. There is need to initiate well-coordinated programs to 

ensure that adults are well provided with nutrition support.  

 

Table 3.17: Adult morbidity, and, percentage under any nutrition programme by 
Livelihood Zones [2020, 2019, 2018] 

 

Indicator Livelihood Zones 

  LS SH TMTE LCPP RVE KLP KCRM Total 

Nov/Dec 2020                 

% sick in the last 2 weeks  18.1% 13.0% 20.3% 24.7% 20.5% 32.9% 31.0% 24.6% 

% currently under any nutrition 

programme 0.0% 0.0% 0.0% 1.0% 5.1% 3.5% 4.6% 2.3% 

% currently under IFA programme 6.0% 3.7% 0.0% 8.3% 14.1% 12.9% 20.7% 9.4% 

June/July 2019                 

% sick in the last 2 weeks  12.6% 14.7% 13.1% 14.4% 14.7% 24.1% 15.1% 15.8% 

% currently under any nutrition 

programme 0.3% 0.2% 0.8% 0.3% 0.4% 0.3% 0.1% 0.3% 

Jan/Feb 2018                 

% sick in the last 2 weeks prior the 

survey 30.7% 26.6% 26.3% 32.3% 28.4% 26.6% 23.1% 27.1% 

% currently under any nutrition 

programme 2.0% 3.6% 1.0% 0.8% 1.3% 0.1% 0.3% 1.0% 
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3.7 Crude mortality 
Data on crude and under-five death rate three months prior to the survey were collected and 

findings are presented in Table 3.18. Findings show that both the crude5 and under-five6 death 

rates were within the acceptable thresholds of less than 2 deaths per 10,000 per day for under-

five death rate and less than 1 death per 10,000 per day for crude death rate in all the zones. 

The highest crude death rate was recorded in the Kasungu Lilongwe Plain Zone (0.3%) with 

the lowest prevalence of 0.14 per cent each recorded in the Shire Highlands Zone and the Rift 

Valley Escarpments Zone. Compared with the 2019 round, the within comparison shows that 

there was an increase in crude mortality rate except for the Shire Highlands Zone, Thyolo 

Mulanje Tea Estates Zone and the Karonga Chitipa Rumphi Mzimba Zone.  

 

Findings of the under-five death rate show that the Lower Shire Zone had the highest (0.80%). 

The Rift Valley Escarpments and the Shire Highlands Zone recorded no death. Compared to 

the 2019 survey round, increase in under five death rates were observed in the Lower Shire 

Zone, Thyolo Mulanje Tea Estates, Lake Chirwa Phalombe Plain and the Kasungu Lilongwe 

Plain.  Thus, there are remarkable variations across the zones. The overall under five death rate 

increased from 0.2 per cent in 2019 to 0.32 per cent in the current survey round. The findings 

also show mixed variations across the survey rounds with no specific direction. 

 

 

 

 

 

 

 

 

 

 

 

 
5 Thresholds for Crude Death Rate: <1/10,000/day=Acceptable; > 1/10,000/day=Very Serious, > 2/10,000/day=Out of Control, 
>5/10,000/day=Major Catastrophe (adapted from Checchi and Roberts, 2005) 
6 Thresholds for Under-Five Death Rate: <2/10,000/day=Acceptable, >2/10,000/day=Very Serious, >4/10,000/day=Out of 
Control, >10/10,000/day= Major Catastrophe(adapted from Checchi and Roberts, 2005) 
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Table 3.18: Crude and Under-Five Death Rate by Livelihood Zones 

Indicator 

Livelihood 

Zones               

Nov/Dec 

2020 LS SH TMTE LCPP RVE KLP KCRM Total 

Overall 

Crude Death 

Rate (CDR) 

0.24  0.14  0.19  0.18  0.14  0.30  0.19  0.20 

(0.12-0.48) (0.05-0.36) (0.07-0.49) (0.07-0.49) (0.04-0.43) (0.15-0.60) (0.08-0.46) (0.14-0.28) 

Under 5 

Children 

CDR 

0.8  0.00  0.43 0.37   0.00  0.37   0.30  0.32 

(0.25-2.50) (0.00-0.00) (0.06-3.21) (0.05-2.89) (0.00-0.00) (0.05-2.78) (0.16-0.64) 

June/July 

2019                 

Overall CDR 

0.17 0.22  0.30  0.05  0.12  0.15  0.22  0.10 

(0.07-0.42) (0.11-0.43) (0.14-0.62) (0.01-0.22) (0.05-0.29) (0.07-0.33) (0.11-0.45)  

Under 5 

Children 

CDR 

0.17  0.76  0.21  0.00 0. 0 0.0  0.66  0.20 

(0.02-1.31) (0.29-1.99) (0.03-1.52) (0.0-0.0) (0.0-0.0) (0.0-0.0) (0.2-2.17)  

Jan/Feb 

2018                 

Overall CDR 

0.43  0.17  0.68  0.41  0.11  0.26  0.22    

(0.23-0.78) (0.02-1.52) (0.39-1.19) (0.21-0.81) (0.04-0.35) (0.13-0.53) (0.11-0.44)  

Under 5 

Children 

CDR 

0.29  0.0  0.7  0.0 0.3  0.31  0.24    

(0.04-2.13) (0.00-0.00) (0.17-2.89) (0.00-0.00) (0.04-2.24) (0.04-2.34) (0.03-1.79)  

   

3.8 Infant and Young Child Feeding Practices 
 

3.8.1 Minimum Acceptable Diet among Children 6-23.9 months  

Minimum Acceptable Diet (MAD) is a composite indicator of minimum dietary diversity and 

minimum meal frequency of children aged 6 to 23.9 months, collected using the 24-hour 

dietary recall method. Achieving the MAD is an indication of optimal complementary feeding 

patterns of children 6-23.9 months. Figure 3.2 presents the proportion of children 6 to 23.9 

months of age who received MAD by livelihood zone and across the years.  Overall, there has 

been an improvement in the MAD indicator across all the livelihood zones when comparing 

January/February 2018 to November/December 2020 data collection period (Figure 3.2). At 

the national level, the MAD indicator has increased by 18.2 per cent (10.7% in 

January/February 2018 to 28.9 per cent in November/December 2020). The MAD indicator's 

improvement was better in KCRM (9% in January/February 2018 to 38.4 per cent in 
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November/December 2020) than in LS (3.8% in January/February 2018 to 7.9 per cent 

November/December 2020) livelihood zones.  

 

In descending order by livelihood zone, proportion of children meeting the MAD requirements 

were RVE (39.8%), KCRM (38.4%), TMTE (35.2%), SH (29.9%), KLP (24.7%), LCPP 

(23.1%) and LS (7.9%). The positive change in the MAD indicator can be alluded to the 

implementation of nutrition programs which promote best practices in infants and young 

feeding. However, other nutrition and health-related programs implemented in the livelihood 

zones might have contributed to the uptake of optimal child feeding practices among 

caregivers. Just as with the stunting indicator, LS had the lowest proportion of children meeting 

the MAD compared to other zones. Overall, the MAD indicators had varied widely across the 

assessments.   

 

 

Fig 3.4:  Proportion of Children 6-23.9 months Who achieved Minimum Acceptable 

Diet by Livelihood Zones 

 

Minimum Dietary Diversity (MDD) indicates the proportion of children who consume at least 

four or more of the seven food groups such as grains, roots and tubers, legumes and nuts, dairy 

products, flesh foods, vitamin A-rich fruits and vegetables, and other fruits and vegetables. The 

Minimum Meal Frequency (MMF) measures the minimum number of times either breastfed or 

non-breastfed children 6-23.9 months who receive solid, semi-solid, or soft foods proxy 

indicator of energy intake from food.  The minimum number of times varies based on either 

7.9%
29.9%

35.2%
23.1%

39.8%
24.7%

38.4%
28.9%

6.2%
10.8%

16.3%
13.7% 6.0%

12.7%

12.1%
11.0%

3.8% 14.0%

10.0% 13.0%
14.5%

9.4%

9.0%
10.7%

9.6% 23.7%
15.2% 10.3%

21.2% 21.8%
19.0% 18.7%

LS SH TMTE LCPP RVE KLP KCRM Total

MAD IN 2020 MAD IN 2019 MAD IN 2018 MAD IN 2017
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the child is breastfed or not.  Such minimum times include two times for breastfed infants 6–8 

months, three times for breastfed children 9–23.9 months, and 4 times for non-breastfed 

children 6–23 months. Table 3.19 shows the proportion of children 6-23.9 months who met the 

minimum dietary diversity and minimum meal frequency by livelihood zones.  

 

The KCRM (43.0%) and RVE (42.1%) reported higher proportion of children meeting the 

MDD and lowest in LS (8.7%). This indicates that children in LS were getting less diversified 

diet in comparison to other livelihood zones. Similarly, majority (>50%) of the children in six 

of the seven livelihood zones met the minimum meal frequency requirements. Compared with 

the January/February 2018 assessment, there is an improvement in MDD and MMF across the 

livelihood and national levels. About 68.3 per cent of children (6-23.9 months) met the MMF 

requirement in November/December 2020 assessment compared to 43.4 per cent in 

January/February 2018. Likewise, 32.5 per cent of the children (6-23.9 months) had a 

diversified meal in November/December 2020 than 13.3 per cent in January to February 2018.  

Although, there is an improvement, the results clear indicate that majority of the children were 

fed a less diversified diet but more frequent. Overall, 68.3 per cent of the children 6-23.9 

months met the MMF, although the diet was not diversified. As such, the proportion of children 

meeting the MAD requirement was below 50 per cent overall and across the livelihood zones. 
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Table 3.19 Proportion of Children 6-23.9 Months who Achieved Minimum Dietary 
Diversity & Minimum Meal Frequency by zone 

 

 

3.8.2 Food group consumption by children 6-23.9 months 

Further analysis elucidated the specific food group consumed by children 6-23.9 months, 24 

hours before the data collection (Table 3.20). The commonly consumed food group across the 

livelihood zone was cereals, roots, and tubers (96.8%) and milk and milk products (7.6%), and 

eggs (4.2%) were the least consumed. The consumption of other vegetables and vitamin A-rich 

fruits and vegetables was 61.6% and 44.2%, respectively. Animal sources foods were least 

consumed in the LS (0.8%) for eggs while LCPP (41.8%) indicated the highest consumption  

of flesh products (meat, fish & poultry). Additionally, legumes, nuts, and seeds (64.3%), and 

other fruits and vegetables (71.4%) were mostly consumed by children in the KCRM compared 

to other livelihood zones.    

 

Livelihood Zones 

Indicator  LS SH TMTE LCPP RVE KLP KCRM Total 

December 2020 

MDD 8.7% 32.3% 38.6% 31.9% 42.1% 27.4% 43.0% 32.5% 

MMF 65.4% 74.0% 71.6% 45.1% 68.2% 63.0% 77.9% 68.3% 

MAD 7.9% 29.9% 35.2% 23.1% 39.8% 24.7% 38.4%` 28.9% 

June/July 2019   

MDD  6.2% 14.2% 17.6% 16.1% 10.9% 13.4% 15.6% 13.3% 

MMF 22.9% 24.9% 23.8% 19.0% 21.0% 18.9% 27.6% 22.2% 

MAD 6.2% 10.8% 16.3% 13.7% 6.0% 12.7% 12.1% 11.0% 

January /February 2018   

MDD 6.3% 17.0% 14.7% 16.6% 17.6% 11.3% 11.7% 13.3% 

MMF 51.6% 66.7% 48.0% 43.9% 64.1% 30.5% 41.9% 43.4% 

MAD 3.8% 14.0% 10.0% 13.0% 14.5% 9.4% 9.0% 10.7% 

May 2017   

MDD 11.6% 29.0% 17.7% 17.1% 24.1% 21.7% 26.6% 21.0% 

MMF 66.5% 69.8% 73.4% 52.7% 65.3% 59.2% 62.9% 64.4% 

MAD 9.6% 23.7% 15.2% 10.3% 21.2% 21.8% 19.0% 18.7% 
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Table 3.20: Food groups consumed by 6- 23.9 months aged children by Livelihood 
Zones [2020, 2019, 2018] 

 

    

 

4.0 CONCLUSIONS 
  

GAM prevalence remains low (1.9%) but has increased almost four times when compared to 

last year (0.05%) and by 0.3 percent points when compared to the last lean assessment of 2018 

(1.3%). SAM remains almost non-existent (0.1%) as was in previous rounds. A similar increase 

has been noted in the proportion of children underweight which is now at 11% from8.9% in 

2019 and 11.8% is a similar season in 2018. It is not surprising therefore, that, fewer children 

are overweight now (1.2%) than they were last year (3.5%) and in 2018 (2.5%). The proportion 

of chronically ill children, has however, significantly dropped to 35.5% from 40.8% last year. 

Indicator 
Livelihood 

Zones               
Nov/Dec 2020 LS SH TMTE LCPP RVE KLP KCRM Total 
% consuming cereals, roots and tubers 96.3% 93.4% 98.9% 95.6% 96.7% 98.8% 96.9% 96.8% 
% consuming legumes, nuts and seeds 32.8% 31.4% 53.9% 34.1% 46.2% 44.4% 64.3% 47.5% 
% consuming milk and milk products 5.2% 8.8% 5.6% 5.5% 5.5% 7.4% 11.2% 7.6% 
% consuming flesh products(meat, fish & 
poultry) 18.7% 38.7% 36.0% 41.8% 28.6% 16.1% 22.5% 26.6% 
% consuming Eggs 0.8% 4.4% 5.6% 4.4% 3.3% 1.2% 7.1% 4.2% 
% consuming Vitamin A rich fruits and 
vegetables 30.6% 36.5% 46.1% 64.8% 53.9% 50.6% 40.8% 44.2% 
% consuming Other fruits and vegetables 39.6% 64.2% 62.9% 56.0% 62.6% 77.8% 71.4% 61.6% 
June/July 2019                 
% consuming cereals, roots and tubers 96.3% 97.7% 98.1% 88.2% 90.2% 88.7% 92.5% 93.3% 
% consuming legumes, nuts and seeds 47.2% 43.5% 38.6% 46.0% 31.5% 52.8% 30.7% 41.8% 
% consuming milk and milk products 1.2% 5.1% 4.5% 8.7% 5.4% 7.0% 9.0% 5.6% 
% consuming flesh products(meat, fish 
and poultry) 5.6% 18.6% 17.5% 20.5% 13.6% 9.9% 18.1% 14.9% 
% consuming Eggs 0.6% 2.8% 5.8% 7.5% 10.3% 5.6% 7.0% 5.6% 
% consuming Vitamin A rich fruits and 
vegetables 11.8% 15.8% 17.5% 19.9% 17.4% 21.1% 27.1% 17.9% 
% consuming Other fruits and vegetables 44.7% 54.0% 62.3% 47.2% 48.9% 43.0% 42.2% 49.8% 
January 2018                 

% consuming cereals, roots and tubers 99.9% 98.9% 98.5% 99.3% 99.3% 100.0% 99.5% 99.5% 

% consuming legumes, nuts and seeds 41.0% 37.8% 39.1% 37.1% 32.3% 28.1% 32.3% 33.6% 

% consuming milk and milk products 1.4% 3.2% 3.2% 1.9% 3.0% 3.4% 8.1% 3.4% 
% consuming flesh products(meat, fish 
and poultry) 15.9% 30.1% 22.4% 25.5% 28.5% 14.7% 25.7% 22.1% 

% consuming Eggs 0.7% 3.3% 3.7% 1.9% 3.8% 5.0% 5.2% 3.8% 
% consuming Vitamin A rich fruits and 
vegetables 6.1% 20.2% 30.1% 25.0% 25.4% 23.4% 25.8% 23.4% 

% consuming Other fruits and vegetables 33.5% 59.1% 58.2% 54.4% 59.5% 55.9% 53.9% 55.3% 
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While the anthropometric indices seem to be poor, infant feeding practices have improved. 

About 29% of the children aged 6 to 23 months are able to meet the minimum requirements 

for diet, up from 11% and 10.7% in 2019 and 2018 respectively. While diversity has improved, 

the indicator is largely influenced by the frequency of feeding. Diets remain limited in animal 

source foods. The diet comprised of cereals, roots, and tubers (96.8%), other vegetables 

(61.6%), and vitamin A-rich fruits (44.2%), with low consumption of animal source foods such 

as milk and milk products (7.6%), and eggs (4.2%). 

 

Among adolescents and adults, very little change has occurred in their nutritional status. About 

5% of the adolescents are overweight and 3% are underweight. Using MUAC, 1.8% of 

pregnant and lactating women surveyed were acutely malnourished. Access to improved water 

and toilet facilities remains unchanged and only 3.9% are able to wash hands at the five critical 

points. Proportion with soap at a handwashing facility was 33%. Regardless, 62% reported they 

wash hands more than they did in 2019 probably due to messaging on frequent hand washing 

as part of covid19 prevention.  

 

More children (49.2%) than adults (24.6%) than adolescents (17.9%) reported illnesses in the 

2 weeks preceding the survey. Diarrhoea incidence among children was however the lowest 

(19.1%) when compared to previous rounds. Even more encouraging is that there is a 

significant rise in the proportion of participants demonstrating appropriate health seeking 

behaviour when a diarrhoea incidence occurs (90.5% from 62.7% in 2019). Crude and under 

five death rates remain within acceptable thresholds. Adolescents and adults, however, remain 

disadvantaged when it comes to nutrition programmes. This low coverage in targeted nutrition 

program among the adolescents and adults may compromise nutrition status. 

 

5.0 RECOMMENDATIONS 
 

 

1) Since prevalence of undernutrition was largely moderate, there is need to up-scale 

appropriate and timely prevention and management to prevent progression into severe 

forms especially in the most concerning livelihood zones. 

2) Since dietary diversity was the most limiting factor to achievement of minimum 

acceptable diets for children, interventions that can increase availability, access and 
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consumption of limiting dietary components such as animal source foods should be 

implemented. 

3) More and address poor nutrition across the life-cycleaggressive promotion of positive 

behaviour change around hand washing beyond frequency is needed, as are 

interventions that support appropriate water, sanitation and hygiene practices. 

4) Because of the importance of good nutrition during the preconception period, 

pregnancy and postpartum periods, targeted nutrition programmes should be made 

accessible to adolescents and pregnant and lactating women. 

5) In the long-term, studies on food systems should be commissioned to generate evidence 

on the barriers and facilitators of availability, access and consumption of limiting 

dietary components such as animal source foods. Evidence-driven policies and 

interventions will have to be developed and implemented. 
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6.0 APPENDICES 
 
6.1 Tools 
 
6.2 GAM prevalence using WHO Flags 

 LS SH TMTE LCPP RVE KLP KCRM Total 

GAM 
5.4% 1.8% 1.3% 1.4% 2.1% 0.0% 0.6% 1.4% 

(3.10 - 7.74) (0.48 - 3.16) (-0.17 - 2.69) (0.03 - 2.84) (0.43 - 3.82) (0.00 - 0.00) (-0.24 - 1.48) (0.86 - 1.84) 

SAM 
0.5% 0.0% 0.4% 0.0% 0.0% 0.0% 0.0% 0.1% 

(-0.21 - 1.29) (0.00 - 0.00) (-0.41 - 1.24) (0.00 - 0.00) (0.00 - 0.00) (0.00 - 0.00) (0.00 - 0.00) (-0.04 - 0.19) 

CGAM 
6.2% 2.1% 1.7% 1.8% 2.5% 0.0% 0.9% 1.6% 

(3.75 - 8.71) (0.65 - 3.51) (0.04 - 3.33) (0.22 - 3.36) (0.66 - 4.31) (0.00 - 0.00) (-0.13 - 1.98) (1.08 - 2.15) 

CSAM 
0.8% 0.3% 0.4% 0.0% 0.0% 0.0% 0.0% 0.1% 

(-0.11 - 1.73) (-0.25 - 0.77) (-0.41 - 1.25) (0.00 - 0.00) (0.00 - 0.00) (0.00 - 0.00) (0.00 - 0.00) (-0.02 - 0.28) 

 
6.3 Data set 
 

 


