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EXECUTIVE SUMMARY 

 

INTRODUCTION 

 

The Afikepo nutrition programme, implemented by the FAO and UNICEF in collaboration 

with the Government of Malawi, is a multi-sectoral effort that integrates agriculture, health and 

nutrition actions to address the problem of food and nutrition insecurity and undernutrition. 

Primarily, the project aims to enhance the nutrition security in the ten targeted districts namely 

Chitipa, Karonga, Nkhatabay, Mzimba, Kasungu, Nkhotakota, Salima, Chiradzulu, Thyolo and 

Mulanje through implementation of interventions that increases availability , access and 

utilization of diversified foods at household level. This would in turn lead to improved dietary 

intake of diversified, safe and nutritious foods among women of childbearing age, adolescent 

girls, infant and young children particularly under 2 years of age.  With the project having been 

implemented more than two years, FAO together with UNICEF commissioned this knowledge, 

attitudes and practices (KAP) survey to measure and monitor the progress of the various project 

interventions in addressing the nutrition situation in the target communities.  The KAP 

household survey was conducted from 5th to 27th March 2020 in ten project districts, a slightly 

different season compared to the baseline survey which was conducted between 26th October  

and 18th December 2018. Furthermore, a qualitative survey was conducted in eight purposively 

selected districts among the ten excluding Chiradzulu and Salima districts.   

 

KAP SURVEY OBJECTIVES 

 

The main objective of the KAP survey was to measure the level of knowledge, attitude and 

practices in the areas of maternal, adolescent, infant and young child nutrition and care 

practices, water and sanitation and nutrition-sensitive agriculture. Specifically, the KAP survey 

aimed to (i) measure the level of knowledge of primary caregivers of children under five years 

in the areas of maternal, infant and child health, nutrition, water and sanitation and nutrition-

sensitive agriculture; (ii) assess the attitudes and norms of primary caregivers of children under 

five years in the areas of maternal, infant and child health, nutrition, water and sanitation and 

nutrition-sensitive agriculture; (iii) generate data on the outcome and some output indicators 

(practices) as per the Afikepo M&E Framework; (iv) measure the adolescent girls’ level of 
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knowledge and attitude on various nutrition components, particularly on feeding practices and 

dietary diversification; (v) follow up on the barriers and enablers documented during the 

baseline survey and to identify other emerging knowledge gaps, cultural beliefs, social norms 

or behavioural patterns and practices that create barriers or enablers to maternal, adolescents, 

infant and young child feeding and care practices; and (vi) develop specific recommendations 

and actions which would be critical in improving the various behaviour adoption under 

consideration by the AFIKEPO Project.  

 

METHODOLOGY 

 

A mixed-methods approach involving quantitative and qualitative methods was used. The 

quantitative approach implemented through household surveys measured the level of 

knowledge, attitudes and practices in the areas of maternal, adolescent, infant and young child 

nutrition and care practices, water and sanitation and nutrition-sensitive agriculture.  The 

qualitative approach was implemented through key informant interviews, focus group 

discussions and observations. The approach further explored the beneficiaries’ knowledge, 

norms, attitudes and practices (KAP) around the key indicators and complemented the 

quantitative component. The qualitative component deeply followed up on the barriers and 

enablers documented during the baseline survey and identified other emerging knowledge 

gaps, cultural beliefs, social norms or behavioural patterns and practices that created barriers 

or enablers to maternal, adolescents, infant and young child feeding and care practices.  

In the household survey, a two-stage cluster survey was conducted in each of the ten project 

districts. In the first stage, 25 enumeration areas (EAs) were sampled with probability 

proportional to size (PPS). In the second stage, 15 households with children under 24 months 

were randomly selected from an updated list established by the study teams. In total, a 

maximum of 375 households with children under 24 months were sampled in each of the ten 

districts.  All data collection was done in tablets using Kobo Collect and data analysis was done 

using Stata version 15.1.  

In the qualitative survey, interviews were conducted with community level 

stakeholders/beneficiaries of the project through In-depth Interviews (IDIs), Focus Group 

Discussions (FGDs) and Observations that helped to establish the extent to which beneficiaries’ 
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knowledge and attitudes towards Afikepo project were being translated into practices that 

enhance the project objectives and outcomes.  In addition, Key informant interviews (KIIs) 

were conducted with relevant district managers of the maternal-child-adolescent health, 

nutrition, sanitation & hygiene and Agriculture Officers. Qualitative data were collected in 8 

of the 10 intervention districts in order to ensure that all the unique characteristics of the 

intervention districts were captured. In each district, one traditional authority (TA) and 2 

villages were selected for the qualitative work.   

 

SUMMARY OF RESULTS 

 

Infant and Young Children Feeding  

Overall, the proportion of children aged 0-23 months breastfed within one hour of birth was 

90.4% and was higher than the 87.4% at baseline and was similarly high across all districts 

(lowest was 86.6% in Mzimba and highest was 93.7% in Karonga) with no differences between 

boys (90.3%) and girls (90.6%). The proportion of children 0-5 months exclusively breastfed 

was 64.4% and was higher than the 60.8% at baseline. By gender, slightly more males (66.0%) 

than girls (62.8%) were exclusively breastfed. The proportion of children aged 6-23 months 

who continued breastfeeding was 92.5% (91.9% in boys and 93.1% in girls) and ranged from 

87.3% in Nkhotakota to about 95% in Salima, Chiradzulu and Thyolo, those continued 

breastfeeding at one year and at two years were 97.8% (96.6% in boys and 98.8% in girls) and 

77.8% (77.0% in boys and 78.7 in girls) respectively and were slightly higher than the results 

obtained at baseline (95% at one year and 67.6% at two years).  By district, children continued 

breastfeeding at one year was high across all districts, and those continued breastfeeding at two 

years was highest in Chiradzulu (89.6%) and lowest in lowest in Nkhata Bay (70.6%). The 

proportion of children aged 6-8 months timely introduced to solid, semi-solid or soft foods was 

71.3% (72.2% in girls and 70.3% in boys) which were lower than the 78.7% at baseline. By 

district, children aged 6-8 months timely introduced to solid, semi-solid or soft foods was 

highest in Kasungu (83.350 and lowest in Mulanje (45.2%).  

The proportions of children aged 6-23 months achieving the minimum dietary diversity (4-7 

food groups), minimum meal frequency and minimum acceptable diet were 30.4% (31.5% in 

boys and 29.3% in girls), 56.5% (55.1% in boys and 57.8% in girls), and 24.3% (26.4% in boys 

and 22.2% in girls) respectively. These percentages were higher than the 30.0% (31.1% in boys 
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and 29.0% in girls), 44.3% (43.8% in boys and 44.7% in girls), and 14.8% (15.7% in boys and 

14.0% in girls) respectively obtained at baseline.   

 

The proportion of children aged 6-23 months who consumed animal source foods, iron rich 

foods, vitamin A rich foods, and  bio-fortified foods were 29.8% (32.6% in boys and 27.0% in 

girls), 81.3% (81.5% in boys, 81.1% in girls), 40.9% (42.0% in boys, 39.8% in girls), and  9.1% 

(8.5% in boys and 9.8% in girls) respectively.  Consumption of animal source foods and iron 

rich foods increased by 3.2% (26.2% at baseline) and 57.5% (23.8% at baseline) respectively 

and consumption of vitamin A rich foods declined from 61.4% at baseline to 40.9% due to 

perhaps most vitamin A fruits being off season despite being the peak of the crop season 

compared to the baseline survey that was conducted in November/December when there was 

plenty of fruits such as mangoes which fall under Vitamin A Fruits.  The minimal increase in 

the consumption of animal source foods is due to the fact that most households continue to 

rarely slaughter their livestock just for household consumption but rather prioritize selling the 

livestock to meet what they consider to be their family pressing needs, such as paying for 

children’s school fees, iron sheets, clothes, farm inputs, renting farming land and paying 

labourers, buying furniture, and then use whatever remains for food as per qualitative findings.  

 

Maternal Health, Nutrition and WASH  

Overall, 60.2 % of mothers had at least four antenatal care (ANC) visits and ranged from 51.6% 

in Thyolo to 76.7% in Chitipa. About 1.4% of mothers attended antenatal care services at least 

8 times during pregnancy with the youngest child and ranged from 0.4% in Salima, Chiradzulu 

and Thyolo to 2.6% in Nkhotakota. About 37.5% of the mothers attended ANC during the first 

trimester of pregnancy and ranged from 30.1% in Thyolo to 61.1% in Karonga. The proportion 

of mothers who took iron folate acid for 180 days during pregnancy of the youngest child 

continued to be low (4.1%) compared to 5.4% at baseline and was similarly low across all 

districts.  

The proportion of women of child bearing age (15-49 years) achieving the minimum dietary 

diversity (5-10 food groups) was 39.7% with Chitipa (50.7%), Nkhata Bay (52.2%), Karonga 

(7.6%), and Mzimba (46.8%) having the highest proportion of women meeting the minimum 

dietary diversity and the lowest was Nkhotakota (17.2%).    While the proportion of adolescent 

girls (10-19 years) achieving the minimum dietary diversity (5-10 food groups) was 42.9% 

with Chitipa (61.1%) and Nkhata Bay (60.5%) having the highest proportion of adolescent girls 
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meeting the minimum dietary diversity and the lowest were Salima (29.2%) and Thyolo 

(26.3%)  (Table 29). The proportion of women of childbearing age and adolescent girls 

achieving the minimum dietary diversity were comparable between the current survey and at 

baseline (30.4% in women and 32.2% in adolescent girls at baseline). The proportions of 

women and adolescent girls consuming animal source foods (meat, poultry, organ meat and 

fish) were 32.5% and 33.2% respectively and was highest in Nkhata Bay (74.2% in women 

and 76.0% in adolescent girls) and lowest in Kasungu (21% in women and 16.7% in adolescent 

girls). The proportion of women consuming protein rich foods (pulses, dairy products, meat, 

organ meat, eggs, fish) and vitamin A rich foods (dairy products, organ meat, eggs, orange 

vegetables and orange fruits) were 61.7% and 43.8% respectively and in adolescent girls were 

63.6% and 43.5% respectively. By district, consumption of vitamin A rich foods was lowest in 

Nkhotakota and Salima in both women (20.3% in Nkhotakota and 21% in Salima) and 

adolescent girls (22.5%) and was highest in Mzimba (54.8% in women and 56.4% in adolescent 

girls). The proportion of women and adolescent girls consuming animal source foods declined 

from 47.5% to 32.5% in women and from 51.1% to 33.2% in adolescent girls due to the 

tendency of households to rarely slaughter their livestock just for household consumption. 

While the proportion of women and adolescent girls consuming bio-fortified foods were 11.0% 

and 12.7% respectively and were lowest in Nkhotakota (3.3% and 5.6% in women and 

adolescent girls respectively) and highest in Mulanje for women (19%) and Chiradzulu for 

adolescents (21.1%) and no such data were collected at baseline.  

On water, sanitation, and hygiene, the proportion of households using safely managed drinking 

water sources was 86.7% and ranged from 74.1% in Kasungu to 96.8% in Mulanje and was 

comparable with the baseline (88.8%). The proportion of households using safely managed 

drinking water sources accessed within 30 minutes was 65.3% and ranged from 53.6% in 

Kasungu to 74.9% in Karonga (74.9%).  

About 29.2% of the households used improved sanitation services for defecation, lower than 

the 61.6% at baseline. This low coverage of improved sanitation was due to rains that destroyed 

most facilities. Households with children under three years safely disposed child faeces was 

89.1% and was high across all districts but slightly lower than the 93.7% at baseline that 

assessed disposal of child faeces regardless of age.  

The proportion of households with handwashing facility was 62.3% and ranged from 56.4% in 

Salima to 65.5% in Mzimba and was higher than the 22.6% at baseline. Only 9.2% of the 

households had handwashing facility with water and soap unlike 22.6% at baseline. Reasons 
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for the decline were not specifically explored during data collection. On the other hand, this is 

consistent with other studies on WASH in Malawi where communities may be aware of health 

risks that go with unhygienic practices, such awareness does not always work to shape hygiene 

practices such as handwashing.  It is likely that while households may seem to be aware that 

handwashing is good for their health, most of them may not consider this practice a priority 

(Rusca, et al, 2017). The proportion of caregivers washing hands (with soap) at the 4 

recommended critical times was 30.3% and was higher than the 25.1% at baseline.  

 

Agriculture, Food Security and Financial Instruments  

Overall, 44.6% of the households were members of a VSL and was higher than the 22.1% at 

baseline. The proportion of households that were members of VSL were lowest in Mulanje 

(27.3%) and highest in Chitipa (57.8%).  About 23.7% of the households had taken loans from 

the VSLs in the past 12 months.  

On livestock production, 56.8% of the households owned any type of livestock which was 

higher than the 51.7% at baseline and ranged from 39.7% in Nkhotakota to 71.7% in Nkhata 

Bay. The commonest type of livestock owned was chickens (82.1%) followed by goats (33.8%) 

and pigs (19.9%). For those with livestock, 98.6% used the livestock for both consumption and 

income and was higher than the 31.3% obtained at baseline. While on crop production, 97.2% 

of the households grew any type of crop this growing season and those producing bio-fortified 

crops promoted by the Afikepo Project was 19.2% which was higher than the 10.2% at baseline 

and was lowest in Karonga (8.8%) and in Nkhotakota (9.1%) while Thyolo (22.9%), Mzimba 

(21.9%) and Nkhata Bay (21.2%) were the highest. Consumption of bio-fortified foods was 

13.1% and ranged from 3.8% in Nkhotakota to 21.8% in Mulanje.  

Households with high dietary diversity (4-6 food groups) was 46.4% with Nkhata Bay (61.1%), 

Karonga (60.0%) and Chitipa (58.2%) having the highest proportion of households meeting 

the minimum dietary diversity and the lowest were Nkhotakota (29.3%) and Kasungu (37.7%). 

At baseline, the proportion of households with high dietary diversity based on 12 food groups 

(i.e. ≥7 food groups) was 17% which is lower than the current survey.   

The overall proportion of households practicing at least one of the following categories within 

the homestead: small livestock, fish farming, vegetable and crop production was higher at 

75.4% compared to 36.7% at baseline. Households  practising integrated homestead farming 

of at least 3 categories was 23.1% with Nkhotakota (12.5%) being the lowest and Chitipa 
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(32.1%) the highest. The percentage of households growing at least 3 of the categories in the 

homestead area was higher than the 9.3% at baseline.  

On household food insecurity experience scale (HFIES), 87.3% of the population in all the ten 

districts was affected by moderate or severe food insecurity in 2019 and was highest in 

Nkhotakota (93.5%) followed by Mulanje (93.2%) and Kasungu (92.5%) and lowest in Chitipa 

(64.9%) followed by Nkhata bay (68.1%). Prevalence of severe food insecurity was 53.1% and 

was highest in Mulanje (62.0%) followed by Kasungu (60.6%) and Thyolo (60.3%) and was 

lowest in Chitipa (31.1%).   

 

Qualitative key findings: 

KAP on Nutrition-sensitive Agriculture 

On the overall, the qualitative findings showed that participants had good knowledge on 

integrated homestead farming (IHF) and were able to articulate the advantages of homestead 

farming that it is profitable in a myriad of ways. These benefits include ensuring that 

households have all 6 food groups, spreading the risk associated with relying on only one crop 

in the case where that crop has not done well as, and getting manure from livestock which they 

can use on the farms. Additionally, a number of key barriers to food insecurity were identified 

and these included lack of adequate land to grow crops and rear animals, lack of money to 

purchase livestock and seeds, laziness (feeling like growing more than one crop is 

burdensome), fear of thieves especially those who steal livestock such as goats (which 

discourages them because they do not want to keep the livestock only to be stolen by the 

thieves), and personal preference of not wanting to mix the staple crop (maize) with  crop. 

Qualitative findings on bio-fortified foods showed that participants have great awareness of the 

availability of bio-fortified foods in their communities, and for most participants, their 

knowledge of bio-fortified foods spanned one to two growing seasons, suggesting these foods 

were introduced to them by Afikepo project. Despite the high knowledge of the various bio-

fortified foods, only few participants indicated that they actually practice growing of these 

crops due to such factors as personal preferences on whether to grow bio-fortified crops or not, 

bad weather and soil for growing some of the crops, inaccessibility of bio-fortified maize and 

beans seeds and sweet potato cuttings, lack of land to grow the crops and lack of involvement 

by the wider community in the growing of bio-fortified crops. 

In terms of attitudes and practices around use and non-use of legumes for nutrition 

enhancement, the study established key barriers to this issue.  While participants were very 
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aware of the nutrition value of the legumes (groundnuts, soya, and beans) they grow in relation 

to the six food groups, most participants explained that they preferred to sell rather than 

consume most of their legume harvests. In many cases some of the participants just understood 

legumes especially groundnuts as cash crops without even prioritising nutrition aspects. The 

study found several factors that force farmers to sell rather than consume the legumes such as 

the need for money to procure farm inputs, hire labour during farming, purchase iron sheets for 

their houses, buy clothes and other foods which are part of the six food groups. On top of the 

genuine need for money, lack of knowledge on the nutrition value of legumes was also 

indicated as a factor for the non-consumption of legumes, despite community members 

cultivating them.  

Attitudes and practices around use and non-use of animal source foods for nutrition 

enhancement was also explored in the qualitative survey since consumption of animal source 

foods among women of reproductive age (15-49) was low across the 10 districts according to  

the 2018 Afikepo baseline survey. The study found that in most of the communities, people 

rear various kinds of livestock such as chicken, rabbits, guinea pigs, goats, doves, and few 

people, cattle. It was however indicated that most people found it difficult to slaughter these 

livestock just for household consumption. Big livestock like cattle were entirely seen as a 

commercial animals which when sold  helped households to meet the pressing non-food 

essentials or need needs such as paying for children’s school fees, iron sheets, clothes, farm 

inputs, renting farming land and paying labourers, buying furniture, and use whatever remains 

for food 

 

KAP on Access to Financial Instruments at Community level  

Overall, participants generally have adequate knowledge about financial instruments within 

their communities, including knowledge on how one can access financial instruments, mostly 

on VSLs. Participants felt that VSLs are easy to join and borrow money from than borrowing 

from individuals who charge high interests; that the interests they contribute in VSL go back 

to them at the end of the year/cycle; and finally that the loans economically empower them to 

start small scale businesses, buy fertilizer and other farm inputs, buy food, pay school fees for 

their children, construct houses and buy iron sheets. Despite having knowledge on existing 

financial instruments, it was reported that in practice, some families continue to face 

challenges in accessing these instruments. Participants cited a wide range of barriers that 

hinder them from accessing these services and these included poverty-related barriers ((Lack 
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of basic needs in the home, Lack of money as start-up capital, fear of losing property upon 

failure to repay loans); Financial Instrument-related barriers, Lack of creativity to come up 

with profitable business ideas, membership-related barriers (Discrimination and Jealousy, 

lack of trust amongst members; untrustworthy VSL members) and Gender-related barriers 

(e.g. Fear of spouses, men feeling that they cannot mix with women). 

 

KAP on the overall Afikepo implementation and lessons learnt so far  

The qualitative study explored the overall attitudes and practices around the overall 

implementation of the programme and key lessons learnt so far. Participants highlighted several 

success stories on the implementation of the Afikepo project. Feedback from the participants 

indicated increase in knowledge, strides in behaviour change and more positive practices in 

almost all the project components. However, participants also mentioned several gaps which 

are affecting their participation and practice within the programme. The lessons and gaps 

pertained to issues around limited training for implementation structures, ‘subtle’ influences 

from previous/past projects, late distribution of raw materials, lack of men’s involvement, lack 

of adolescent involvement, mobility challenges for front line staff, persistence of food taboos, 

lack of involvement of some influential community members (the elderly, men and 

adolescents) in behaviour change, dependency syndrome, and overall coordination challenges.  

Knowledge of Afikepo Programme. Most of the study participants had a clear understanding 

of Afikepo programme goals and objectives, especially that the programme was meant to 

increase and diversify dietary intake of safe and nutritious foods to achieve optimal nutrition 

for women of childbearing age, adolescent girls, infants, and young children in the targeted 

districts. It is evident that participants had more knowledge and understanding of the Afikepo 

project than at baseline level due to training and sensitisation activities that were being 

conducted by the programme staff. It is evident that more understanding of the nature of the 

programme has also brought about change in attitude towards the project and its 

implementation as one participant reiterated. On knowledge of implementation structures, the 

findings show that key informants were highly appreciative of the need for Afikepo Programme 

to work collaboratively with existing government structures at the national, district and 

community levels in order to maximally achieve the goals of the programme. 
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Summary table for KAP Indicators 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline  

Community knowledge of the Afikepo Project interventions             

Respondents ever heard about AFIKEPO 49.6 54.2 52.6 64.8 67.8 51.9 51.9 63.2 33.7 50.9 53.9 - 

Knowledge of at least one intervention for AFIKEPO project  31.3 33.9 38.6 49.1 54.0 36.6 35.1 49.8 23.3 36.8 39.5 - 

% of HHs in care group  10.8 11.6 17.7 24.2 20.4 12.9 13.1 13.4 11.1 13.0 15.9 - 

             

Infant and Young Children Feeding             

Breastfeeding practices of children 0-23 months             

% of children 0-5 months exclusively breastfed* - - - - - - - - - - 64.4 60.8 

Boys - - - - - - - - - - 66.0 62.0 

Girls - - - - - - - - - - 62.8 60.0 

% breastfed within one hour of birth (0-23 months) 89.0 93.7 91.5 86.6 91.6 92.6 92.4 90.7 93.2 91.7 90.4 87.4 

Boys 88.7 94.2 91.5 87.8 91.6 93.9 90.8 88.3 92.7 91.5 90.3 87.3 

Girls 89.3 93.2 91.6 85.5 91.5 91.1 93.9 92.9 93.7 92.0 90.6 87.6 

% continued breastfeeding between 6-23 Months  92.0 93.3 88.1 89.7 93.4 87.3 95.3 95.3 95.4 91.3 92.5 - 

Boys 92.1 93.7 89.2 86.4 95.0 90.8 95.5 96.4 95.6 89.1 91.9 - 

Girls 92.0 92.9 87.0 93.0 91.6 83.8 95.1 94.0 95.2 93.8 93.1 - 

% Continued breastfeeding at 1 year (12-15 months) 96.7 100 100 98.2 100 98.0 100 100 95.8 93.6 97.8 95.0 

Boys 100 100 100 95.8 100 100 100 100 90.9 95.8 96.6 94.8 

Girls 93.8 100 100 100 100 96.6 100 100 100 91.3 98.8 95.3 

% Continued breastfeeding at 2 years (20-23 months) 74.1 79.0 70.6 74.2 75.0 76.1 85.4 89.6 80.6 76.0 77.8 67.6 

Boys 77.4 77.8 77.1 69.2 76.9 80.5 82.6 93.3 84.6 70.0 77.0 69.2 

Girls 69.6 80.0 63.6 82.6 73.1 70.0 88.0 83.3 78.3 85.0 78.7 66.1 

Complementary feeding Practices             

% of children 6-8 months timely introduced to complementary feeding 77.3 73.3 75.0 61.8 83.3 66.7 65.5 73.3 79.6 45.2 71.3 78.7 

Boys 70.0 80.0 75.0 64.3 84.0 64.7 66.7 64.0 77.3 50.0 70.3 77.9 
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Girls  83.3 68.0 75.0 60.0 82.4 68.8 64.0 85.0 81.8 41.2 72.2 79.4 

Dietary Diversity, Meal Frequency and Acceptable Diet in Children 6-

23 months   
            

Minimum dietary diversity (MDD- consumed 4-7 food groups)             

Total 35.3 40.3 34.7 37.1 32.2 21.6 18.4 31.8 20.6 26.7 30.4 30.0 

Boys 36.6 43.2 35.0 40.0 34.2 24.4 21.6 30.6 19.8 25.5 31.5 31.1 

Girls 34.0 37.8 34.4 34.2 29.9 18.8 15.5 33.0 21.4 28.1 29.3 29,0 

Minimum meal frequency (MMF)             

Total 60.8 49.3 66.0 64.0 53.0 56.3 52.7 54.9 48.6 46.8 56.5 44.3 

Boys 61.0 48.4 66.0 57.1 51.0 56.2 54.8 56.7 49.3 52.7 55.1 43.8 

Girls 60.7 50.0 66.1 70.5 55.6 56.4 50.6 53.0 48.0 40.7 57.8 44.7 

Minimum acceptable diet (MAD)             

Total  29.2 28.1 28.2 29.6 25.7 12.0 16.2 22.5 16.9 202 24.3 14.8 

Boys 30.5 28.0 29.9 33.0 28.4 12.4 20.2 20.0 20.9 21.8 26.4 15.7 

Girls 28.1 28.3 26.8 26.3 22.2 11.5 12.1 25.3 13.3 18.5 22.2 14.0 

Consumption of animal source foods, iron-rich foods, vitamin A rich foods 

and bio-fortified foods in children 6-23 months 
            

Animal source foods (Meat and poultry, Organ Meat and Fish)             

Total 29.4 38.7 59.0 29.5 25.6 39.0 21.4 30.3 23.7 34.5 29.8 26.2 

Boys 27.7 40.5 60.0 38.2 27.5 44.5 22.5 27.9 26.4 34.6 32.6 26.0 

Girls 31.0 37.0 58.0 21.1 23.4 33.3 20.3 33.0 21.4 34.3 27.0 26.5 

Iron rich foods (Organ meat , Meat,  fish , Dark green leafy vegetables:, 

other fruits, Legumes) 
            

Total 82.1 81.5 82.5 81.7 81.9 81.4 81.2 78.7 80.4 83.5 81.3 23.8 

Boys 82.2 82.9 80.0 80.9 80.0 84.0 78.4 81.1 80.2 89.1 81.5 22.1 

Girls 82.0 80.3 84.7 82.5 84.1 78.6 83.7 76.0 80.6 77.1 81.1 25.3 

Vitamin A rich foods (Dairy products, Organ Meat, Eggs, Orange Veg. 

and Orange Fruits) 
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Total 41.3 40.8 36.3 51.3 38.8 24.6 26.1 47.4 31.4 39.3 40.9 61.4 

Boys 38.6 44.1 40.0 50.9 40.0 26.1 27.9 47.8 36.3 38.2 42.0 62.7 

Girls 44.0 37.8 32.8 51.8 37.4 23.1 24.4 47.0 27.2 40.6 39.8 60.2 

Bio-fortified foods (maize, iron fortified bean, orange fleshed sweet 

Potatoes) 
            

Total 10.3 9.6 5.7 5.8 9.9 3.1 3.9 10.0 13.5 13.2 9.1 2.7 

Boys 7.2 11.3 5.0 3.6 8.5 2.7 4.6 12.6 12.1 15.1 8.5 - 

Girls 13.3 8.1 6.2 7.9 11.4 3.5 3.3 7.0 14.7 11.0 9.8 - 

             

Maternal Health, Nutrition and WASH             

% mothers attended:             

ANC in first trimester 50.6 61.1 35.3 34.0 36.1 36.0 36.1 40.7 30.1 37.1 37.5 - 

ANC at least 8 times 1.6 1.1 3.2 2.2 2.1 2.6 0.4 0.4 0.4 1.2 1.4 - 

ANC at least 4 times 76.7 73.1 68.0 61.9 64.0 53.5 55.6 52.9 51.6 56.8 60.2 - 

% mothers taken iron folate acid for 180 days  4.3 7.8 7.2 5.2 2.8 4.8 3.4 4.2 1.2 6.4 4.1 5.4 

Women’s knowledge and attitudes             

% of women with high knowledge score (score 13-14) towards infant 

breastfeeding 
47.0 48.1 48.0 44.3 42.8 39.8 41.5 33.2 39.6 42.5 42.0 - 

Women’s attitudes score towards infant feeding with Iowa infant 

feeding attitude scale 
61.7 

 

61.3 

 

61.3 

 

60.8 

 

60.7 

 

59.1 

 

59.9 

 

61.4 

 

61.1 

 

61.8 

 
61.1 - 

% of mothers know on all the 6 food groups 22.7 23.9 27.6 20.4 24.5 23.0 25.8 34.7 33.0 40.9 27.8 19.8 

Food groups known             

Staples 64.0 68.6 71.3 65.5 69.1 71.1 69.5 72.4 74.8 83.8 70.8 53.0 

Legumes 76.4 77.0 77.1 61.6 69.5 66.0 71.6 76.0 80.4 82.1 73.1 48.7 

Meat and meat products  73.3 78.3 79.8 71.6 73.6 69.8 72.5 76.0 82.0 86.0 76.5 56.4 

Vegetables  79.6 86.7 86.1 78.6 78.5 76.2 78.8 83.2 86.4 87.2 82.2 62.8 

Fruits 65.3 70.8 74.8 70.3 72.8 69.8 68.6 75.2 69.6 78.7 71.3 53.6 

Fats and oils 44.9 51.3 56.6 44.1 48.4 47.7 44.5 55.6 53.6 60.4 50.3 31.6 
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Dietary Diversity in Women (15-49 years) and Adolescent Girls (10-19 

years) 
            

Women achieved MDD (consumed >=5 food groups) 50.7 47.6 52.2 46.8 40.2 17.2 25.3 36.8 30.0 37.1 39.7 30.4 

Adolescents achieved MDD (consumed >=5 food groups) 61.1 55.8 60.5 53.3 32.9 33.3 29.2 47.9 26.3 31.6 42.9 32.2 

Consumption of animal source foods, iron-rich foods, vitamin A rich foods 

and bio-fortified foods in women and adolescent girls 
            

Animal source foods (Meat, poultry, Organ Meat and Fish)             

Women 15-49 yrs 30.9 44.1 74.2 28.2 21.0 42.6 27.8 33.3 28.8 43.7 32.5 47.5 

Adolescent girls 10-19 yrs 35.3 53.9 76.0 16.7 16.7 36.3 28.1 35.9 38.5 41.9 33.2 51.1 

Vitamin A rich foods (Dairy products, Organ Meat, Eggs, Orange Veg. 

and Orange Fruits): 
            

Women 15-49 yrs 43.5 38.2 43.5 54.8 51.6 20.3 21.0 49.7 33.7 41.9 43.8 - 

Adolescent girls 10-19 yrs 45.1 47.1 52.7 56.4 52.1 22.5 22.5 44.6 29.5 39.1 43.5 - 

Protein Rich (Pulses, Dairy products, Meat, Organ Meat, Eggs, Fish)             

Women 15-49 yrs 77.0 72.6 82.9 61.2 53.9 55.1 50.9 64.3 55.9 59.2 61.7 - 

Adolescent girls 10-19 yrs 74.9 74.5 86.1 60.3 51.0 47.5 49.4 73.9 57.7 56.2 63.6 - 

Bio-fortified foods (maize, iron fortified bean, orange fleshed sweet 

Potatoes) 
            

Women (15-49 yr) 10.4 8.7 10.4 6.5 9.2 3.3 8.1 17.8 12.4 19.3 11.0 - 

Adolescent (10-19) 8.1 9.0 11.9 7.8 11.8 5.6 10.3 21.1 15.4 19.0 12.7 - 

Water, Sanitation and Hygiene             

% of households using safe drinking water sources  89.2 92.2 89.8 87.9 74.1 84.0 84.2 93.5 80.7 96.8 86.7 - 

% of households using improved sanitation facilities 31.0 37.3 35.5 32.9 33.9 25.8 27.2 27.5 22.6 24.9 29.2 61.6 

% of households with children under three that disposed of faeces safely  89.6 90.9 88.7 92.2 86.2 83.3 87.6 89.4 87.5 87.4 89.1 93.7 

% of respondents know all the 4 critical moments for handwashing 36.9 43.1 46.4 45.2 34.6 36.2 42.3 49.8 47.7 59.0 45.4 - 

% of HHs with handwashing facility 63.4 62.0 64.5 65.5 61.9 59.9 56.4 59.5 63.4 56.5 62.3 22.6 

% of HHs with handwashing facility with water and soap  8.2 9.5 10.9 8.5 8.7 8.4 6.2 12.4 10.0 7.4 9.2 22.6 

% of caregivers washing hands (with soap) at 4 critical times 26.9 29.8 32.1 29.3 23.5 24.7 27.8 32.7 30.8 41.4 30.3 25.1 
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Agriculture, Food Security and Financial Instruments             

% of HHs grown any type of crops  98.8 93.4 96.3 98.6 97.8 93.1 95.9 95.4 97.4 97.0 97.2 - 

% of HHs grown bio-fortified crops 18.3 8.8 21.2 21.9 20.4 9.1 10.0 19.9 22.9 14.7 19.3 - 

% owned any type of livestock  
70.9 60.3 71.7 68.8 52.3 39.7 49.5 53.3 44.1 47.4 56.8 

51.7 

 

% HHs that consumed any type of livestock 98..0 99.3 100.0 98.7 99.2 100.0 100.0 95.6 100.0 98.0 98.6 31.3 

% of HHs practicing homestead farming (any 1) 84.3 70.5 78.1 84.5 71.3 63.1 63.2 75.3 67.4 75.4 75.4 36.7 

% of HHs practicing IHF (practising at least 3)  32.1 21.0 18.8 29.7 16.6 12.5 13.8 21.0 19.4 23.9 23.1 9.3 

% of HHs who are members of the VSL 57.8 47.7 46.0 56.1 52.3 46.9 46.6 39.3 29.5 27.3 44.6 - 

% of households in FFS 8.6 10.5 6.1 13.2 9.7 4.2 3.8 9.3 6.1 3.9 8.6 - 

% of HHs adopted atleast one technology as a result of FFS membership 31.7 28.5 22.2 29.7 25.3 20.9 26.5 33.3 33.7 27.7 30.0 - 

% of HHs received any advisory services from extension workers 33.2 39.7 31.1 33.6 26.6 22.3 31.6 36.4 32.3 38.6 33.3 - 

% of HHs with moderate or severe food insecurity 64.9 85.9 68.1 79.3 92.5 93.5 91.2 91.6 91.8 93.2 87.3 - 

% of HHs with severe food insecurity 31.1 45.3 32.9 39.9 60.6 56.4 59.5 59.4 60.3 62.0 53.1 - 

* number of children aged 0-5 months was small (n=700) for district level estimation
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1.0 INTRODUCTION  

The Afikepo Nutrition Programme is a multi-sectoral effort that integrates agriculture, health and 

nutrition actions to address the problem of food and nutrition insecurity guided by four Afikepo 

pillars. The four Afikepo pillars included Pillar 1: Nutrition Sensitive Agriculture for Food and 

Nutrition Security (Improved Maternal, Infant and Young Child Feeding and Care); Pillar 2: 

Primary Health Care, Management of Moderate and Severe Malnutrition (Therapeutic care, 

support and treatment) and Water, Sanitation and Hygiene (WASH) ; Pillar 3: Integration of 

Behavioural Change and Communication for Optimal Maternal and Infant and Young Child 

Feeding and Care Practices among Learners, Professional and Frontline Workers through 

Nutrition Education; Pillar 4: Governance, Human Capacity Development, Research, M&E and 

Fortification. Primarily, the programme aims to sustainably improve the nutrition security through 

increased availability and access of diversified foods at household level for improved diversified 

dietary intake among women of childbearing age, adolescent girls, infant and young children. In 

2019, a baseline study was conducted to establish benchmarks that would be used to measure 

progress in future monitoring surveys. With the project having been implemented more than two 

years, the knowledge, attitude and practices (KAP) survey involving quantitative and qualitative 

methods was commissioned to assess and monitor progress in the various project interventions. 

This report summarises the KAP survey results from the ten districts conducted from 5th to 27th 

March 2020.  The survey primarily addressed two of the four Afikepo pillars namely Pillar 1 and 

3 with elements of Pillar 2 especially water and sanitation issues.   

1.1 Project Background and Interventions  

The Government of Malawi together with FAO, UNICEF are implementing the Afikepo 

Programme to address issues of food and nutrition security through multi-sectoral approach that 

scales up successful nutritional interventions. Project implementation at district level is through 

technical staff from Ministries responsible for Local Governance, Health, Agriculture, Gender, 

Women and Child Welfare, and Education with programme coordination support provided by 

FAO and UNICEF.  The project is implemented in 10 districts namely Chitipa, Karonga, 

Nkhatabay, Mzimba, Kasungu, Nkhotakota, Salima, Chiradzulu, Thyolo and Mulanje targeting all 

poor and ultra-poor population.  The districts were selected based on their magnitude of stunting, 

low birth weight, and presence of development partners to support activities related to Pillar 2 of 

the Afikepo programme.   

 

The objectives of the programme are to be achieved through implementation of strategic activities 

including training and mentoring of community based facilitators (CBFs) & community outreach 



2 
 

groups (COGs) on nutrition sensitive, climate-resilient agricultural production, good utilisation 

practices/technologies, appropriate time saving food value addition and preservation technologies, 

business development and entrepreneurship; support development of VSL Schemes to improve 

access to loans at the HH level in order to increase women and girls economic empowerment; 

promote appropriate environmental and natural resources management practices including smart 

agricultural production of diversified indigenous foods; provision of supplies, equipment, inputs, 

CBFs’ demonstration kits, incentive fund to COGs to establish and operationalize demonstration 

facilities such as bio-intensive backyard gardening, indigenous crops and livestock production for 

integrated climate-resilient home food production; promote consumption of diversified and 

nutrient dense foods based on Malawi six food groups, promoting food safety and hygiene, and 

culturally acceptable sound nutrition practices; promote optimal age specific feeding practices; 

support community-based food value addition, processing and preservation technologies and meal 

preparation; and promote consumption of bio-fortified foods. 

1.2 Conceptual framework to address malnutrition 

Malnutrition especially stunting has remained a major public health challenge in Malawi with 

studies showing stunting levels in children less than 5 years around 39% in girls and 42% in boys. 

Stunting (low height-for-age), is indicative of chronic malnutrition and occurs within the first 1000 

days of life. Malnutrition, in all its forms, affects child’s cognitive ability and prone to infections 

due to lowered immunity thereby having devastating effects on the child’s health and wellbeing. 

Although causes of malnutrition are many, the immediate causes are inadequate dietary intake and 

illness (disease) according to the UNICEF (1990)1 conceptual framework (FIG 1), with food 

insecurity, lack of care, social stimulation and basic health services being underlying causes and 

poverty, traditional beliefs and culture, education and the political and ideological super structure 

in the country as basic causes, suggesting multiple interventions are needed to address nutritional 

problems.   

 

                                                           
1 UNICEF (1990): Strategy for Improved Nutrition of Children and Women in Developing Countries. New York, 
UNICEF. 
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Figure 1:UNICEF Conceptual framework of the Causes of Malnutrition (UNICEF, 1990) 

Several approaches have been used to address malnutrition challenges ranging from food 

fortification, micronutrient supplementation, exclusive breastfeeding, continued breastfeeding and 

adequate complementary foods after six months of age. These highly cost-effective interventions 

help to break the cycle of malnutrition. However, these interventions only address the immediate 

causes of malnutrition (DFID, 2014)2 and therefore, are of limited sustainability. To achieve 

nutrition security, a multidimensional approach becomes very necessary that integrates 

agriculture, health and nutrition interventions through involvement of different sectors like 

agriculture, health, education, environment, water and sanitation. Furthermore, Haddad et al., 

(2003)3 showed that sustained income growth either from agriculture or other sources reduces 

malnutrition due to the households being able to use their income to access diversified foods.   

 

There is now a growing evidence that agricultural interventions such as integrated homestead 

farming improves household food security and reduces malnutrition as depicted in Fig 2 that 

shows the direct link between agriculture, nutrition and health. The approach enhances the 

production and consumption of sufficient energy and diversified nutritious foods.  This is based 

on the premise that a well-developed homestead farm, vegetables and fruits, poultry, small 

livestock and fish can be produced within the homestead thereby families having diversified food 

sources within reach.    

 

                                                           
2 DFID (2014): Can Agriculture Intervention Promote Nutrition? Agriculture and Nutrition Evidence Paper, Department for International 

Development, United Kingdom. 
3 Haddad, L., Alderman, H., Appleton, S, Song, L. and Yohannes, Y. (2003) Reducingchild malnutrition: how far does income growth take us? 

World Bank Economic Review, 17(1): 107-131. 
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Figure 2: Pathways that link agricultural practices or interventions with nutrition-related outcomes (Hawkes 

et al., 2012)  

1.3 Objectives of the KAP survey 

FAO together with UNICEF commissioned the KAP survey to primarily measure the level of 

knowledge, attitude and practices in the areas of maternal, adolescent, infant and young child 

nutrition and care practices, water and sanitation and nutrition-sensitive agriculture. Specifically, 

the KAP survey aimed to (i) measure the level of knowledge of primary caregivers of children 

under five years in the areas of maternal, infant and child health, nutrition, water and sanitation 

and nutrition-sensitive agriculture; (ii) assess the attitudes and norms of primary caregivers of 

children under five years in the areas of maternal, infant and child health, nutrition, water and 

sanitation and nutrition-sensitive agriculture; (iii) generate data on the outcome and some output 

indicators (practices) as per the Afikepo M&E Framework; (iv) measure the adolescent girls’ level 

of knowledge and attitude on various nutrition components, particularly on feeding practices and 

dietary diversification; (v) follow up on the barriers and enablers documented during the baseline 

survey and to identify other emerging knowledge gaps, cultural beliefs, social norms or 
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behavioural patterns and practices that create barriers or enablers to maternal, adolescents, infant 

and young child feeding and care practices; and (vi) develop specific recommendations and actions 

which would be critical in improving the various behaviour adoption under consideration by the 

AFIKEPO Project.  

1.4 Limitations to the study  

The survey teams faced some challenges in 4 of the selected clusters which included failure of  

communities to allow the survey teams conduct the surveys due to the blood sucking myths, 

inaccessibility of 6 selected clusters or the selected clusters not been traced and therefore 

necessitating replacements of such clusters. The KAP surveys were conducted in March towards 

the end of the rainy season unlike the baseline surveys that were conducted between October and 

December, thereby affecting some of the comparisons that are seasonal sensitive.    

1.5 Organization of the report  

The report is organized into 5 main Sections: Project background, project interventions, 

conceptual framework to address malnutrition and KAP objectives presented in Section 1; Survey 

methodology covering both quantitative and qualitative survey approaches described in Section 2; 

Quantitative survey results presented in Section 3; Qualitative survey findings presented in Section 

4;  and Discussion, Conclusion and Recommendations presented in Section 5.  

2.0 METHODOLOGY  

The KAP survey used a mixed-methods approach involving quantitative and qualitative methods. 

The quantitative approach implemented through household surveys measured the level of 

knowledge, attitudes and practices in the areas of maternal, adolescent, infant and young child 

nutrition and care practices, water and sanitation and nutrition-sensitive agriculture.  The 

qualitative approaches explored the beneficiaries’ knowledge, norms, attitudes and practices 

around the key indicators and complemented the quantitative component. Below are the specific 

methodological aspects of each of these approaches.   

2.1 Qualitative Methods  

Among the key interests in the qualitative component was to deeply follow up on the barriers and 

enablers documented during the baseline survey. Furthermore, the qualitative component was set 

out to identify other emerging knowledge gaps, cultural beliefs, social norms or behavioural 

patterns and practices that create barriers or enablers to maternal, adolescents, infant and young 

child feeding and care practices.  
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To do this, we conducted interviews with community level stakeholders/beneficiaries of the 

project through In-depth Interviews (IDIs), Focus Group Discussions (FGDs) and 

Observations to establish and understand the extent to which beneficiaries’ knowledge and 

attitudes towards Afikepo project are being translated into practices that enhance the project 

objectives and outcome.  Necessary Key informant interviews (KIIs) were also conducted with 

relevant district Managers of the maternal-child-adolescent health, nutrition, sanitation & hygiene 

and nutrition sensitive agriculture (NSA) programs and Agriculture Officers. 

2.1.1 Qualitative Sample Size and Selection:   

The qualitative team visited 8 out of the 10 intervention districts to establish the knowledge levels, 

norms, attitudes and practices. Many districts were included in order to purposively capture all the 

unique characteristics of the intervention districts. Additionally, also included districts that were 

not included in the baseline Qualitative Component (Thyolo, Nkhotakota, and Mzimba) to ensure 

inclusion of a wider range of districts and characteristics in the sample.  One tradition authority 

(TA) and two Clusters in each District were purposively selected for data generation in order to 

explore more varied experiences and practices across the districts. TAs for the qualitative 

component were selected considering among other criteria the geographical, cultural and 

traditional characteristics.  

Participants for the qualitative interviews mainly came from the community level where the 

project beneficiaries are located. Table 1 details the location, specific categorises of participants 

and type of data generation techniques that were used in the KAP study. 

Table 1: Categories of participants interviewed during the KAP study 

Location  Category of Participants Data collection Technique 

Community  Influential community members such as elderly 

females, males, village chiefs and village/informal 

healthcare providers;  

 Health Surveillance Assistants (HSAs)  

 Agriculture Extension Development Officers (AEDOs) 

In-depth Interviews (IDIs) 

Community  Pregnant women  

 Lactating women  

 Adolescent girls  

 Caregivers of children  

 Elderly females and Males 

Focus Group Discussions 

(FGD) 

Community  Agriculture/nutritional-related practices by community 

beneficiaries of the project  

Observations 

District office  District Agriculture Development Officers (DADOs) 

 Manager of the maternal-child-adolescent 

health/nutrition program;  

 Managers of the sanitation & hygiene programs 

Key Informant Interviews 

(KIIs) 

 



7 
 

Sample size: A total of 56 interviews and 13 observations across the 8 districts were conducted 

as summarised in Table 2. This sample size provided room for transcription of audio-recorded 

data/interviews during field work. The initial plan was to conduct 16 observations in the selected 

communities across the 8 districts but instead managed to conduct 13 observations due to long 

distances and impassable roads to some of the demonstration plots in Chitipa, Thyolo and 

Nkhatabay (see Qualitative Workflow in Appendix 3). Despite this situation, enough observation 

data was collected which still represented the eight districts visited.   

 

Table 2: Summary of interviews and observations conducted across the 8 districts 

District  No. of 

Clusters/ 

Villages 

TA from which 

clusters/villages 

were selected 

IDIs FGDs KIIs 

(District) 

Observations  Total/ 

District  

Chitipa  2 Mwaulambya 3 2 2 1 9 

Karonga  2 Kilupula 3 2 2 2 9 

Mzimba 2 Mpherembe 3 2 2 1 9 

Nkhatabay 2 Mankhambira 3 2 2 2 9 

Nkhotakota 2 Kafuzila 3 2 2 2 9 

Kasungu  2 Njombwa 3 2 2 2 9 

Thyolo 2 Khwethemule 3 2 2 1 9 

Mulanje 2 Nthiramanja 3 2 2 2 9 

 

TOTAL   

 

20 

  

8 
24 16 16 13 69 

 

 2.1.2  Recruitment and Training of Qualitative Team 

Five highly experienced interviewers, including 1 supervisor were involved in generating 

qualitative data within the period allocated for the KAP study, and these had a first degree with a 

long qualitative data collection experience.  The qualitative team was trained for 5 days and 

focused on qualitative data generation process, familiarization with qualitative data generation 

tools, interview transcription and logistics and administrative arrangements for field work. 

2.1.3 Data Collection Tools 

The four tools used in the KAP study are described below:  

 An IDI Guide was used to collect community level data from influential community 

members such as elderly females, village chiefs and village/informal healthcare providers; 

Health Surveillance Assistants (HSAs) and Agriculture Extension Development Officers 
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(AEDOs). The objective of the IDI was to collect first-hand knowledge of stakeholders who 

have a stake and were involved in the implementation of the Afikepo Program.  

 

 An FGD Guide, was used to conduct the community-level FGDs involving purposively 

selected categories of participants with representation of different socioeconomic/ethnic 

groups namely Pregnant women; Lactating women; Adolescent girls; Caregivers of 

children; and Elderly females and males. The guide was among other issues established or 

determined community knowledge and awareness on other nutrition Afikepo 

agricultural/nutrition interventions, document attitudes and practices that enhance or 

undermine appropriate agriculture/nutrition and hygiene practices as well as to determine 

effectiveness. 

 A KII Guide was used to interview District level managers of health and nutrition 

programmes and departments. The focus of the tool was among other things to understand 

the manager’s perceptions on the status of the community implementers (knowledge, 

attitudes and practices) and why things have either progress or not progressed in that way. 

 

 Observation checklist/tool was used to conduct observations of nutrition- sensitive 

agriculture-related practices at the community level. The focus of the tool was to see 

tangible/practical evidence on the ways in which communities are translating their 

knowledge and attitudes toward Afikepo into practice to achieve the overall objectives of 

the project and to improve the quality of their lives.   

2.1.4 Qualitative Data Generation Plan and Quality control 

To generate data for the KAP survey, the main focus of data generation was the community level. 

Apart from close supervisions and random checks by consultants, the qualitative team conducted 

intensive reviews/debriefs of the data generation process and actual data generated in each district 

to establish the extent to which key themes/stories were coming out and hence create an 

opportunity for standardising the data generation process. The Team had 4 major intensive review 

sessions across the districts to help the team further make necessary adjustments to the tools and 

data generation processes.  

2.1.5  Qualitative Data Analysis Plan 

NVivo 12 Pro computer programme was used to analyse qualitative data collected in this KAP 

Survey. We performed thematic analysis by looking for trends, variations, and similarity of 

emerging themes. To do this, we: 
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 audio-recorded all interviews to ensure all data is harnessed for close analysis 

 Transcribed verbatim all recorded interviews, and notes were expanded and entered into 

the computer as Word files. All recorded interview data were transcribed in the field 

during data generation process.  

 Developed a list of priori codes based on the IDIs, KIIs and FGD guidelines, ensuring we 

were open to accept new codes that emerge during the coding process.  

 The final codes were then assigned to the relevant text in all the transcripts 

2.1.6 Travel Plan for Qualitative Team 

There was one team of qualitative field researchers and it spent 2 days in each district. The team 

spent some of this time on traveling, confirming and making final logistical arrangements for 

FGDs, IDIs, KIIs and Observations. The District office (DADO and DHO) was the first point of 

entry into the communities in each district.  The Qualitative Research Team used its own vehicle 

and travelled independently of the quantitative team but there were constant consultations with the 

quantitative team to avoid any unnecessary confusions that could arise in the process. Appendix 1 

details the travel plan for qualitative data generation.  

2.2 Household Survey Methods 

2.2.1 Survey population and target areas 

The household survey was conducted in all the 10 project districts and targeted areas where the 

project was being implemented. The 10 districts and the traditional authorities where the survey 

was conducted are summarized in Table 3.  During the survey, women of reproductive age (15-49 

years), adolescent girls (10-19 years), and primary care givers of children under 2 years were 

targeted for interviews.  The target population responded to relevant thematic areas namely infants 

and young children feeding; maternal health, nutrition and WASH; and agriculture and food 

security. The primary care givers responded to questions relating to children under 2 years. 

Table 3: Survey population 

District Traditional authorities covered 

Chitipa:  Mwabulambya*, Nthalire, Kameme* 

Karonga:  Mwakaboko, Kyungu, Mwirang'ombe, Kilupula, Wasambo 

Mzimba:  

Mtwalo, Kampingo Sibande, Chindi, Mzikubola, Khosolo Gwaza Jere, Mpherembe, 

Mabulabo 

Nkhatabay:  Malanda, Zilakoma, Mankhambira, Mkumbira, Nyaluwanga, Timbiri 

Nkhotakota:  Malenga Chanzi, Mphonde, Mwadzama, Mwansambo 

Salima:  Kalonga, Kambwiri, Kambalame, Khombedza, Kuluunda 

Kasungu:  

Kaomba, Kawamba, Njombwa, Lukwa, Wimbe, Kaphaizi, Mwase, Chinyama, Mawawa, 

Mdunga, Simndemba, Nthunduwala 
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Chiradzulu:  Mpama, Kadewere, Ntchema, Nkalo, Chitera 

Thyolo:  

Mbawela, Changata, Mphuka, Kwethemule, Nsabwe, Thukuta, Kapichi, Chimaliro, 

Bvumbwe, STA Mulenga 

Mulanje:   Nthiramanja, Nkanda, Juma, Chikumbu 

* some selected clusters were replaced since the survey teams were denied conducting the survey  

 

2.2.2 Survey Design and Sample Size Estimation  

The survey used a cross-sectional survey design stratified by district. Sample size calculation were 

done at district level to generate district level estimates. Twenty-five clusters and 15 households 

per cluster were selected in each district. In total, there were 250 clusters and 3,750 households in 

all the 10 districts (Table 4).  

Table 4:Number of Households Achieved per District 

District Planned No. 

Households 

No. HHs 

achieved (%) 

Women 

 (15-49) 

Adolescents 

(10-19) 

Children (0-23 

months)  

Chitipa 375 268 (71.5) 269 102 271 

Karonga 375 295 (78.7) 306 102 301 

Nkhatabay 375 293 (78.1) 333 129 318 

Mzimba 375 283 (75.5) 295 78 286 

Kasungu 375 289 (77.1) 310 96 310 

Nkhotakota 375 287 (76.5) 296 80 303 

Salima 375 291 (77.6) 291 89 301 

Chiradzulu 375 291 (77.6) 294 92 286 

Thyolo 375 279 (74.4) 288 78 278 

Mulanje 375 285 (76.0) 285 105 269 

TOTAL 3,750 2,861 (76.3) 2,967 951 2,923 

 

2.2.3 Sampling Procedure 

A two-stage cluster sampling design was used to randomly select survey clusters and households 

with children under 2 years. The first stage involved randomly selecting 250 enumeration areas 

(EAs) by probability proportional size (PPS). The second Stage involved selection of 15 eligible 

households with children under 2 years. The second stage was conducted after establishing a 

complete listing of households with children under 2 years in the selected clusters in consultation 

with the village members, especially women.  

In the selected households, all eligible persons (women of reproductive age (15-49 years), 

adolescent girls (10-19 years) and children under 2 years were targeted for the survey. Primary 

respondents were mothers or care givers of children under 2 years, women of childbearing age 

and adolescent girls. In this survey, a household was defined as a group of people who lived 

together and routinely ate out of same pot.  
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2.2.4 Questionnaire development and tablet programming 

Survey questionnaires covering the targeted thematic areas were developed in consultation with 

FAO and UNICEF technical officers to address the minimum required indicators for the KAP 

survey. The questionnaires were programmed into Kobo Collect and tablets were used for data 

collection. Skip and validity rules were built in during questionnaire programming to reduce data 

collection errors.  

2.2.5 Recruitment, Training of Survey Teams, Data collection and Supervision 

A total of 33 survey enumerators were recruited and trained for 5 days to accurately implement 

the KAP survey. Data collection tools and survey procedures were pilot tested in villages not 

selected for the main surveys and all issues identified in the field testing were resolved during 

plenary.  

During data collection, 16 teams of 2 members each conducted the household survey. Data 

collection was carried out over 22 days from 5th to 27th March 2020 in all the 10 districts. FAO 

M & E officers and the Consultants supervised the field data collection to ensure survey teams 

followed correct methodological procedures such as household listing and sampling and 

questionnaire administration. Debriefing meetings were conducted with the survey teams for field 

updates including data collection progress and planning the next day’s work.   

2.2.6 Data analysis 

Data analysis was conducted in Stata version 15.1. Survey weights were generated in Excel and 

used in the estimation of district level and national estimates for all the key survey indicators. To 

assess the effect of maternal demographic factors on knowledge and attitudes towards infant 

feeding, linear regression models were fitted and a p-value <0.05 indicated significant association 

between the demographic factors and the knowledge and attitude levels.  

3.0  RESULTS FOR THE HOUSEHOLD SURVEY 

3.1 Characteristics of sampled households  

3.1.1 Household headship and size  

Household characteristics of sampled households are summarised in Table 5. Overall, there were 

more male headed households (69.4%) than female headed households (30.5%). By district, 

Chitipa and Karonga districts had more male headed households compared to the other districts 

with Thyolo district having the highest female headed households (39.4 %).  Age distribution of 

household heads were generally young across districts with mean age of 33.7 years. Average 
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household size was 4.8, slightly higher than the national average of 4.4 as per the 2018 national 

census results. Household sizes ranged from 4.5 in Chiradzulu to 5.7 in Nkhata Bay. 

Table 5: Household headship and size 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

HHs interviewed  268 295 293 283 289 287 291 291 279 285 2,861 

% MHHS 84.3 85.1 69.6 70.3 75.8 70.0 68.4 65.6 60.2 63.9 69.4 

% FHHS 15.7 14.9 30.4 29.7 24.2 30.0 30.9 34.4 39.4 36.1 30.5 

% CHHS 0.0 0.0 0.0 0.0 0.0 0.0 0.7 0.0 0.4 0.0 0.1 

Average age (years) 33.6 35.0 37.2 32.2 33.4 33.6 31.4 31.6 32.4 32.8 33.7 

Average HH size 5.0 5.1 5.7 4.8 5.1 5.0 4.8 4.5 4.7 4.9 4.8 

 

3.1.2 Marital status and Education level of household head 

Overall, distribution of the households by marital status of the household head showed that 

majority of the household heads (84.2%) were married or living together and 10.8% were widowed 

or separated (Table 6). Overall, 98.3% of household heads had at least primary education.  

Table 6: Marital status and education level of household heads 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Marital status            

Married or living 

together 
90.3 90.9 79.9 88.3 84.4 84.0 81.4 84.5 77.4 81.1 84.2 

Divorced/separated 6.0 5.8 7.5 6.4 11.8 11.9 13.8 11.7 16.9 13.3 10.8 

Widowed  1.9 1.7 10.2 3.5 2.1 2.8 2.1 2.1 3.9 5.3 3.4 

Never married and 

never lived together 
1.9 1.7 2.4 1.8 1.7 1.4 2.7 1.7 1.7 0.4 1.4 

HH head education 

level 
           

Primary 55.1 53.3 57.9 64.0 69.3 70.4 70.7 60. 69.1 67.1 64.2 

Secondary  38.4 40.1 36.0 32.4 26.3 25.4 24.6 37.2 26.4 28.8 31.5 

Higher 5.7 3.8 4.0 3.3 1.5 0.8 1.5 1.4 1.5 2.7 2.6 

Adult literacy 0.4 0.0 0.4 0.0 0.0 0.4 0.0 0.0 0.0 0.0 0.1 

None 0.4 0.0 1.4 0.4 2.6 1.9 2.9 0.0 1.9 0.8 1.1 

Don’t know 0.0 2.8 0.4 0.0 0.4 1.2 0.4 0.7 1.1 0.8 0.6 

 

3.1.3 Occupation of household heads 

On main occupation of household heads, 55.2% of the households were involved in farming. 

About 48.1% of the households were involved in growing crops only and 7.1% grew both crops 

and livestock. The other forms of occupation household heads were involved included doing 

business/self-employed (16.2%) and casual labour (19.6%) in agriculture and non-agriculture 

sectors as shown in Table 7.   
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Table 7: Occupation status of Household head  

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Farming (crops only) 50.4 57.6 48.5 56.4 54.3 49.1 34.7 41.6 44.1 37.2 48.1 

Farming (crops + 

livestock) 
13.8 9.5 7.9 9.9 8.3 4.5 3.4 3.8 3.6 4.6 7.1 

Formal employment 8.6 4.4 7.5 5.7 2.8 3.8 5.8 5.5 10.0 4.2 6.5 

Casual labour 

(Agriculture) 
6.0 4.1 2.7 7.8 15.6 13.2 13.8 16.8 16.1 20.4 12.3 

Casual labour (Non 

agriculture) 
4.5 4.8 6.8 4.6 3.1 7.3 12.7 11.7 9.0 10.2 7.3 

Business/Self-

employed 
15.3 16.3 23.2 13.1 14.5 15.7 26.8 17.5 14.0 21.4 16.2 

Student 0.8 0.0 0.0 0.0 0.0 0.4 0.0 0.0 0.7 1.1 0.3 

None 0.4 2.4 1.4 1.8 0.7 2.1 1.0 2.1 2.5 1.1 1.7 

Other 0.4 1.0 2.1 0.7 0.7 3.8 1.7 1.0 0.0 0.0 0.7 

 

3.2 THE AFIKEPO PROGRAMME  

3.2.1 Community Knowledge of the Afikepo and its Interventions 

The survey assessed communities’ knowledge of the Afikepo and the project interventions being 

promoted in their communities. The survey showed that 53.9% of respondents had ever heard 

about Afikepo (Fig 3). For those who knew Afikepo, 39.5% knew at least one intervention the 

project was implementing as part of the project activities. The most cited project intervention was 

support towards food diversification and consumption of diversified foods (63.3%) followed by 

support in meal preparation (39.5%) and promotion of consumption of bio-fortified foods (24.2%). 

These findings were in tandem with the qualitative findings that showed participants displayed 

good knowledge of the nutritional activities taking place in their areas through the Afikepo project. 

While support in development of Village Savings and Loan (VSL) Schemes was the least cited 

intervention (15.2%.) as shown in Table 8. These findings suggest that the participants are aware 

of the key Afikepo programme activities and subsequent practices. 

 

Figure 3: Respondents ever heard about AFIKEPO 
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Table 8: Community knowledge of the Afikepo Project interventions 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Knowledge of at least one 

intervention for AFIKEPO 

project  

31.3 33.9 38.6 49.1 54.0 36.6 35.1 49.8 23.3 36.8 39.5 

Intervention areas correctly stated among those who knew the project 

Support food diversification 

and consumption of 

diversified foods 

48.1 48.8 66.9 66.5 69.4 59.1 57.6 68.9 59.6 66.9 63.3 

Support VSL schemes 

development  
11.3 9.4 13.0 15.4 13.8 14.8 18.5 23.0 9.6 17.9 15.2 

Support food value addition, 

processing/ preservation 

technologies  

9.0 9.4 17.5 19.2 16.8 19.5 18.5 25.7 20.2 28.3 19.3 

Support meal preparation 31.6 32.5 35.1 44.5 43.9 40.3 29.8 37.2 42.6 34.5 39.5 

Promote consumption of bio-

fortified foods 
20.3 21.9 26.0 26.9 20.9 14.8 18.5 25.1 21.3 33.1 24.2 

 

3.2.2 Membership in Clusters and Care Groups 

The Afikepo project implementation is achieved through cluster and care group model where 

community-based facilitators (CBFs) and community outreach groups (COGs) are trained and 

mentored to support community cluster members and care group members on the Afikepo project 

interventions. The survey assessed the coverage of household membership in the community 

cluster and care groups.  The survey showed that 25.3% of the households were members in the 

community clusters. Of these, 85.8% reported being visited at least once by the cluster leaders per 

month. About 15.9% of the households were members in care groups and care group membership 

was lowest in Chitipa (10.8%) and highest in Mzimba (24.2%) (Table 9). 

Table 9: Proportion of households who are members in Clusters and Care Groups 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of households with 

members in clusters 
15.7 21.4 28.0 37.7 34.3 16.7 19.2 22.3 16.9 22.1 25.3 

% of HHs reported being 

visited at least once by the 

cluster leaders per month  

92.9 93.7 92.7 89.5 79.8 89.6 85.7 89.2 74.5 79.0 85.8 

% of HHs in care group  10.8 11.6 17.7 24.2 20.4 12.9 13.1 13.4 11.1 13.0 15.9 

% of respondents who are 

members of a care group 
10.5 11.5 15.0 23.8 20.1 12.9 12.7 13.4 11.1 11.9 15.6 

Roles in the care group            

Promoter 3.5 5.6 4.4 0.0 0.0 0.0 2.7 0.0 6.3 4.9 1.9 

Cluster leader 24.1 38.9 31.1 8.5 11.9 10.0 18.9 21.4 21.9 24.4 16.5 

Care group leader 0.0 8.3 2.2 7.0 7.5 5.0 5.4 14.3 18.8 2.4 8.6 

Member 72.4 47.2 62.2 84.5 80.6 85.0 73.0 64.3 53.1 68.3 73.1 
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3.2.2.1 Reasons for not being members of care group 

When households with children under 2 years who were not cluster members were asked the 

reasons for not being members, the commonly cited reasons were not being aware of existence of 

the clusters in their villages or communities (48.4%), interested (12.3%) and no more members 

needed to join the clusters because the required number of members were reached (10.0%) as 

shown in Table 10.  Table 10:  Main reasons for households not being members of a Cluster 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Not aware of clusters 49.6 42.2 41.7 43.6 53.7 53.6 43.4 48.2 53.9 51.4 48.4 

Not interested 16.4 16.4 16.1 8.0 11.6 14.6 14.9 12.0 12.9 11.3 12.3 

No space for more members  11.5 14.7 11.9 11.4 10.0 10.0 13.6 6.6 6.0 14.9 10.0 

No time and very busy 2.2 1.3 4.3 4.0 1.1 1.3 1.7 2.2 2.2 0.9 2.4 

Rudeness of facilitators/ 

members  
0.0 0.0 0.0 0.0 0.5 0.4 0.0 0.9 0.0 0.0 0.2 

No monetary benefits 0.4 0.0 1.0 1.7 1.1 1.3 0.0 1.8 1.3 0.0 1.1 

Demands more time 0.9 0.9 1.0 0.6 0.0 0.8 1.3 3.1 1.3 1.4 1.2 

Others 19.0 24.1 24.2 27.4 22.1 18.0 25.1 25.2 22.4 20.3 22.7 

3.3 Infant and Young Child Feeding Practices 

Appropriate IYCF practices especially in children below two years promote optimal growth and 

child development and reduces the risk of diseases such as pneumonia. This section covers results 

of the IYCF practices which include breastfeeding within one hour of birth, exclusive 

breastfeeding in the first six months of life, continued breastfeeding up to age 2 and beyond, timely 

initiation of complementary feeding and consumption of diverse diets to meet their growing 

nutrient needs. 

3.3.1 Characteristics of sampled children 

Table 11 summarises the characteristics of the sampled children. The proportion of children aged 

0-5 months and 6-23 months were 24.0% and 76.0% respectively, with the 0-5 months being 

higher than the 11.5% at baseline. Overall, the distribution of the sampled children by gender was 

similar between this survey and at baseline.    

Table 11: Characteristics of sampled children 0-23 months 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline  

N 271 301 318 286 310 303 301 286 278 269 2923 4375 

Age group             

0-5 months 25.8 20.9 21.3 21.3 26.8 22.1 22.3 26.2 30.2 23.4 24.0 11.5 

6-23 months 74.2 79.1 78.9 78.7 73.2 77.9 77.7 73.8 69.8 76.6 76.0 88.5 

Sex             

Boys 50.2 47.5 46.9 48.6 50.3 48.8 47.8 50.0 47.1 50.9 48.8 47.2 
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Girls 49.8 52.5 53.1 51.4 49.7 51.2 52.2 50.0 52.9 49.1 51.2 52.8 

Relationship to respondent             

Mother 97.4 96.4 91.8 96.1 96.8 95.7 96.0 97.6 97.1 97.0 96.1 - 

Grandmother  0.7 1.0 3.8 0.7 1.6 1.7 0.7 0.7 1.1 1.5 1.4 - 

Sibling 1.1 2.3 2.5 2.5 1.3 1.7 3.0 1.1 1.1 1.5 1.8 - 

Other Relative 0.7 0.0 1.9 0.4 0.0 1.0 0.3 .4 0.0 0.0 0.5 - 

Other specify 0.0 0.3 0.0 0.4 0.3 0.0 0.0 0.4 0.7 0.0 0.2 - 

 

3.3.2 Initiation of breastfeeding  

Early initiation of breastfeeding within one hour of birth does not only promote bonding between 

the mother and the child and regular production of breast milk but also ensures that the infants 

receive colostrum (first yellow milk) which is beneficial to the infant health. In the survey, 99.7% 

of the children aged 0-23 months were ever breastfed, and 90.4% were breastfed within one hour 

of birth which was higher than the 87.4% at baseline and was similarly high across all districts 

(lowest was 86.6% in Mzimba and highest was 93.7% in Karonga) (Fig 4). No differences were 

observed between boys (90.3%) and girls (90.6%) (Table 12).  

The survey showed that 64.4% of the children aged 0-5 months were exclusively breastfed and 

was higher than the 60.8% at baseline. By gender, slightly more males (66%) than girls (62.8%) 

were exclusively breastfed (Fig. 4). The minimal improvement in the proportion of children 

exclusively breastfed were due to a number of barriers as pointed out in the qualitative study (see 

Section 4.4.2) that bordered between community attitudes/beliefs and lack of resources at 

household level. The topmost perceived barrier to exclusive breastfeeding was mothers’ belief that 

they were not able to produce enough milk for the baby and hence the baby’s frequent cries.  Other 

frequently mentioned barriers included laziness, childishness amongst most teen mothers, 

influence from elders, women wanting to maintain their body shape, poverty as well as mothers 

not being available all the time due to other engagements which keep them out of their homes for 

longer hours such as businesses, farming, and fetching firewood.    

 

Figure 4: Percentage of children 0-5 months exclusively breastfed 

60.8 61.6 60.2
64.4 66

62.8

40

50

60

70

% of children 0-5 exclusively
breastfed

% of Boys  0-5 exclusively breastfed % of Girls  0-5 exclusively breastfed

%

Overall Baseline Overall KAP



17 
 

3.3.3 Continued breastfeeding  

In children, breastfeeding should be continued until the age of 2 years and beyond. The survey 

results showed that 92.5% (91.9% in boys and 93.1% in girls) of the children aged 6- 23 months 

continued breastfeeding. The proportion of children continued breastfeeding at one year and at 

two years were 97.8% (96.6% in boys and 98.8% in girls) and 77.8% (77.0% in boys and 78.7% 

in girls) and were slightly higher than the results obtained at baseline as shown in Fig 5 & Table 

12.  

 

Figure 5: Comparison of Breastfeeding practices of children 0-23 months between KAP and Baseline in 

percentage 

 

Table 12: Breastfeeding practices of children 0-23 months 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  baseline 

% children 0-23 months 

ever breastfed 

99.6 100 98.7 99.7 100 99.7 99.0 99.7 100 100 99.7 99.0 

Boys 99.3 100 98.0 99.3 100 100 99.3 100 100 100 99.6 99.0 

Girls 100 100 99.4 100 100 99.4 98.7 99.3 100 100 99.8 98.0 

% breastfed within one 

hour of birth (0-23 months) 
89.0 93.7 91.5 86.6 91.6 92.6 92.4 90.7 93.2 91.7 90.4 87.4 

Boys 88.7 94.2 91.5 87.8 91.6 93.9 90.8 88.3 92.7 91.5 90.3 87.3 

Girls 89.3 93.2 91.6 85.5 91.5 91.1 93.9 92.9 93.7 92.0 90.6 87.6 

% continued breastfeeding 

between 6-23 Months  
92.0 93.3 88.1 89.7 93.4 87.3 95.3 95.3 95.4 91.3 92.5 - 

Boys 92.1 93.7 89.2 86.4 95.0 90.8 95.5 96.4 95.6 89.1 91.9 - 

Girls 92.0 92.9 87.0 93.0 91.6 83.8 95.1 94.0 95.2 93.8 93.1 - 

% Continued breastfeeding 

at 1 year (12-15 months) 
96.7 100 100 98.2 100 98.0 100 100 95.8 93.6 97.8 95.0 

Boys 100 100 100 95.8 100 100 100 100 90.9 95.8 96.6 94.8 

Girls 93.8 100 100 100 100 96.6 100 100 100 91.3 98.8 95.3 

% Continued breastfeeding 

at 2 years (20-23 months) 
74.1 79.0 70.6 74.2 75.0 76.1 85.4 89.6 80.6 76.0 77.8 67.6 

Boys 77.4 77.8 77.1 69.2 76.9 80.5 82.6 93.3 84.6 70.0 77.0 69.2 

Girls 69.6 80.0 63.6 82.6 73.1 70.0 88.0 83.3 78.3 85.0 78.7 66.1 
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3.3.4 Complementary feeding Practices 

According to WHO recommendations, complementary feeding is supposed to be initiated at 6 

months of age to complement the breast milk to ensure that infants meet their nutritional 

requirements to prevent under-nutrition. Thus, other foods such as fruits and vegetables and liquids 

together with breast milk needed to be introduced at the age of 6 months after transition from 

exclusive breastfeeding. The proportion of children aged 6-8 months timely introduced to solid, 

semi-solid or soft foods as part of complementary feeding was 71.3% and ranged from 45.2% in 

Mulanje to 83.3% in Kasungu. The proportion of children (6-8 months) timely introduced to 

complementary feeding is lower than the 78.7% obtained at baseline. By sex, the proportion of 

children aged 6-8 months timely introduced to complementary feeding were 72.2% in girls and 

70.3% in boys (Table 13).  

Table 13: Complementary feeding Practices for children 6-8 months 

 CP KA NB MZ KU KK SA CZ TO MJ Overall Baseline 

% of children 6-8 

months timely 

introduced to 

complementary 

feeding 

77.3 73.3 75.0 61.8 83.3 66.7 65.5 73.3 79.6 45.2 71.3 78.7 

Boys 70.0 80.0 75.0 64.3 84.0 64.7 66.7 64.0 77.3 50.0 70.3 77.9 

Girls  83.3 68.0 75.0 60.0 82.4 68.8 64.0 85.0 81.8 41.2 72.2 79.4 

 

3.3.5 Dietary Diversity, Meal Frequency and Acceptable Diet in Children 6-23 months   

Using a 24-hour dietary recall, foods consumed by children aged 6 to 23.9 months in the last 24 

hours and feeding frequency was collected in all the households with children less than 2 years. 

The data collected was used to calculate the minimum dietary diversity, minimum meal frequency 

and minimum acceptable diet in children 6-23 months.  To determine the minimum dietary 

diversity for children 6-23 months, the sum of food groups consumed by a child aged 6-23 months 

from the total of seven food groups required by children was computed.  The seven food groups 

were grains, roots and tubers; legumes and nuts; dairy products; meat, fish, poultry and organ 

meats; eggs; vitamin A rich fruits and vegetables; and other fruits and vegetables. Children aged 

6-23 months consuming 4-7 food groups in the previous 24 hours were considered to have 

achieved the minimum dietary diversity. Overall, the proportion of children 6-23 months 

achieving the minimum dietary diversity (4-7 food groups) was 30.4% (31.5% in boys and 29.3% 

in girls) and was similar to the 30.0% (31.1% in boys and 29.0% in girls) obtained at baseline. The 

proportion of children 6-23 months achieving MDD was lowest in Salima (18.4%) and highest in 

Karonga (40.3%) (Fig 6 & Table 14).  
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The minimum meal frequency in children 6-23 months was determined by combining the 

minimum meal frequency in breastfed children (3 meals or more) and non-breastfed children (4 

meals or more).  Overall, the proportion of children 6-23 months achieving the minimum meal 

frequency was 56.5% (55.1% in boys and 57.8% in girls) and was 12.2 points higher than the 

44.3% (43.8% in boys and 44.7% in girls) obtained at baseline (Fig 6 & Table 14). The highest 

proportion of children meeting minimum meals frequency was in Nkhata Bay (66.0%), Mzimba 

(64.0%), Chitipa (60.8%) and lowest in Mulanje (46.8%) and Thyolo (48.6%).   

 

Children aged 6-23 months achieving both the minimum dietary diversity and minimum meal 

frequency in the previous 24 hours were considered to have achieved the minimum acceptable diet 

(MAD). Overall, the proportion of children 6-23 months achieving the minimum acceptable diet 

was 24.3% (26.4% in boys and 22.2% in girls) which was 9.5% points higher than the 14.8% 

obtained at baseline (15.7% in boys and 14.0% in girls) and ranged from 12.0% in Nkhotakota to 

29.6% in Mzimba (Fig 6 & Table 14). 

According to the qualitative findings (see Section 4.4.3), the lower figures on dietary diversity 

were mainly attributed to the general poverty that households face as well as lack of knowledge 

on food preparation. Participants explained that not all parents are able to give required varieties 

and amounts of food to children between the ages of 6-23 months due to lack of money to procure 

nutritious foods especially those that can be used to prepare the 6 food groups, and lack of 

knowledge on food preparation. It was consequently reported that children eat whatever their 

parents eat as long as they are able to chew.  These findings are similar to those in the 2018 Afikepo 

Baseline study and suggest that the there is still more effort needed to sensitise and train 

communities as well as address the poverty-related issues to nutrition. Interviews at community 

level also unveiled that men have clear knowledge about their roles to ensure that everything is in 

place including promoting the six food groups as well as how to feed infants and young children 

in the home, they rarely practice what they know and that most men do not find it useful to take 

part in the activities, hence hindering practice in general. In addition to sensitization of men, actual 

programming of men into Afikepo activities for more accountability to their roles at both 

community and family levels could be essential. 
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Figure 6: Children 6-23 Months Achieved Minimum Dietary Diversity, Minimum Meal Frequency and Minimum 

Acceptable Diet 

Table 14:Proportion of Children 6-23 Months Achieved Minimum Dietary Diversity, Minimum 

Meal Frequency and Minimum Acceptable Diet* 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline 

Minimum dietary diversity (MDD- consumed 4-7 food groups)  

Total 35.3 40.3 34.7 37.1 32.2 21.6 18.4 31.8 20.6 26.7 30.4 30.0 

Boys 36.6 43.2 35.0 40.0 34.2 24.4 21.6 30.6 19.8 25.5 31.5 31.1 

Girls 34.0 37.8 34.4 34.2 29.9 18.8 15.5 33.0 21.4 28.1 29.3 29,0 

Minimum meal frequency (MMF)  

Total 60.8 49.3 66.0 64.0 53.0 56.3 52.7 54.9 48.6 46.8 56.5 44.3 

Boys 61.0 48.4 66.0 57.1 51.0 56.2 54.8 56.7 49.3 52.7 55.1 43.8 

Girls 60.7 50.0 66.1 70.5 55.6 56.4 50.6 53.0 48.0 40.7 57.8 44.7 

Minimum acceptable diet (MAD)  

Total  29.2 28.1 28.2 29.6 25.7 12.0 16.2 22.5 16.9 202 24.3 14.8 

Boys 30.5 28.0 29.9 33.0 28.4 12.4 20.2 20.0 20.9 21.8 26.4 15.7 

Girls 28.1 28.3 26.8 26.3 22.2 11.5 12.1 25.3 13.3 18.5 22.2 14.0 

*MDD- 4 Food Groups and above from a Total of 7 Food Groups 

 MMF-3 Meals for children 6-23 and Breastfeeding, or 4 Meals for children 6-23.9 Months and Not Breastfeeding 

 

3.3.6 Consumption of animal source foods, iron and vitamin A rich foods and bio-fortified 

foods  

Table 15 summarises the iron and vitamin A rich foods and bio-fortified foods consumed by 

children 6-23 months in previous 24 hours. The proportion of children 6-23 months consumed 

animal source foods (meat and poultry, organ meat and fish), iron rich foods (organ meat , meat,  

fish , dark green leafy vegetables, other fruits, legumes) and vitamin A rich foods (dairy products, 

organ meat, eggs, orange vegetables and orange fruits) were 29.8% (32.6% in boys and 27.0% in 

girls), 81.3% (81.5% in boys, 81.1% in girls) and 40.9% (42.0% in boys, 39.8% in girls)  

respectively.  Consumption of animal source foods and iron rich foods increased by 3.2% (26.2% 

at baseline) and 57.5% (23.8% at baseline) and consumption of vitamin A rich foods declined 

from 61.4% at baseline to 40.9% (Fig 7 & Table 15) perhaps due to most vitamin A fruits being 

off season despite being the peak of the crop season compared to the baseline survey that was conducted 
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in November/December when there was plenty of fruits such as mangoes which fall under Vitamin A 

Fruits.  

While most participants reported using livestock for consumption in section 3.5.4 as a main reason 

for keeping livestock especially small livestock, qualitative findings showed that while households 

keep both small and large livestock, they do not do so mainly for household consumption but for 

sale (see Section 4.5.5). It was further reported that when households sell their livestock, they 

prioritize meeting the pressing needs of their families, which usually would be non-food essentials 

such as paying for children’s school fees, iron sheets, clothes, farm inputs, renting farming land 

and paying labourers, buying furniture, and use whatever remains for food.  The qualitative 

findings further showed that communities are more likely to sell most of their legumes than keep 

them for nutrition enhancement in the family, despite the knowledge on the nutritional value of 

the vitamin A rich foods (see Section 4.5.4 for more discussion). Again, issues of household 

poverty and the need for other equally valuable asserts in the home highly influence communities 

to look at some of the vitamin A rich foods an income generating tool in the home. This suggests 

the need for more sensitization of the communities to encourage them to use their livestock for 

consumption for a better health.   

The proportion of children 6-23 months consuming bio-fortified foods (maize, iron fortified bean, 

orange fleshed sweet Potatoes) was 9.1% (8.5% in boys and 9.8% in girls) and was higher than 

2.7% at baseline as shown in Table 16 and no such data were collected at baseline. 

 

 

 

Figure 7: Percentage of children 6-23 months consuming animal source foods, iron-rich foods, vitamin A rich foods 
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Table 15: Proportion of children 6-23 months consuming animal source foods, iron-rich foods, 

vitamin A rich foods and bio-fortified foods 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline 

Animal source foods (Meat and poultry, Organ Meat and Fish)  

Total 29.4 38.7 59.0 29.5 25.6 39.0 21.4 30.3 23.7 34.5 29.8 26.2 

Boys 27.7 40.5 60.0 38.2 27.5 44.5 22.5 27.9 26.4 34.6 32.6 26.0 

Girls 31.0 37.0 58.0 21.1 23.4 33.3 20.3 33.0 21.4 34.3 27.0 26.5 

Iron rich foods (Organ meat , Meat,  fish , Dark green leafy vegetables:, other fruits, Legumes)  

Total 82.1 81.5 82.5 81.7 81.9 81.4 81.2 78.7 80.4 83.5 81.3 23.8 

Boys 82.2 82.9 80.0 80.9 80.0 84.0 78.4 81.1 80.2 89.1 81.5 22.1 

Girls 82.0 80.3 84.7 82.5 84.1 78.6 83.7 76.0 80.6 77.1 81.1 25.3 

Vitamin A rich foods (Dairy products, Organ Meat, Eggs, Orange Veg. and Orange Fruits):  

Total 41.3 40.8 36.3 51.3 38.8 24.6 26.1 47.4 31.4 39.3 40.9 61.4 

Boys 38.6 44.1 40.0 50.9 40.0 26.1 27.9 47.8 36.3 38.2 42.0 62.7 

Girls 44.0 37.8 32.8 51.8 37.4 23.1 24.4 47.0 27.2 40.6 39.8 60.2 

Bio-fortified foods (maize, iron fortified bean, orange fleshed sweet Potatoes)   

Total 10.3 9.6 5.7 5.8 9.9 3.1 3.9 10.0 13.5 13.2 9.1 - 

Boys 7.2 11.3 5.0 3.6 8.5 2.7 4.6 12.6 12.1 15.1 8.5 - 

Girls 13.3 8.1 6.2 7.9 11.4 3.5 3.3 7.0 14.7 11.0 9.8 - 

 

3.4 Maternal Health, Nutrition and WASH  

This section presents survey results of women of childbearing age (15–49 years) and adolescent 

girls aged 10-19 years. The results primarily cover women’s access to antenatal care services and 

iron folic acid intake, their knowledge and attitudes towards infant and child caring practices. The 

section also presents the consumption of diverse diets to meet their body requirements.  The 

section finally presents coverage levels of water, sanitation and hygiene services.  

 

3.4.1 Characteristics of the women and adolescent girls  

A total of 2,967 women of childbearing age (15-49 years) and 951 adolescent girls (10-19 years) 

were interviewed across the ten districts. Overall, the mean age of the women was 26.9 years and 

adolescent girls was 13.7 years and was similar across the ten districts (Table 16). The majority 

of women (50.0%) were aged 21-30 years, followed by 28.4% aged 31-49 years. By education 

level, 58.7% of the women attained primary education (standard 5-8) followed by secondary 

education or above (23.3%) in all the ten districts as shown in Table 16. 
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Table 16: Age distribution of women (15-49 years) & adolescent girls (10-19 years) 

 

CP KA NB MZ KU KK SA CZ TO MJ Overall 

Adolescent mean 

age 
13.8 13.4 13.9 13.7 13.7 13.6 14.1 14.4 13.5 13.4 13.7 

Women mean age 26.9 26.8 26.0 26.7 27.1 26.4 26.5 27.4 26.8 27.3 26.9 

Women Age group          

15-20 years 18.2 25.8 25.5 21.4 17.7 22.0 21.3 21.8 23.3 21.8 21.6 

21-30 years 53.9 44.4 51.1 52.2 53.9 51.7 52.2 46.6 47.6 45.6 50.0 

31-49 years 27.9 29.7 23.4 26.4 28.4 26.4 26.5 31.6 29.2 32.6 28.4 

Education level of women 

Std 1-4 or no 

school 
6.8 9.3 8.9 7.3 19.0 33.6 31.1 19.9 26.5 27.6 17.3 

Primary (std 5-8) 54.7 61.6 55.4 67.7 58.0 47.8 55.3 58.2 54.4 52.6 58.7 

Secondary & above 35.9 28.5 34.3 24.0 23.1 18.6 13.6 21.6 18.8 19.8 23.3 

Unknown 2.6 0.7 1.5 1.0 0.0 0.0 0.0 0.4 0.4 0.0 0.7 

 

3.4.2 Antenatal care and iron folic acid intake during pregnancy 

3.4.2.1 Knowledge on importance of attending antenatal care (ANC) services 

The survey further assessed maternal knowledge on the need for attending antenatal care services. 

The survey results showed that the majority of mothers (93%) correctly stated any advantages of 

attending ANC such as regular checks that assist in identifying and reducing risks to mother or 

baby, maternal education on best nutrition and care practices as well as child immunisations. 

About 83.9% of the mothers correctly stated that pregnant woman should start ANC during the 

first trimester (1-12 weeks). Similarly, a higher proportion of mothers (91.4%) correctly stated the 

benefits of timely initiation of ANC within the first trimester such as timely detection of 

abnormalities and preventable illnesses in mother and child. However, only 15.2 % of mother 

correctly stated that pregnant women should attend ANC at least 8 times which is recommended 

by national guidelines (Table 17).  

Table 17: Knowledge on importance of attending ANC services 

 CP KA NB MZ KU KK SA CZ TO MJ Overall 

% of mothers correctly stating:         

Advantages of attending ANC  96.7 95.1 95.5 93.9 93.6 95.6 94.2 92.5 89.9 90.2 93.0 

That pregnant woman should 

start ANC in the first trimester 
89.1 86.1 85.2 82.0 88.9 90.0 82.6 79.6 84.4 80.5 83.9 

The benefits of timely ANC 

initiation in first trimester 
96.7 94.4 94.0 93.6 91.6 93.6 89.7 89.5 89.2 85.3 91.4 

That pregnant women should 

attend ANC at least 3 times 
97.7 97.0 97.3 95.5 98.7 97.6 98.2 97.9 98.2 98.5 97.4 

That pregnant women should 

attend ANC at least 8 times 
22.2 19.3 22.7 18.0 22.9 14.5 11.4 8.6 8.5 12.6 15.2 
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3.4.2.2 Access to antenatal care services  

Timely and consistent access to antenatal care services coupled with adequate and timely intake 

of iron folic acid among pregnant women is necessary for improved birth outcomes and prevention 

of birth defects. The survey solicited number of antenatal visits during the pregnancy of the 

youngest child from mothers. Results showed that 60.2 % of mothers had at least four ANC visits. 

The proportion of mothers attending 4 ANC visits was lowest in Thyolo (51.6%) and highest in 

Chitipa district (76.7%).  While the proportion of mothers attending antenatal care services at least 

8 times during pregnancy with the youngest child was 1.4% and the low levels were observed 

across all districts primarily because most pregnant women delay in attending antenatal care 

services and most women not knowledgeable on the need to attend ANC at least 8 times as shown 

in Table 17. When mothers were asked the timing of the ANC visits, 37.5% of the mothers 

attended ANC during the first trimester of pregnancy with the youngest child and was lowest in 

Thyolo (30.1%) and highest in Karonga (61.1%) as shown in Table 18.   

 

Table 18:The proportion of mothers attending antenatal services during the pregnancy of youngest 

child 

 

CP KA NB MZ KU KK SA CZ TO MJ Overall  

% mothers attended:           

ANC in first trimester 50.6 61.1 35.3 34.0 36.1 36.0 36.1 40.7 30.1 37.1 37.5 

ANC at least 8 times 1.6 1.1 3.2 2.2 2.1 2.6 0.4 0.4 0.4 1.2 1.4 

ANC at least 4 times 76.7 73.1 68.0 61.9 64.0 53.5 55.6 52.9 51.6 56.8 60.2 

 

3.4.2.3 Maternal intake of iron folate 

When mothers were asked if they had taken iron folate during pregnancy, the proportion of 

mothers who had taken iron folate acid for 180 days during pregnancy of the youngest child was 

4.1% which was comparable to the 5.4% at baseline. The proportion of mothers who had taken 

iron folate acid for 180 days ranged from 1.2% in Thyolo to 7.8% in Karonga (Fig 8).   

 

 

Figure 8: The proportion of mothers took iron folate during the pregnancy with your youngest child 
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3.4.3 Women’s Knowledge and Attitudes on child breastfeeding 

Breast-feeding provides greater physiological and cognitive benefits to babies than formula-

feeding and is preferred method of infant feeding for full-term infants4 and is the optimal way of 

providing the best nutrition for the healthy growth and development of infants5. Babies should be 

breastfed with colostrum immediately soon after birth. The survey showed that 78.9% of women 

of childbearing age stated that baby be put to the breast within one hour of birth and ranged from 

76.7% in Thyolo to 95.8% in Kasungu or 95.5% in Nkhotakota (Fig 9). About 95.1% of women 

of childbearing age were willing to feed their babies on colostrum and was high across all districts. 

Overall, 68.4% of the women knew at least one benefit of feeding babies on colostrum. The 

common cited benefit of feeding babies on colostrum was colostrum being nutritious to baby 

(63.3%) and no such data were collected at baseline (Table 19).  

 

Figure 9: Percentage of caregivers stated baby be breast within one hour of birth during KAP survey 

Table 19: Women’s Knowledge and attitudes towards child breastfeeding practices  

 

CP KA NB MZ KU KK SA CZ TO MJ Overall 

% willing to feed 

baby on colostrum 
96.6 93.7 94.0 93.4 95.8 95.5 92.9 97.5 95.2 96.6 95.1 

% knowing at least 

one benefit of 

colostrum 

58.7 62.8 67.3 65.1 70.3 61.2 66.3 76.9 71.9 71.6 68.4 

Colostrum benefits mentioned by women: 

Nutritious to baby 50.4 53.5 62.8 60.9 62.1 57.4 56.4 73.6 67.4 72.9 63.3 

Prevents 

diseases/infections 
31.2 26.6 27.8 30.1 32.4 28.4 40.1 42.5 48.5 56.1 37.9 

Cleans baby's 

stomach 
2.3 6.6 8.2 9.3 5.9 6.9 13.8 17.1 18.5 11.8 11.4 

                                                           
4 American Academy of Pediatrics, Nutrition Committee of the Canadian Pediatric Society, and the Committee on Nutrition of 

the American Pediatric Society. (1 978). Breast-feeding. Pediatrics, 62, 591-601. 

 

5 S, Chung M, Raman G, Chew P, Magula N, De Vine D, Trikalinos T, Lau J. Breastfeeding and maternal and infant health 

outcomes in developed countries. Rockville, MD: Agency for Healthcare research and Quality; 2007.  
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3.4.3.1 Measuring women knowledge on infant breastfeeding using knowledge score 

 

Maternal knowledge towards infant feeding is critical in women decision making towards child 

breastfeeding and the duration of breastfeeding.  In addition to women’s attitudes towards 

breastfeeding, the survey also assessed women knowledge using a set of breastfeeding knowledge 

questions adapted from various breastfeeding KAP surveys.  For the knowledge survey, it 

consisted of 14 items which were used to assess the women knowledge on breastfeeding. The 

women’s knowledge towards each of the knowledge items were recoded 1 for TRUE, 0 for FALSE 

and 3 for UNSURE. Each correct answer was assigned 1 point so that a numeric score was 

provided for each item. Total knowledge scores were calculated and a score of zero indicated total 

lack of breastfeeding knowledge and a score of 14 indicated higher breastfeeding knowledge.  The 

knowledge scores were further categorised into Low knowledge (score 0-7) corresponding to 50% 

and below, Moderate knowledge (score 8-12) corresponding to up to 85% and High knowledge 

(score 13-14) corresponding to 86%-100% and overall positive knowledge (score 8-14) 

corresponding to women’s breastfeeding knowledge over 50%. Overall, the survey results showed 

that the mean knowledge score was 12.1 (95% CI: 12.0- 12.1) with minimal variations across 

districts (Table 20). The proportion of women (15-49 years) with overall positive knowledge was 

98.4% (56.4% in moderate category and 42.0% in high knowledge category) with high levels 

across districts (Table 20) suggesting women had overall high levels of positive knowledge 

towards breastfeeding.  

 

Table 20: Measuring women knowledge towards infant breastfeeding by district 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Mean knowledge 

score 12.3 12.3  12.3  12.1  11.9  12.1  12.1  11.8  12.0  12.0  
12.1 

(12.0-12.1) 

Low knowledge 

(score 0-7) 
0.7 1.7 1.2 1.0 2.6 2.1 1.4 3.2 1.1 2.3 1.6 

Moderate 

knowledge (score 8-

12) 

52.3 50.2 50.8 54.7 54.6 58.1 57.1 63.6 59.3 55.2 56.4 

High knowledge 

(score 13-14) 
47.0 48.1 48.0 44.3 42.8 39.8 41.5 33.2 39.6 42.5 42.0 

Total Positive 

knowledge (score 8-

14) 

99.3 98.3 98.8 99.0 97.4 97.9 98.6 96.8 98.9 97.7 98.4 

 

 



27 
 

3.4.3.2 Comparison of women’s characteristics and knowledge towards infant 

breastfeeding 

To determine if women’s knowledge towards child breastfeeding varied by increasing women’s 

age, education level and care group membership, the mean knowledge scores were compared 

against the three demographic factors by fitting regression models (unadjusted and adjusted). Both 

the unadjusted and adjusted results showed that women’s knowledge towards breastfeeding were 

significantly increased with women’s age (P < 0.001) and education level (P = 0.038 for adjusted) 

and surprisingly no differences between members and non-members of care groups for both 

unadjusted and adjusted results as shown in Table 21. Suggesting that increased maternal age and 

education attainment leads to improved breastfeeding knowledge in women of childbearing age.   

 

Table 21: Comparison of women’s characteristics and knowledge towards infant breastfeeding  

 Mean Knowledge score 

(95% CI) 

Unadjusted adjusted 

Women Age group    

15-20 years 11.7 (11.5-11.9) 

(F = 33.5, P <0.001) (F = 12.6, P <0.001) 21-30 years 12.1 (12.0-12.2) 

31-49 years 12.3 (12.2-12.4) 

Education level    

No school or primary up to std 4 11.9 (11.7-12.0) 

(F =4.77, P = 0.029) (F = 12.6, P =0.038) Primary (std 5-8) 12.1 (12.0-12.1) 

Secondary and above 12.2 (12.1-12.4) 

Care group membership    

No 12.0 (12.0-12.1) (F = 1.6, P <=0.212) (F = 12.6, P <=0.543) 

Yes 12.2 (12.0-12.3)   

 

 

3.4.3.4 Measuring women attitudes towards infant feeding with Iowa infant feeding 

attitude scale 

Positive maternal attitudes towards infant feeding play a major role in determining a woman’s 

decision to breastfeed and the duration of breastfeeding6.  The survey assessed women (15-49 

years) attitude towards infant feeding using the Iowa Infant Feeding Attitude Scale (IIFAS) which 

is a reliable and valid instrument for assessing attitudes towards infant feeding7.  The IIFAS 

consisted of 17 attitude questions, eight of which favoured towards breastfeeding and the 

remaining nine questions favoured towards formula feeding (Table 22).  The scale covers various 

dimensions of infant feeding relating to costs of infant feeding (Breast milk is cheaper than 

                                                           
6 Losch M, Dungy CI, Russell D, Dusdieker LB.Impact of attitudes on maternal decisions regarding infant feeding. J Pediatr 

1995;126:507‑14. 
7 De la Mora A, Russell DW, Dungy CI, Losch M, Dusdieker L. The Iowa infant feeding attitude scale: Analysis of reliability 

and validity. J Appl Soc Psychol 1999;29:2362‑80. 
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formula), nutrition (Breast milk is the ideal food for babies), convenience (Formula feeding is 

more convenient than breastfeeding), and infant bonding (Breastfeeding increases mother‑infant 

bonding).  

 

The women attitudes towards each of the IIFAS questions were scored by assigning points on a 

5-point Likert scale that indicated the extent to which she agreed with each statement ranging from 

“strongly disagree” to “strongly agree” Items that favoured formula feeding were reverse-scored 

during analysis (i.e., 1 = 5, 2 = 4, 4 = 2, and 5 = 1) and the scores for each item were then calculated 

by means of an equally weighted sum of responses to the individual items to obtain the overall 

women attitudes towards breastfeeding. The total attitude scores could range from as low as 17 

(reflecting positive formula feeding attitudes) to as high as 85 (reflecting positive breastfeeding 

attitudes) and a total score of 51 indicated a neutral attitude. Thus, higher scores >51 indicate more 

positive attitudes toward breast feeding. Overall, the survey results showed that the total score was 

61.1 (95% Confidence interval: 60.8- 61.3).  Similar high scores were observed in all districts as 

shown in Table 22 suggesting women had overall positive attitudes towards breastfeeding.  

 

Table 22: Measuring women attitudes towards infant feeding with Iowa infant feeding attitude 

scale 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Favourable to breastfeeding: 

Breast-feeding increases mother-

infant bonding. 
4.1 4.1 4.2 4.2 4.2 4.2 4.3 4.3 4.3 4.3 4.2 

Formula-fed babies are more 

likely to be overfed than are 

breast-fed babies. 

3.1 3.1 2.9 2.9 3.0 3.1 3.0 3.1 3.1 3.0 3.0 

Mothers who formula-feed miss 

one of the great joys of 

motherhood. 

4.0 4.1 4.0 3.9 4.0 3.9 3.9 3.8 4.0 3.8 3.9 

Babies fed breast milk are 

healthier than babies who are fed 

formula. 

4.2 4.2 4.3 4.1 4.1 4.1 4.1 4.1 4.2 4.0 4.1 

Breast milk is the ideal food for 

babies. 
4.4 4.3 4.4 4.4 4.5 4.4 4.4 4.3 4.4 4.3 4.4 

Breast milk is more easily 

digested than formula. 
4.3 4.3 4.3 4.3 4.3 4.3 4.3 4.2 4.3 4.2 4.3 

Breast-feeding is more 

convenient than formula feeding. 
4.3 4.3 4.3 4.3 4.4 4.3 4.2 4.3 4.3 4.1 4.3 

Breast milk is less expensive 

than formula 
4.3 4.3 4.3 4.2 4.3 4.3 4.3 4.2 4.4 4.3 4.3 

Favourable to formula feeding*: 

The nutritional benefits of breast 

milk last only until the baby is 

weaned from breast milk. 

3.5 3.2 3.4 3.4 3.1 3.2 3.1 3.0 3.0 3.2 3.2 

Formula-feeding is more 

convenient than breastfeeding 
4.2 4.0 4.0 4.0 3.8 3.9 3.9 3.9 4.0 4.2 4.0 

Breast milk is lacking in iron. 3.5 3.4 3.5 3.4 3.1 3.1 3.2 3.3 3.3 3.5 3.3 
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Formula-feeding is the better 

choice if a mother plans to work 

outside the home 

2.5 2.6 2.6 2.5 2.5 2.5 2.6 2.8 2.6 2.8 2.6 

Women should not breast-feed in 

public places such as restaurants 
3.8 3.8 3.8 3.7 3.9 3.6 3.5 4.0 3.8 4.0 3.8 

Breast-fed babies are more likely 

to be overfed than formula-fed 

babies. 

2.4 2.4 2.4 2.6 2.6 2.5 2.5 2.7 2.7 2.8 2.6 

Fathers feel left out if a mother 

breast-feeds. 
3.0 3.0 3.0 2.9 2.9 2.7 2.7 3.0 2.6 3.2 2.9 

Formula is as healthy for an 

infant as breast milk. 
3.4 3.4 3.3 3.1 3.1 3.0 3.1 3.5 3.4 3.5 3.3 

A mother who occasionally 

drinks alcohol should not breast-

feed her baby 

3.0 2.7 2.6 2.8 2.6 2.6 2.6 2.8 2.7 2.8 2.8 

Total score (95% CI) 
61.7 

 

61.3 

 

61.3 

 

60.8 

 

60.7 

 

59.1 

 

59.9 

 

61.4 

 

61.1 

 

61.8 

 

61.1 

(60.8- 61.3) 

 

*Items favouring formula feeding are reverse-scored and the scores for each item are then summed. Higher scores indicate more positive 

attitudes toward breast feeding. 

 

3.4.3.5 Comparison of women’s demographic characteristics and infant feeding attitudes  

Further analysis was conducted to assess if women’s age, education level and membership to care 

groups was associated with the increased attitudes towards breastfeeding, the means of total 

attitude scores were compared by women age group, education level and care group membership 

status separately (unadjusted) and the two demographic factors combined (adjusted) by fitting 

regression models. The unadjusted results showed that women’s attitudes towards breastfeeding 

significantly increased with women’s age (F = 21.59, P < 0.001), education level (F = 6.78, P = 

0.009) and membership to care groups (F = 21.2, P < 0.001). Thus, women aged 31 years and 

above had significantly higher attitudes towards breastfeeding than those aged 30 years and below 

and similarly those aged 21-30 years had significantly higher attitudes towards breastfeeding than 

the 15-20 years age group due to decreased exposure to infant feeding as a result of having less 

number of children compared to older women. Attitude scores in women with at least secondary 

education were significantly higher than those with primary and no education (see 95% 

Confidence intervals). Attitude scores in women who were members of care groups were 

significantly higher than those who were non-members (p<0.001). Similar results were obtained 

even after model adjustment suggesting that maternal increased age, education and being members 

of care groups is critical in having positive attitudes towards child breastfeeding (Table 23). 
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Table 23: Comparison of women’s demographic characteristics and infant feeding attitudes 

 IIFA score (95% CI) Unadjusted adjusted 

Women Age group    

15-20 years 60.1 (59.6-60.7) 

(F = 21.59, P < 0.001) F=16.0, P =0.013) 21-30 years 61.0 (60.7-61.3) 

31-49 years 61.8 (61.3-62.2) 

Education level    

No school or primary up to std 4 60.1 (59.5-60.6) 

(F = 6.78, P = 0.009) F=16.0, P <0.001) Primary (std 5-8) 60.8 (60.5-61.1) 

Secondary and above 62.6 (62.1-63.1) 

Care group membership    

No 60.8 (60.5-61.1) (F = 21.2, P < 0.001) (F = 16.0, P < 0.001) 

Yes 62.3 (61.7-62.9)   

 

3.4.4 Women’s Knowledge on child caring practices 

During the survey, mothers of children aged 0-23 months were further asked if they were 

knowledgeable on key child caring practices. The survey showed that a higher proportion of 

mothers (93.0%) knew at least one child caring practice and the common child caring practice 

mentioned was appropriate breastfeeding (88.4%) followed by age appropriate complementary 

feeding (74.8%) as shown in Fig 10 & Table 24. Questions on child caring practices were not 

asked at baseline. 

 

Figure 10:Percentage of women knowing at least one child caring practice during KAP survey 

Table 24: Knowledge of child caring practices by women of childbearing age 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall 

Appropriate 

breastfeeding 
88.1 86.0 90.2 86.5 89.3 89.5 88.6 88.4 89.5 90.9 88.4 

Age appropriate 

complementary feeding 
75.4 74.2 80.0 77.4 74.6 70.8 70.1 73.9 73.3 73.6 74.8 

Feeding the sick child 

(during and after) 
22.5 28.0 27.1 24.8 27.5 24.3 26.9 34.3 35.3 42.4 29.8 

Child immunization 24.2 26.5 32.2 24.8 28.2 27.3 34.1 35.5 34.1 47.6 30.9 

Growth monitoring and 

promotion 
25.8 28.0 34.5 26.3 31.1 32.6 33.7 34.7 31.8 35.5 30.5 

 

91.7 92.7
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3.4.5 Women’s knowledge on Complementary feeding 

Appropriate knowledge on complementary feeding contributes towards better child nutrition and 

health. Women of childbearing age (15-49 years) adolescent girls were asked if they knew the 

right time for initiating complementary feeding (i.e. at 6 months of age). The survey showed that 

knowledge on when to initiate complementary feeding was high among women of childbearing 

age (91.9%) compared to adolescent girls (74.7%).  Similarly, majority of women (84%) and 

adolescent girls (73.9%) correctly stated that number of times children fed complementary food 

be increased with increasing age. While the proportion of women 15-49 years correctly stating 

that amount of food children fed be increased with increasing age was 85.8% and in adolescent 

girls was 79.0% (Table 25). Questions on women’s knowledge on complementary feeding were 

not asked at baseline.  

Table 25: Knowledge of complementary feeding by women (15-49 years) and adolescent girls (10-19 

years) 

 

CP KA NB MZ KU KK SA CZ TO MJ Overall 

% of women (15-49 years) correctly stating the:        

Right time for 

initiating 

complementary 

feeding 

93.6 92.4 92.5 93.1 90.5 89.3 90.1 89.3 93.0 90.1 91.9 

Number of times 

children fed 

complementary 

foods be increased 

with increasing age 

92.5 87.4 87.3 84.4 81.7 78.2 80.1 83.6 80.4 86.2 84.0 

Amount of food 

children fed be 

increased with 

increasing age 

90.6 89.0 90.0 84.8 86.6 84.4 88.6 82.9 84.4 85.4 85.8 

% of adolescent girls (10-19 years) correctly stating the:       

Right time for 

initiating 

complementary 

feeding 

80.0 66.7 90.9 50.0 100.0 83.3 92.3 87.5 40.0 87.5 74.7 

Number of times 

children fed 

complementary 

foods be increased 

with increasing age 

60.0 50.0 81.8 100.0 100.0 83.3 92.3 75.0 40.0 62.5 73.9 

Amount of food 

children fed be 

increased with 

increasing age 

70.0 66.7 90.9 100.0 87.5 83.3 100.0 87.5 40.0 75.0 79.0 
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The high knowledge among adolescent girls on complementary feeding found in the household 

survey is in agreement with the qualitative survey which also found that adolescent girls had 

generally good knowledge on nutrition and nutrition-related activities of the Afikepo programme 

(see Section 4.3). The high knowledge could be attributed to several factors such as the Afikepo 

sensitisation activities taking place in the programme communities, which have indirectly 

influenced adolescent girls’ knowledge and attitudes. Additionally, it is likely that parents that 

have been engaged with and trained by the Afikepo project do share the experiences at household 

level where these adolescents live. The findings also showed that though the adolescent girls 

themselves are not directly engaged in nutrition-related activities conducted at community level 

such as cooking demonstrations, they do actually observe and become part of the experience.   

However, the qualitative survey found that there were no clear strategies for involving adolescent 

girls in the Afikepo programme across all the study districts to allow for meaningful engagement 

that would consolidate the adolescent girls’ knowledge for future use and practice. It was noted 

that in some districts (Kasungu and Karonga), adolescent involvement in nutrition issues had just 

begun nevertheless without clarity on how exactly the adolescent girls would be strategically 

involved to facilitate programme outcomes. 

3.4.6 Women’s knowledge on dietary food groups 

Understanding the knowledge levels on good nutrition and healthy eating is very important to 

effectively promote and support healthy eating. Nutrition knowledge is an important tool to 

stimulate dietary behaviour that would promote healthy weight in all generations. Furthermore, it 

has also been shown that increasing one’s knowledge in nutrition improves attitudes, beliefs, and 

self-efficacy towards the consumption of a healthy diet and a possible increase in physical 

activity8.  Results from the survey showed that the women’s knowledge of all the six Malawian 

dietary food groups was 27.8% which was higher than the 19.8% at baseline (Table 26). The 

increase in knowledge on the six food groups was due to community sensitization, health 

education talks and cooking demonstrations in their care groups which the project implemented. 

However, lack of resources due to general poverty and lack of knowledge on food preparation, 

processing and consumption was a hindrance to most participants to practice the consumption of 

all the six food groups as per findings from the qualitative survey.   

 

                                                           
8 A. G. Kristjansdottir, I.Thorsdottir, I. de Bourdeaudhuij, P. Due, M. Wind, and K. I. Klepp, “Determinants of fruit and 

vegetable intake among 11-year-old schoolchildren in a country of traditionally low fruit and vegetable consumption,” 

International Journal of Behavioral Nutrition and Physical Activity, vol. 3, article 41, 2006 
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Table 26: Women’s knowledge on Malawian dietary food groups   

 
CP KA NB MZ KU KK SA CZ TO MJ Overall Baseline 

% of mothers 

know:  
            

6 food groups 22.7 23.9 27.6 20.4 24.5 23.0 25.8 34.7 33.0 40.9 27.8 19.8 

5 food groups 13.0 12.4 13.8 8.8 11.9 10.5 15.1 12.2 15.3 13.0 12.3  

4 food groups 17.1 15.7 14.1 15.7 13.9 12.8 11.0 12.2 15.3 9.2 14.2  

3 food groups 17.1 12.1 12.0 17.4 15.2 17.2 11.0 12.2 11.5 11.6 14.0  

0-2 food groups 30.1 36.0 32.4 37.8 34.5 36.5 37.1 28.6 25.0 25.4 31.6  

Food groups mentioned:          

Staples 64.0 68.6 71.3 65.5 69.1 71.1 69.5 72.4 74.8 83.8 70.8 53.0 

Legumes 76.4 77.0 77.1 61.6 69.5 66.0 71.6 76.0 80.4 82.1 73.1 48.7 

Meat and meat 

products  
73.3 78.3 79.8 71.6 73.6 69.8 72.5 76.0 82.0 86.0 76.5 56.4 

Vegetables  79.6 86.7 86.1 78.6 78.5 76.2 78.8 83.2 86.4 87.2 82.2 62.8 

Fruits 65.3 70.8 74.8 70.3 72.8 69.8 68.6 75.2 69.6 78.7 71.3 53.6 

Fats and oils 44.9 51.3 56.6 44.1 48.4 47.7 44.5 55.6 53.6 60.4 50.3 31.6 

 

3.4.7 Dietary Diversity in Women (15-49 years) and Adolescent Girls (10-19 years) 

Dietary Diversity for women of reproductive age is measured using the minimum dietary diversity 

(MDD-W) indicator which reflects the individual dietary intake and nutrient adequacy of women 

of reproductive age9. To determine the minimum dietary diversity for women as well as adolescent 

girls (10-19 years), the 14 major food groups consumed by women were aggregated to 10 food 

groups. The aggregated 10 food groups were staples; legumes; nuts, milk and milk products; Meat, 

poultry and fish; eggs; dark green leafy vegetables; other vitamin A-rich fruits and vegetables; 

other fruits and other vegetables. Women and adolescents consuming a sum of 5-10 food groups 

in the previous 24 hours were considered to have achieved the minimum dietary diversity and 

therefore were food secure. Overall, the proportion of women of child bearing age (15-49 years) 

achieving the minimum dietary diversity (5-10 food groups) was 39.7% with Chitipa (50.7%), 

Nkhata Bay (52.2%), Karonga (37.6%), and Mzimba (46.8%) having the highest proportion of 

women meeting the minimum dietary diversity and the lowest was Nkhotakota (17.2%).  While 

the proportion of adolescent girls (10-19 years) achieving the minimum dietary diversity (5-10 

food groups) was 42.9% with Chitipa (61.1%) and Nkhata Bay (60.5%) having the highest 

proportion of adolescent girls meeting the minimum dietary diversity and the lowest were Salima 

(29.2%) and Thyolo (26.3%)  (Table 27). The proportion of women of childbearing age and 

adolescent girls achieving the minimum dietary diversity were comparable between the current 

survey and at baseline (30.4% in women and 32.2% in adolescent girls at baseline) (Fig 11 & 

Table 27). The continued low dietary diversity and maternal and child nutrition in general was due 

to lack of male involvement, lack of finances to buy the necessary foods required to meet the 6 

                                                           
9 Food and Agriculture Organisation (FAO); FHI 360. Minimum Dietary Diversity for Women: A Guide for 

Measurement; Food and Agriculture Organisation of the United Nations: Rome, Italy, 2016 
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food groups, lack of information, climate change, religious beliefs, cultural taboos as well as 

seasonality of the foods as per the findings from qualitative survey. Males being decision makers 

most of the time and key in mobilisation of financial resources at household level, greater 

involvement of males in maternal, adolescent and child nutrition would help to improve dietary 

diversity in these target groups.   

 

 

Figure 11: Proportion of women of reproductive age (15 - 49 Years) and adolescent girls (10-19 years) 

achieved the Minimum Dietary over the 24 hour recall period 

 

Table 27: Proportion of women of reproductive age (15 - 49 Years) and adolescent girls (10-19 

years) achieved the Minimum Dietary over the 24-hour recall period 

 CP KA NB MZ KU KK SA CZ TO MJ Overall Baseline 

Women achieved MDD 

(consumed >=5 food 

groups) 

50.7 47.6 52.2 46.8 40.2 17.2 25.3 36.8 30.0 37.1 39.7 30.4 

Adolescents achieved 

MDD (consumed >=5 

food groups) 

61.1 55.8 60.5 53.3 32.9 33.3 29.2 47.9 26.3 31.6 42.9 32.2 

 

Table 28 summarises the women of childbearing age and adolescent girls consuming animal 

source foods, iron-rich foods, vitamin A rich foods, and bio-fortified foods. The proportion of 

women and adolescent girls consuming animal source foods (meat, poultry, organ meat and fish) 

were 32.5% and 33.2% respectively with Nkhata Bay having the highest proportion of women 

(74.2%) and adolescent girls (76.0%) consuming animal source foods due to proximity to the lake 

where they access fish and the lowest was Kasungu (21.0% in women and 16.7% in adolescents) 

and Mzimba (22.8% in women and 16.7% in adolescents). The proportion of women consuming 

protein rich foods (pulses, dairy products, meat, organ meat, eggs, fish) and vitamin A rich foods 

(dairy products, organ meat, eggs, orange vegetables and orange fruits) were 61.7% and 43.8% 

respectively and in adolescent girls were 63.6% and 43.5% respectively (Table 30). The proportion 

of women and adolescent girls consuming animal source foods declined from 47.5% to 32.5% in 

women and from 51.1% to 33.2% in adolescent girls.  
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The proportion of women and adolescents consuming bio-fortified foods (maize, iron fortified 

bean, orange fleshed sweet Potatoes) were 11.0% and 12.7% respectively and was lowest in 

Nkhotakota (3.3% in women and 5.6% in adolescents) and was highest in Mulanje for women 

(19.3%) and Chiradzulu for adolescents (21.1%). Questions on consumption of bio-fortified foods 

were not asked during the baseline survey. Consumption of the specific bio-fortified foods among 

women of childbearing age is summarised in Table 29. 

 

Table 28:Proportion of women of childbearing age (15-49 years) and adolescent girls (10-19 years) 

consuming animal source foods, iron-rich foods, vitamin A rich foods, and bio-fortified foods 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline 

Animal source foods (Meat, poultry, Organ Meat and Fish):  

Women 15-49 yrs 30.9 44.1 74.2 28.2 21.0 42.6 27.8 33.3 28.8 43.7 32.5 47.5 

Adolescent girls 10-

19 yrs 
35.3 53.9 76.0 16.7 16.7 36.3 28.1 35.9 38.5 41.9 33.2 

51.1 

Vitamin A rich foods (Dairy products, Organ Meat, Eggs, Orange Veg. and Orange Fruits):  

Women 15-49 yrs 43.5 38.2 43.5 54.8 51.6 20.3 21.0 49.7 33.7 41.9 43.8  

Adolescent girls 10-

19 yrs 
45.1 47.1 52.7 56.4 52.1 22.5 22.5 44.6 29.5 39.1 43.5 

 

Protein Rich (Pulses, Dairy products, Meat, Organ Meat, Eggs, Fish):  

Women 15-49 yrs 77.0 72.6 82.9 61.2 53.9 55.1 50.9 64.3 55.9 59.2 61.7  

Adolescent girls 10-

19 yrs 
74.9 74.5 86.1 60.3 51.0 47.5 49.4 73.9 57.7 56.2 63.6 

 

 

Table 29: Proportion of women of childbearing age (15-49 years) and adolescent girls (10-19 years) 

consuming bio-fortified foods  

 CP KA NB MZ KU KK SA CZ TO MJ Overall 

Women (15-49 yr) 10.4 8.7 10.4 6.5 9.2 3.3 8.1 17.8 12.4 19.3 11.0 

Adolescent (10-19) 8.1 9.0 11.9 7.8 11.8 5.6 10.3 21.1 15.4 19.0 12.7 

Women 15-49 years          

Iron fortified beans 4.2 2.0 2.8 4.1 2.6 0.0 1.1 4.1 1.1 0.8 2.7 

Vitamin A fortified 

orange fleshed 

sweet potatoes 

6.4 3.6 2.1 0.7 4.2 1.7 2.1 4.1 2.8 4.2 2.9 

Vitamin A fortified 

maize  
0.8 2.9 6.4 2.4 2.3 1.4 4.8 12.0 9.2 14.8 6.1 

  

3.4.8 Water, Sanitation and Hygiene (WASH) practices 

Improving access to safe drinking water, adequate sanitation, and promotion of good hygienic 

practices are essential in the prevention of diarrhoea. Diarrhoeal episodes in young children is 

directly associated with poor nutrition status leading to wasting. The survey was therefore 

conducted to understand the knowledge, attitudes and practices of project communities towards 

water, sanitation and hygiene as well as availability and current status of sanitation and hand 

washing facilities.  
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3.4.8.1 Access to safe water 

Data on sources of water used for drinking at household level were collected to assess if 

households were using improved water sources which were safe. Water sources were regarded as 

safely managed if households used piped water, borehole with pump, protected dug wells or 

springs.  The overall proportion of households using safely managed drinking water sources was 

86.7% which was comparable to the 88.8% at baseline and 89.6% of these households safely stored 

the water in covered containers. By district, the proportion of households using safely managed 

drinking water sources was lowest in Kasungu (74.1%) and highest in Mulanje (96.8%). The 

proportion of households safely storing drinking water in covered containers was lowest in 

Kasungu (72.0%) and highest in Chitipa (95.8%). The proportion of households using safely 

managed drinking water sources accessed <30 minutes was 65.3% with Nkhata bay (75.4%) and  

Karonga (74.9%) having the highest percentage of households with good access to safely managed 

water sources and the least was Kasungu (53.6%) as shown in Table 30 and no such data were 

reported at baseline. 

Table 30:Proportion of households using safely managed drinking water sources 

 CP KA NB MZ KU KK SA CZ TO MJ Overall 

% of households using safe 

drinking water sources*  
89.2 92.2 89.8 87.9 74.1 84.0 84.2 93.5 80.7 96.8 86.7 

% of households storing safe 

drinking water in covered 

containers  

95.8 93.4 92.0 90.3 72.0 83.4 85.3 91.5 92.0 88.0 89.6 

% of households using safe 

drinking water accessed <30 

minutes 

68.7 74.9 75.4 59.4 53.6 69.3 72.2 73.2 62.0 73.3 65.3 

*improved drinking water sources=piped water, borehole with pump, protected well/spring 

3.4.8.2 Access to improved sanitation facilities  

The survey assessed the proportion of households using improved sanitation facilities for 

defecation. Households were regarded as using improved sanitation facilities if they were either 

flushed to sewage system, septic tank or pit latrine, ventilated improved pit latrine or pit latrine 

with slab. Although the proportion of households accessing toilet facilities was high (95.8%), the 

proportion of households owning toilet facilities was only 21.2% and was lowest in Thyolo 

(14.0%) and highest Nkhata bay (27.7%). The overall proportion of households using improved 

sanitation services for defecation was 29.2% which was lower than the 61.6% at baseline and 

ranged from 22.6% in Thyolo to 37.3% in Karonga.  The lower percentage of households with 

improved sanitation facilities reported in this survey might be attributed to the rains that destroyed 

the sanitation facilities since the survey was conducted during or soon after the rainy season unlike 

at baseline which was conducted during the dry season between October and December.   
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The survey further assessed coverage of safe disposal of child faeces. The overall proportion of 

households with children under three that disposed of faeces safely was 89.1% and was high across 

all districts but slightly lower than the 93.7% at baseline which targeted all children up to age 5 

years (Table 31).  

Table 31:Proportion of households with improved sanitation facilities and safely disposed child 

feaces 

 CP KA NB MZ KU KK SA CZ TO MJ Overall Baseline 

% of households accessing 

toilet facilities 
97.4 95.9 96.3 96.5 95.5 90.6 94.9 96.6 95.0 94.7 95.8 - 

% of households using 

improved sanitation 

facilities* 

31.0 37.3 35.5 32.9 33.9 25.8 27.2 27.5 22.6 24.9 29.2 61.6 

% of households owning 

toilet facilities 
27.2 24.1 27.7 24.4 25.3 16.7 15.5 19.6 14.0 21.4 21.2 - 

% of households with 

children under three that 

disposed of faeces safely**  

89.6 90.9 88.7 92.2 86.2 83.3 87.6 89.4 87.5 87.4 89.1 93.7 

*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. 

**safe disposal of child faeces=thrown in toilet/buried 

3.4.8.3 Maternal Knowledge of critical times for handwashing 

Care givers and other respondents were asked if they knew the 4 critical times for hand washing. 

The survey showed that less than half of the respondents (45.4%) knew all the 4 critical times for 

handwashing with Mulanje (59.0%) having the highest proportion of households knowledgeable 

of the 4 critical times of hand washing and least was Kasungu (34.6%), Nkhotakota (36.2%) and 

Chitipa (36.9%).  Data on maternal knowledge of the critical times for handwashing were not 

reported at baseline. The common critical times cited were after defecating/faecal contact (89.2%), 

and after cleaning a child who has defecated (86.5%) as shown in Table 32.  

Table 32: Proportion of respondents/caregivers know the 4 critical times for handwashing 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall 

% of respondents know 

all the 4 critical moments 

for handwashing 

36.9 43.1 46.4 45.2 34.6 36.2 42.3 49.8 47.7 59.0 45.4 

Before eating and 

feeding the child 
50.8 48.5 55.0 53.7 45.0 51.2 56.7 63.2 60.2 71.9 56.7 

After defecating or 

feacal contact  
89.2 91.5 92.2 89.7 86.9 80.1 88.0 86.9 89.6 93.3 89.2 

After cleaning a child 

who has defecated  
86.2 83.1 85.3 84.0 86.9 80.5 85.2 89.7 86.7 93.7 86.5 

Before preparing the 

food 
57.5 65.1 68.9 69.0 56.1 56.1 59.5 64.3 66.0 70.9 64.8 
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3.4.8.4 Knowledge of causes and prevention of diarrhoea  

On knowledge about causes of diarrhoea, overall, the survey results showed high knowledge levels 

of at least one cause of diarrhoea (93.0%) with Mulanje having the highest level of knowledge at 

97.5 %. While knowledge on how to prevent diarrhoea, 93.9% % of respondents knew at least one 

way of preventing from diarrhoeal illness and was high across all districts as shown in Table 33. 

Data on knowledge of causes and prevention of diarrhoea were not reported at baseline. 

Table 33: Proportion of respondents/caregivers know the causes and prevention of diarrhoea 

 CP KA NB MZ KU KK SA CZ TO MJ Overall 

% of respondents know at least one: 

cause of diarrhoea 91.0 88.5 89.1 90.5 93.4 94.1 94.2 94.9 95.0 97.5 93.0 

way of preventing 

from diarrhoeal 

illness 

92.9 89.8 92.2 91.2 93.1 93.0 92.8 97.9 95.7 97.9 93.9 

 

3.4.8.5 Handwashing Practices 

Consistent hand washing practices with soap during critical times reduces episodes of water borne 

diseases. The survey assessed the availability of handwashing facility with water and soap and 

hand washing practices by caregivers or children and household members.  The survey showed 

that 62.3% of the households had handwashing facility which was higher than the 22.6% at 

baseline and only 9.2% of the households had handwashing facility with water and soap unlike 

22.6% at baseline and ranged from 6.2% in Salima to 12.4% in Chiradzulu. The proportion of 

caregivers washing hands (with soap) at the 4 recommended critical times was 30.3% and was 

higher than the 25.1% at baseline (Fig 12 & Table 34). At baseline, the proportion of primary 

caregivers washing hands with soap before feeding the child, after using toilet, and after cleaning 

a child who has defecated were respectively 59.7%, 70.8% and 72.5%. 

 

The high existence of handwashing facilities demonstrates that communities have been well 

sensitised on sanitation issues. The findings further show that practice around the handwashing 

facilities is low implied by the high absence of water and soap. Unfortunately, the KAP qualitative 

tool did not specifically address this aspect and therefore during fieldwork we did not directly 

collect such data to allow us to explain this decline. However, other studies on WASH in Malawi 

show that while communities may be aware of health risks that go with unhygienic practices, such 

awareness does not always work to shape hygiene practices such as handwashing.  It is likely that 

while households may seem to be aware that handwashing is good for their health, most of them 

may not consider this practice a priority (Rusca, et al, 2017). 
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Figure 12:  Proportion of households with handwashing facilities and hand washing practices at the 4 

recommended critical times 

 

Table 34: Proportion of households with handwashing facilities and hand washing practices at the 

4 recommended critical times 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline 

% of HHs with 

handwashing facility 
63.4 62.0 64.5 65.5 61.9 59.9 56.4 59.5 63.4 56.5 62.3 22.6 

% of HHs with 

handwashing facility with 

water and soap  

8.2 9.5 10.9 8.5 8.7 8.4 6.2 12.4 10.0 7.4 9.2 22.6 

% of caregivers washing 

hands (with soap) at 4 

critical times 

26.9 29.8 32.1 29.3 23.5 24.7 27.8 32.7 30.8 41.4 30.3 25.1 

 

For those who washed hands with soap, the common critical times hand washing was practiced 

were after cleaning a child who has defecated (39.4%), after defecating or faecal contact (39.3%), 

and before eating (38.3%). The other critical times hand washing was practiced included before 

preparing the food (27.6%) and before feeding the child (25.3%) as shown in Table 35.  

Table 35: Proportion of caregivers washing hands with soap at the 4 recommended critical times 

 
CP KA NB MZ KU KK SA CZ TO MJ Overall  

After defecating/feacal 

contact 
45.9 40.0 50.5 41.3 36.7 32.8 32.3 38.8 35.8 38.6 39.3 

After cleaning a child who 

has defecated  
45.9 38.3 46.1 40.6 36.7 32.4 33.0 40.9 37.3 37.9 39.4 

Before eating and feeding 

child 
41.0 35.3 45.4 40.6 34.3 30.7 34.7 40.2 36.6 36.5 38.3 

Before preparing the food 
29.1 29.2 37.5 31.5 22.8 20.6 22.7 28.9 22.6 29.5 27.6 
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3.5 Agriculture, Food Security and Financial Instruments 

This section presents survey results on agriculture and food security. On agriculture, results 

primarily cover crop and livestock production including processing and preservation, integrated 

homestead farming practices and knowledge towards homestead farming, participation in Farmer 

Field Schools (FFS) and technologies adopted because of FFS approach. In addition, it covers   

livelihood options households used to withstand climate related shocks and finally access to 

agricultural advisory services from extension workers. While on the food security, the results 

cover household food consumption practices, dietary diversity, Household Food Insecurity 

Experience Scale (HFIES) and access to financial instruments. 

 

3.5.1 Land Ownership and land Size  

Overall, 84% of the households owned agricultural land (field land) for cultivation which was 

higher than the 69.9% at baseline and 11.8% used rented or borrowed land for growing crops. The 

sizes of these lands varied from less than an acre to more than 5 acres.  About 85.9% of the 

households used a land size of 2 acres or less for cultivation. Households having 3 or more acres 

of land for cultivations were highest in Mzimba, Chitipa and Kasungu districts and were lowest in 

Thyolo, Mulanje, Chiradzulu and Karonga districts as shown in Table 36. 

  

Table 36: Proportion of households with agricultural land and land sizes 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  baseline 

Source of agricultural land for cultivation 

Own  88.1 72.9 86.0 90.5 73.7 74.2 72.5 85.2 85.3 81.8 84.1 69.9 

Rental  6.3 18.3 5.5 5.3 20.8 15.3 19.9 10.7 10.0 12.6 10.6 6.1 

Borrowed  0.8 1.4 1.7 1.8 1.0 1.1 0.7 0.7 1.4 0.4 1.2 9.2 

Does not cultivate  4.9 7.5 6.8 2.5 4.5 9.4 6.9 3.4 3.2 5.3 4.1 - 

Land size used for cultivation 

<1 Acre 20.0 46.5 26.0 18.6 16.7 40.0 33.6 67.6 61.1 58.9 39.6 - 

1-2 Acre 56.5 47.6 57.9 53.5 59.4 52.3 55.4 28.8 36.7 37.0 46.3 - 

3-5 Acre 20.8 5.9 13.9 23.6 18.8 6.5 8.5 2.9 1.5 3.3 11.8 - 

>5 Acre 2.8 0.0 2.2 4.4 5.1 1.2 2.6 0.7 0.7 0.7 2.3 - 

 

3.5.2 Crop production 

Maize (particularly white variety) is widely cultivated, consumed, and traded by smallholder farm 

households in Malawi as compared to other crops. The survey results showed that majority of 

respondents 97.2% grew any type of crop this growing season and ranged from 93% in Nkhotakota 

and Karonga to 98% in Chitipa, Mzimba and Kasungu districts (Table 37). 
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The overall proportion of households producing bio-fortified crops promoted by the Afikepo 

Project such as orange fleshed sweet potatoes, yellow/orange maize, beans and cassava was 19.2% 

which was higher than the 10.2% at baseline. The proportion of households growing bio-fortified 

crops was highest in Thyolo (22.9%), Mzimba (21.9%), Nkhata Bay (21.2%), and Kasungu 

(20.4%) where over 20% of the households were growing the bio-fortified crops and was least in 

Karonga (8.8%) and   Nkhotakota (9.1%) and Salima (10.0%). The proportion of households 

growing the various types of bio-fortified crops is shown in Table 39 with vitamin A fortified 

orange fleshed sweet potatoes (12.0%) and vitamin A fortified maize (yellow/orange) (7.1%) were 

the most common grown bio-fortified crops. Although the survey showed an increasing trend in 

households growing bio-fortified crops,  lack of enough seeds especially for bio-fortified maize 

and beans was one of the major challenges Engagement of commercial agro-dealers in the selling 

of bio-fortified seeds in more outlets where most communities can readily access the seeds instead 

of only relying on Afikepo project would greatly promote bio-fortified crop production. 

Table 37: Proportion of households producing bio-fortified crops (maize, orange fleshed sweet 

Potatoes, beans and cassava) during the 2019/20 cropping season 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs grown any type of 

crops  
98.8 93.4 96.3 98.6 97.8 93.1 95.9 95.4 97.4 97.0 97.2 

% of HHs grown bio-

fortified crops 
18.3 8.8 21.2 21.9 20.4 9.1 10.0 19.9 22.9 14.7 19.3 

Bio-fortified crops grown            

Vitamin A fortified maize 

(yellow/orange) 
1.5 3.7 7.2 6.7 4.2 3.8 6.5 9.6 10.0 9.5 7.1 

Iron fortified beans  1.1 1.4 1.4 3.9 4.8 0.0 0.0 5.2 2.9 2.1 3.0 

Vitamin A fortified orange 

fleshed sweet potatoes 
15.3 5.4 15.2 13.8 14.9 5.9 4.1 11.3 13.6 5.3 12.0 

Bio-fortified cassava  0.4 1.0 3.4 0.7 1.7 0.4 0.0 2.1 1.1 0.4 1.1 

 

3.5.2.1 Reasons for growing bio-fortified crops  

When households growing bio-fortified crops were asked the reasons why they were growing such 

crops, the commonly cited reason was for consumption (61.7%), followed by having 

micronutrients that were good for one’s health (27.9%). The other reasons cited included selling 

(14.5%) and that they were promoted by the project (13.0%) as shown in Table 38.  However, for 

those who did not grow bio-fortified crops, the major reasons cited included tasteless and heavy 

in the mouth especially maize and sweet potatoes, not knowing where to access to the seeds or 

sweet potato cuttings or inadequate seeds or sweet potato cuttings.   
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Table 38: Reason for growing bio-fortified crops among households 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

N 49 26 62 62 59 26 29 58 64 47 482 

For consumption 67.4 69.2 69.2 64.5 74.6 69.2 34.5 53.5 57.8 59.6 61.7 

Micronutrients good for 

health  
16.3 23.1 25.8 25.8 25.4 11.5 34.5 37.9 23.4 53.2 27.9 

For sale  14.3 7.7 17.7 11.3 18.6 15.4 3.5 17.2 17.2 12.8 14.5 

Promoted by the project  2.0 26.9 21.0 16.1 10.2 3.9 13.8 15.5 6.3 29.8 13.0 

Others 20.4 7.7 8.1 9.7 11.9 34.6 44.8 27.6 20.3 17.0 17.4 

 

While it is commendable that while the majority (61.7%) of the community participants claimed 

“consumptions” as the main reason for growing biofortified food crops, qualitative findings 

showed that realistically, most participants preferred to sell rather than consume some of the 

biofortified crops for nutrition enhancement (see Sections 3.3.6 and 4.5.4). This suggests the need 

for more sensitization of the communities as well as introduction of socio-economic interventions 

to address the poverty factor alongside the nutrition interventions. 

3.5.3 Food processing and preservation 

Food processing and or preservation enhances good nutrition through increased digestibility, 

bioavailability of micronutrients due to the reduction of phytic acid and tannins and food 

availability even during off season. Consumption of non-processed crops leads to bulkiness and 

reduced micronutrient availability of diets, especially those given to young children. This survey 

assessed the coverage of households processing/preserving vegetables, fruits and pulses before 

consumption and selling. The survey results showed that processing/preservation of pulses 

(72.0%) was mostly practiced by households followed by processing/preservation of vegetables 

(44.3%) and fruit processing/preservation was the least (3.5%). When respondents were asked to 

mention the benefits of food processing, 95.5% corrected stated that food processing can 

contribute to improved income (Table 39). Data on food processing and preservation by 

households were not reported at baseline. 

Table 39: Proportion of households processing/preserving crops 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs processing crops 45.9 53.2 50.2 47.5 45.0 40.1 37.8 40.2 38.7 43.5 43.7 

% of HHs processing  vegetables 49.4 27.3 31.9 61.0 65.4 43.6 69.3 37.6 19.0 40.8 44.3 

% of HHs processing legumes 83.7 80.0 77.4 81.9 75.6 58.6 75.4 54.4 63.5 56.1 72.0 

% of HHs processing fruits 3.1 4.9 6.6 5.0 6.5 2.4 2.5 1.1 2.3 2.7 3.5 

Food processing can contribute 

to improved income 
97.8 96.6 95.6 96.1 95.9 94.1 93.1 94.2 96.1 92.3 95.5 
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3.5.3.1 Processing technologies used  

The processing methods applied to the vegetables, fruits and pulses were primarily drying 

(84.7%), milling/grinding (67.8%) and shelling/de-husking (59.2%). Processing methods such as 

fermentation, germination, oil production or fruit juice production were less common only 

practiced by less than 3% of the surveyed households as shown in Table 40.   

Table 40: Processing techniques used 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

shelling/dehusking,  57.7 62.4 53.1 59.0 56.2 53.9 60.9 61.2 60.2 61.3 59.2 

milling/grinding  73.2 74.5 81.0 74.6 70.8 73.9 67.3 60.3 57.4 57.3 67.8 

 drying  89.4 87.3 83.0 85.1 78.5 82.6 89.1 88.8 82.4 80.7 84.7 

Fermentation  1.6 2.6 11.6 0.0 2.3 7.8 0.9 0.0 1.9 1.6 1.6 

germination/sprouting 4.1 0.6 1.4 3.0 7.7 5.2 2.7 2.6 0.9 3.2 2.9 

oil production 1.6 0.0 0.0 0.0 0.0 0.0 0.0 0.9 0.0 0.0 0.3 

fruit juice production 0.8 0.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 

butter production 0.0 0.0 0.0 0.0 0.0 0.9 0.0 0.0 0.0 0.0 0.0 

 

3.5.4 Livestock production and Consumption 

Table 41 summarises household ownership of livestock. The overall proportion of households that 

owned any type of livestock was 56.8% which was higher than the 51.7% at baseline and was 

highest in Nkhata bay (71.7%) followed by Chitipa (70.9%) and lowest in Nkhotakota (39.7%). 

Among those with livestock, the commonest type of livestock owned was chickens (82.1%) 

followed by goats (33.8) and pigs (19.9%). Ownership of cattle was 13.3% and was highest in 

Karonga (36.0%) and Chitipa (26.3%) (Table 41). Overall, there was an increase in the proportion 

of households that owned chickens (82.1% vs 40.8%), goats 33.8% vs 16.3%), pigs (19.9% vs 

9.5%) and cattle (13.3% vs 6.4%) compared to the baseline and similar trends were observed in 

the other livestock types.  

Households with livestock were further asked on the use of the livestock owned. Overall, 98.6% 

reported using the livestock for either consumption only or for both consumption and income and 

was higher than the 31.3% obtained at baseline. Small livestock including poultry were primarily 

kept for both consumption and income (90.7%) unlike the large livestock including cattle and pigs 

(51.1%) as shown in Table 41.  
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Table 41: Proportion of households that own and consume livestock kept 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline  

% owned any type 

of livestock  
70.9 60.3 71.7 68.8 52.3 39.7 49.5 53.3 44.1 47.4 56.8 

51.7 

 

% HHs that kept 

small livestock for 

consumption only 

83.6 93.1 94.3 91.4 85.3 70.8 72.1 78.2 76.7 76.7 84.2  

% of HHs kept any 

type of small 

livestock for 

consumption/sale 

98..0 99.3 100.0 98.7 99.2 100.0 100.0 95.6 100.0 98.0 98.6 31.3 

% of HHs kept 

small livestock for 

consumption/sale 

92.3 95.7 96.2 95.0 91.3 86.3 86.5 85.7 85.4 85.0 
90.7 

 
- 

% of HHs kept 

large livestock for 

consumption/sale 

43.4 48.8 73.3 62.1 66.7 50.0 68.8 46.8 37.0 26.1 51.1 - 

Livestock owned             

Chickens 82.6 74.7 94.8 86.6 84.1 87.7 79.2 74.8 78.1 78.5 82.1 40.8 

Goats 34.2 33.7 21.9 36.6 37.1 30.7 44.4 40.7 22.8 32.6 33.8 16.3 

Pigs 32.6 20.8 6.7 25.8 18.5 3.5 10.4 17.4 14.6 8.9 19.9 9.5 

Cattle 26.3 36.0 1.4 12.4 2.7 1.8 4.2 18.1 10.6 7.4 13.3 6.4 

Pigeons 4.2 5.1 2.4 8.3 6.0 4.4 4.2 5.8 4.1 4.4 5.7 2.2 

Ducks 2.6 5.6 9.1 5.2 4.6 7.9 8.3 3.9 3.3 5.2 4.8 2.9 

Rabbits 1.6 0.6 1.4 2.6 1.3 1.8 1.4 3.2 5.7 4.4 2.9 1.1 

Guinea fowls 1.1 2.3 1.0 1.0 0.7 2.6 0.7 1.9 3.3 0.7 1.5 0.6 

Guinea pigs 2.1 1.1 0.0 0.0 0.7 0.0 0.0 0.0 3.3 1.5 1.0 0.4 

Sheep 0.0 0.0 0.5 0.0 0.7 2.6 2.1 0.0 0.0 0.0 0.2 0.3 

 

Similar observations were noted during the qualitative survey where most communities kept 

various kinds of livestock such as chicken, rabbits, goats, doves, and few people, cattle. For those 

not keeping livestock, reasons cited included lack of money to buy the livestock as well as previous 

discouragement after their livestock died due to various diseases. However, some households did 

not use the livestock for household consumption but selling for income purposes. 

3.5.5 Household Food Consumption Practices 

The survey assessed household food consumption practices such as meal frequencies, sources of 

food and in case they had insufficient food for all household members whom would they prioritize. 

The survey showed that 43.6% of the households were eating at least three meals per day with 

Nkhata Bay (68.9%) and Chitipa (60.8%) having the highest proportion of households eating at 

least three meals per day and the least were Mulanje (22.8%) and Chiradzulu (27.8%).  About 

80% of the households were eating food from own production. The survey positively showed that 

most of the households (89.8%) gave priority to young children when the household had 
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insufficient food for all members (Table 42). This suggest communities are having more 

knowledge on the importance of child nutrition and this influences them to make such decisions. 

Qualitative findings for instance showed that participants were more aware of the six food groups 

and the need to ensure both child and family were eating food based on the six food groups. 

Table 42: Household food consumption practices 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs eating 3 or more 

meals per day  
60.8 52.9 68.9 53.6 47.8 37.3 43.3 27.8 34.1 22.8 43.6 

% of HHs eating food 

produced by the household 
89.6 73.6 86.4 87.9 79.6 71.8 67.0 78.7 75.6 73.0 80.2 

% of HHs give priority to 

young children when 

household has insufficient 

food for all members 

91.8 91.5 89.4 92.9 91.0 93.7 91.4 83.2 87.8 88.8 89.8 

 

3.5.6 Consumption of Bio-Fortified Foods 

Consumption of bio-fortified foods helps to improve micronutrient status in young children. The 

Afikepo Project is promoting production and consumption of bio-fortified foods such as vitamin 

A fortified maize (yellow/orange), Iron fortified beans, and vitamin A fortified orange Fleshed 

Sweet potatoes. Overall, the survey results showed that few households (13.1%) were consuming 

any bio-fortified food promoted by the project where only 7.9% of the households were consuming 

vitamin A fortified maize and consumption of iron fortified beans was the least (3.2%) with bio-

fortified cassava being negligible (0.1%). This is in part due to the low proportion of households 

(19.3%) producing bio-fortified crops. However, there were district variations in the proportion of 

households consuming bio-fortified crops with Mulanje (21.8%), Thyolo (17.6%) and Chiradzulu 

(16.8%) reporting higher rates that the other districts as shown in Table 43 Data on consumption 

of bio-fortified foods by age group was not collected during the survey. 

Table 43: Proportion of households consuming bio-fortified foods in the last 24 hours 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs consuming:            

Any bio-fortified food  10.1 6.8 10.2 9.9 11.8 3.8 7.2 16.8 17.6 21.8 13.1 

Vitamin A fortified maize  1.1 4.4 6.1 5.0 3.8 1.7 5.5 11.0 12.9 17.2 7.9 

Iron fortified beans  3.4 0.3 2.4 4.6 3.1 0.4 0.7 5.5 2.2 1.8 3.2 

Vitamin A Orange fleshed 

sweet potatoes 
6.7 2.0 3.4 2.1 5.5 1.7 1.4 4.5 5.4 7.4 4.3 

Bio-fortified cassava  0.0 0.0 0.7 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.1 
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3.5.7 Dietary Diversity 

Promoting dietary diversity is one of the strategies to alleviate nutritional problems that occur due 

to inadequate intake of micronutrients and food insecurity. The consumption of a wide variety of 

food groups helps in ensuring adequate intake of micronutrients which are essential to nutritional 

adequacy10. Dietary diversity is a useful measure of food consumption that reflects household 

access to a variety of foods and is a proxy for nutrient adequacy of the diet of individuals. Dietary 

diversity was assessed by using dietary scores which sum the number of food groups consumed 

over a 24-hour recall period and are good proxies of overall dietary quality11 and are useful 

indicators of household food security12. The approach assumes that the caregiver or respondent 

would know all the meals that were prepared, served, and consumed. Thus, the 

caregivers/respondent were asked to recall and name all the food the household members had 

consumed for the past 24 hours (day and night), that is, all dishes, snacks, and drinks.  

3.5.7.1 Household Dietary Diversity 

To determine the household dietary diversity, the 14 major food groups were aggregated to 6 food 

groups for analysis. The aggregated 6 food groups were staples, vegetables, legumes, oils and fats, 

animal protein and fruits. Households consuming 4-6 food groups were regarded having high 

dietary diversity and therefore met the minimum dietary diversity (MDD). Overall, the proportion 

of households with high dietary diversity was 46.4% which was higher than the 17% at baseline 

(calculated based on 12 food groups). By district, the proportion of households meeting the 

minimum dietary diversity was highest in Nkhata Bay (61.1%), Karonga (60.0%) and Chitipa 

(58.2%) and the lowest were Nkhotakota (29.3%) and Kasungu (37.7%).  Staples (99.2%) and 

vegetables (95.4%) were the commonly food groups consumed by households and the least was 

consumption of fruits (Table 44).  

Table 44:Proportion of households achieved the Minimum Dietary Diversity in last 24-hours 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

MDD achieved (4-6 

food groups) 
58.2 60.0 61.1 46.1 37.7 29.3 40.6 47.1 42.7 45.6 46.4 

Food types            

Staples 99.3 100 99.7 98.9 97.6 100 100 99.7 99.6 99.0 99.2 

Vegetables  89.9 94.6 97.3 95.0 91.7 92.3 93.1 95.9 95.3 97.5 95.4 

Legumes  59.3 43.4 24.2 37.2 44.3 15.3 30.6 39.5 33.0 23.2 37.2 

Oils& Fats  65.3 65.1 57.7 55.3 38.8 35.5 47.1 49.8 49.5 46.3 51.9 

Animal protein  36.2 46.4 77.5 28.7 23.2 42.9 29.9 38.8 34.4 43.5 35.5 

Fruits 23.9 23.4 30.4 27.0 18.0 12.2 13.4 21.3 21.9 20.7 22.5 

                                                           
10 Kennedy, G.L. Evaluation of Dietary Diversity Scores for Assessment of Micronutrient Intake and 

Food Security in Developing Countries. Ph.D. Thesis, University of Wagenningen, WThe Netherlands, 2009. 
11 Food and Agriculture Organisation (FAO). Guidelines for Measuring Household and Individual Dietary Diversity; 

Food and Agriculture Organisation of the United Nations: Rome, Italy, 2011. 
12 Hoddinott, J.; Yohannes, Y. Dietary Diversity as a Household Food Security Indicator; FANTA 

Project, Academy for Educational Development: Washington, DC, USA, 2002. 
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3.5.8 Integrated homestead farming (IHF) 

Integrated homestead farming is the growing of crops such as vegetables and fruits, rearing of 

small livestock, and or fish farming within the homestead area in order to   improve food security 

and nutrition of the household members. The integrated homestead farming not only enhances the 

production and consumption of diversified nutritious food but also generating income for 

households by selling the excess crops, small livestock and by products. 

 

3.5.8.1 Knowledge and Attitude on Integrated Homestead Farming 

The survey further assessed respondents’ knowledge and attitudes towards integrated homestead 

farming.  Primarily, the survey aimed to solicit correct knowledge and attitudes regarding the 

growing of a variety of crops and small livestock within the homestead.  The survey showed high 

knowledge levels on the integrated homestead farming and the benefits of the integrated 

homestead farming. For instance, 96.9% of the households, correctly knew what an integrated 

homestead farming is (i.e. one can produce vegetables and fruits, rear small livestock and produce 

fish within the homestead area). The majority of the households correctly stated that the integrated 

homestead farming not only improves household food security that reduces micronutrient 

deficiencies (97.5%), dietary diversity (97.2%), but also the growing of a variety of crops reduces 

malnutrition (96.4%). About 97.4% of the households ably stated that growing and consumption 

of nutritious foods help the body to protect itself from diseases, prevent night blindness, anaemia, 

goitre, build strong bones and give strength (Table 45).  

Table 45: Proportion of respondents stating correctly on knowledge and attitudes questions on 

integrated homestead farming (IHF) and prevention of malnutrition 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

On an IHF one can produce 

vegetables and fruits, keep 

small livestock etc within the 

homestead area 

96.6 98.3 96.9 97.9 97.9 97.2 96.6 95.9 97.5 93.0 96.9 

IHF improves HH food 

security and reduces 

micronutrient deficiencies. 

97.8 97.0 96.9 96.8 97.6 96.2 95.5 96.9 99.6 97.2 97.5 

IHF improves dietary 

diversity 
97.8 99.0 98.0 96.5 96.5 95.5 94.9 97.3 98.6 96.1 97.2 

Growing and consumption of 

nutritious foods help the body 

to protect itself from diseases, 

prevent night blindness, 

anaemia, goitre, build strong 

bones and give strength 

97.8 99.0 96.6 96.5 96.2 96.5 95.5 97.9 99.3 96.8 97.4 
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Growing a variety of crops 

can reduce malnutrition 
98.1 97.3 96.6 97.5 94.8 95.5 94.9 94.5 97.5 94.0 96.4 

Food processing can 

contribute to improved 

income 

97.8 96.6 95.6 96.1 95.9 94.1 93.1 94.2 96.1 92.3 95.5 

Nutritional value is 

considered in growing of 

crops, vegetables, fruits, fish 

farming and keeping of 

livestock 

92.5 92.5 91.8 92.6 92.7 90.2 91.1 90.0 90.7 90.9 91.6 

 

3.5.8.2 Integrated Homestead Farming Practices 

The survey showed that the overall proportion of households practising homestead farming on any 

one of the following categories: small livestock, vegetable growing, fish farming, and crop 

production, was 75.4%, ranging from 63% in Nkhotakota and Salima to 84% in Chitipa and 

Mzimba. The proportion of households practising integrated homestead farming where at least 3 

of the categories were grown within the homestead area was 23.1% which was higher than the 

9.3% at baseline and ranged from 13.8% in Salima to 32.1% in Chitipa. The common reported 

homestead farming practised by the households were keeping poultry (47.9%) and growing crops 

(45.3%). Growing of leguminous crops (43.2%) and fruits (40.4%) in the homestead area was also 

common. Households with fruit trees declined from 56.9% at baseline to 40.4%. The proportion 

of households with vegetable garden was 34.1% which was higher than the 18.3% at baseline. 

Fish farming was least practised across districts as was observed at baseline with 0.8% of 

households practising fish farming (Table 46). Practising of integrated homestead farming was 

also further evidenced through qualitative survey where the research team saw fruit growing 

(banana plantations, papaws, etc.), bio-fortified crops such as maize, beans and orange fleshed 

sweet potations, vegetable growing in backyard gardens and small livestock keeping. However, 

for those not practising integrated homestead farming, lack of enough land to grow crops and rear 

animals, lack of money to purchase livestock and seeds, livestock especially goats destroy 

vegetables when grown in backyard gardens, fear of thieves especially those who steal livestock 

such as goats.   
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Table 46 Proportion of households practicing integrated homestead farming  

 CP KA NB MZ KU KK SA CZ TO MJ Overall  Baseline 

% of HHs practicing 

homestead farming (any 1) 
84.3 70.5 78.1 84.5 71.3 63.1 63.2 75.3 67.4 75.4 75.4 36.7 

% of HHs practicing IHF 

(practising at least 3) * 
32.1 21.0 18.8 29.7 16.6 12.5 13.8 21.0 19.4 23.9 23.1 9.3 

% of HHs keeping poultry 59.3 48.1 68.9 60.4 44.6 35.5 41.2 40.6 36.2 39.0 47.9 40.8 

% of HHs growing crops 55.2 40.0 30.7 50.2 38.4 38.0 25.1 46.7 44.4 50.9 45.3 - 

% of HHs growing legumes 57.1 13.6 18.1 55.0 45.3 20.2 23.7 43.0 41.2 40.0 43.2 - 

% of HHs growing fruits 42.9 36.3 47.1 40.3 27.0 30.7 19.2 45.0 48.0 41.8 40.4 56.9 

% of HHs growing vegetables 33.2 26.1 24.6 37.1 27.0 27.2 25.8 37.5 34.1 43.9 34.1 18.3 

% of HHs keeping small 

livestock** 
41.0 29.8 21.2 35.7 25.3 13.6 26.8 28.9 17.9 21.4 27.9 - 

% of HHs keeping large 

livestock  
18.7 21.7 1.0 8.5 1.4 0.7 2.1 9.6 4.7 3.5 7.6 - 

% of HHs with fish farming  0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.8 

*integrated farming on crops, small livestock, fish farming, or vegetable production 

** small livestock included rabbits, goats, pigs, sheep, guinea pigs 

3.5.9 Access to Financial Instruments 

Embracing membership in village savings and loans (VSL) is a commonly adopted strategy and 

proven to build economic resilience of vulnerable communities.  This approach was supported by 

the AFIKEPO to improve access to loans at the household level in order to not only enhance 

household food security when such loans are used to buy food for the household but also increase 

women and girls’ economic empowerment. When implemented at household level the strategy 

enables risk affected persons recover from shocks. VSL members are in a better position to 

diversify their income and as such, not be dependent on one source of income during a shock. The 

survey results showed that 44.6 % of the households were members of a VSL and was twice higher 

than the 22.1% at baseline suggesting that the communities are now becoming aware of the 

benefits of VSL. VSL membership varied between districts with Chitipa (57.8%), Mzimba 

(56.1%) and Kasungu (52.3%) having higher proportions of households who were VSL members 

than the other districts and least were Mulanje (27.3%) and Thyolo (29.5%).  Among the VSL 

members, 23.7% % of households had taken loans from the VSLs in the past 12 months.  The 

proportion of households accessing the loans from VSL were highest Nkhata Bay (30.7%), 

followed by Salima (29.2%) and Chitipa (28.4%).  When all VSL member-households were asked 

if they would be willing to get a loan from VSL, 65.5% showed willingness and ranged from 

58.1% in Thyolo to 72.7% in Mzimba as shown in Table 47.  The survey further assessed if 

households took loans from any other source, overall, 22.2% of the households had taken loans or 
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borrowed cash in the past 12 months and 66.2% indicated that they were willing to take a loan or 

borrow cash if they wanted to do so (Table 47). 

 

Table 47: Proportion of households accessing financial instruments by district 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs who are members of 

the VSL 57.8 47.7 46.0 56.1 52.3 46.9 46.6 39.3 29.5 27.3 44.6 

% of HHs taken any loans or 

borrowed cash from the VSLs 

in the past 12 months 

28.4 24.1 30.7 24.1 20.8 19.2 29.2 24.1 21.2 19.7 23.7 

% of HHs willing to get a loan 

from VSL 
68.3 61.4 70.0 72.7 71.6 67.6 69.4 59.8 58.1 59.0 65.5 

% of HHs taken loans or 

borrowed cash in the past 12 

months 

26.5 23.1 27.7 21.6 26.3 19.5 30.2 19.6 18.3 20.7 22.2 

% of HHs willing to take a loan 

or borrow cash/in-kind if you 

wanted to 

63.4 64.4 68.9 71.6 66.8 67.3 69.8 66.0 60.6 63.9 66.2 

 

3.5.10 Participating in Farmer Field Schools 

Farmer Field Schools (FFS) approach also known as “schools without walls” used by the Kulima 

Project, is a group-based adult learning approach involving a group of farmers capacitated with 

modern farming methods. The approach is flexible and responsive to meeting the requisite tailored 

skills of the farmers. The survey assessed the FFS membership levels in the project intervention 

areas. The survey results showed that only 8.6% of households were participating in Farmer Field 

Schools with Mzimba (13.2%) having a slightly higher proportion of households participating in 

FFS and the least were Salima (3.8%) and Mulanje (3.9%).  Females made up 73.9% of FFS 

membership where Thyolo and Mulanje was exclusively female at 100% (Table 48). The low 

participation is primarily due to the programme being newly scaled up to these areas.  

 

Table 48: Proportion of households participating in Farmer Field Schools 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of households in FFS 8.6 10.5 6.1 13.2 9.7 4.2 3.8 9.3 6.1 3.9 8.6 

Gender of FFS member            

Male 39.1 32.3 22.2 37.8 35.7 16.7 9.1 14.8 0.0 0.0 26.1 

Female 60.9 67.7 77.8 62.2 64.3 83.3 90.9 85.2 100.0 100.0 73.9 
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3.5.11 Technology Adoption through FFS Participation 

Through the FFS approach, farmers were trained and mentored in various agricultural practices 

and techniques such as nutrition sensitive agricultural practices, livelihood diversification 

strategies, soil and water conservation practices and many more.  The survey therefore, assessed 

the technologies households adopted in current agricultural season as a result of the FFS 

approaches. Overall, 30.0% % of the households adopted atleast one agricultural technology in 

the current cropping season and was fairly similar across districts. The common cited technology 

adopted by the households was pest and disease management (19.9%) followed by livelihood 

diversification (11.7%) as shown in Table 49. 

 

Table 49: Proportion of households that adopted technologies in 2019-20 agricultural season as a 

result of the FFS approaches 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs adopted atleast one 

technology 
31.7 28.5 22.2 29.7 25.3 20.9 26.5 33.3 33.7 27.7 30.0 

Technologies adopted            

Pest and disease management 

practices (both for crops and 

livestock)  

22.0 16.3 13.3 19.2 20.4 16.7 16.5 24.4 20.1 19.3 19.9 

Livelihood diversification 

strategies 
9.0 12.5 8.2 13.5 8.3 5.6 8.3 13.4 13.6 10.5 11.7 

Post-harvest handling and 

management practices 
6.0 5.1 4.4 8.2 6.2 8.0 6.2 11.3 13.3 11.6 9.2 

Nutrition sensitive 

agricultural practices 
6.3 6.1 5.1 10.7 8.0 4.5 2.8 6.5 6.1 5.6 7.2 

Income security  6.3 9.5 7.2 9.6 6.6 1.7 4.5 8.3 3.9 4.6 6.7 

 

3.5.12 Livelihood options households used to withstand climate related shocks 

Climate variability and change have adverse effects on agricultural production and other 

livelihood strategies of rural households. Adaptation to climate change is an adjustment in 

ecological, social or economic systems in response to observed or expected changes in climatic 

stimuli and their effects and impacts in order to alleviate adverse impacts of change or take 

advantage of new opportunities13 (IPCC 2001). The survey showed that households devised 

various adaptation strategies to withstand climate related shocks. The common cited livelihood 

options households relied on in order to withstand climate related shocks was intensified crop 

                                                           
13 Intergovernmental Panel on Climate Change (IPCC), 2001. Climate Change 2001: Impacts, Adaptation and 
Vulnerability. Summary for Policy Makers. World Meteorological Organisation, Geneva 
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production (32.0%) followed by small scale businesses (17.9%), participation in VSL (11.1%) and 

irrigated crop production (10.5%) as shown in Table 50.  

Table 50: Livelihood options households relied on to withstand climate related shocks 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

Intensified crop production 34.0 30.9 30.0 38.1 29.1 24.7 25.1 29.9 29.8 30.9 32.0 

Small scale business  23.5 23.1 28.0 20.3 14.2 11.9 22.3 15.5 14.7 10.9 17.9 

Participation in VSL 15.3 10.2 11.3 11.7 14.5 12.2 8.6 9.3 9.7 8.4 11.1 

Irrigated crop production 10.8 7.5 4.8 13.2 10.0 7.3 8.3 12.7 10.4 6.0 10.5 

Livestock production 14.6 10.9 6.5 9.6 5.9 5.2 7.6 10.0 7.2 8.4 8.9 

Vegetable production 4.5 4.1 3.8 6.1 6.9 3.8 6.2 15.1 11.1 13.3 8.6 

Banana production 1.9 2.0 2.4 1.4 1.0 0.4 0.0 0.3 1.8 2.1 1.4 

Pineapple production 0.4 0.3 0.3 0.4 0.0 0.0 0.3 1.0 0.4 1.1 0.5 

Coffee production 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.3 0.0 0.4 0.1 

Fish farming 0.0 0.3 0.7 0.7 0.0 0.0 0.3 0.3 0.4 0.7 0.4 

Bee keeping 0.0 0.0 0.7 0.0 0.0 0.4 0.7 0.3 0.0 1.0 0.2 

Others 9.0 13.6 8.9 6.8 18.0 11.2 11.3 10.7 10.0 10.9 10.2 

 

3.5.13 Access to Agricultural advisory services from extension workers 

Agricultural information is a determinant of farmers’ adoption of new farming practices and 

agricultural technologies, and thus, achieving agricultural development goal14 . In this project, 

agricultural extension workers were responsible for providing advisory services to the farmers. 

The survey assessed the advisory services households accessed from extension workers in the 

current cropping season. The survey results showed that 33.3% of the households received any 

advisory services from extension workers with Karonga (39.7%) and Mulanje (38.6%) having the 

highest proportion of households accessing any advisory services from extension workers. The 

specific advisory services commonly accessed was general crop production husbandry (24.7%) 

followed by climate information (12.2%) as shown in Table 51.  

 

 

 

                                                           
14 Laoubi Kh. and Yamao M. (2012). The challenge of agriculture in Algeria: are policies effective? Hirochima 

University. Available online at: http://home.hiroshima- u.ac.jp/food0709/seika/seika2012-3.pdf 
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Table 51: Proportion of households received advisory services from extension workers in 2019/2020 

season 

 CP KA NB MZ KU KK SA CZ TO MJ Overall  

% of HHs received any 

advisory services from 

extension workers 

33.2 39.7 31.1 33.6 26.6 22.3 31.6 36.4 32.3 38.6 33.3 

Advisory services received 

General Crop production 

husbandry 
27.2 32.5 27.7 22.1 20.8 18.5 24.4 25.4 24.7 28.4 24.7 

Climate information 6.7 9.2 8.5 11.4 7.6 7.0 14.4 14.4 14.4 19.7 12.2 

Soil fertility management 7.5 6.1 4.1 11.7 8.0 5.9 9.3 13.8 10.8 11.9 10.3 

Farming as a business 3.0 6.8 2.7 8.2 4.2 3.5 3.4 7.9 3.9 6.0 5.6 

General livestock production 

husbandry 
4.5 6.4 2.4 5.3 3.1 1.7 4.8 6.2 3.6 5.3 4.6 

Water catchment and natural 

resources management 
3.0 2.4 0.3 2.1 2.8 1.7 2.8 4.5 2.9 6.0 3.0 

Seed and Seed system 

information 
3.0 3.7 1.7 3.9 2.4 1.4 2.1 4.8 2.9 4.9 3.4 

Market & marketing 

information including prices 
0.4 1.7 0.3 3.6 0.7 1.4 1.4 2.8 1.1 2.5 1.9 

Farmer institutional 

development 
0.4 0.3 0.0 2.5 0.7 0.4 0.0 2.1 1.1 0.7 1.3 

 

3.5.15 Household Food Insecurity Experience Scale  

The KAP survey collected data to assess household food insecurity using the Food Insecurity 

Experience Scale (FIES) methodology. The FIES is an experience-based metric of severity of food 

insecurity that relies on people’s direct responses to eight questions or “items” regarding their 

access to adequate food. Each FIES question refers to a different experience and is linked to a 

different level of severity of food insecurity. Increased food insecurity normally leads to a less 

balanced, lower quality diet and reduced quantity of food consumed, as portion sizes are reduced, 

meals are skipped and at its most severe, people are forced to go without eating for an entire day. 

To analyse FIES data, statistical validation was conducted to assess the quality of the FIES data 

collected by testing their consistency with model assumptions and analysed through the one-

parameter logistic model (also known as the Rasch model). In the model, the probability of a “yes” 

response to an FIES item is modelled as the logistic function of the distance along the scale 

between the severity of the respondent’s condition and the severity of the item.  Thus, the more 

severe a respondent’s food insecurity status is, the higher the probability they would respond 

affirmatively. To estimate the prevalence of food insecurity in the population, the weighted sum 



54 
 

of the respondent’s raw score was computed using the FIES and ranges from zero to eight 

(corresponding to the sum of affirmative responses given to the eight FIES questions).  

The prevalence of food insecurity obtained using the FIES methodology showed that 87.3% of the 

population in all the survey districts was affected by moderate or severe food insecurity in 2019. 

This corresponds to individuals living in households where at least one individual aged 15 or more 

has very likely been forced, at times during the year, to reduce the quality of their diet, due of lack 

of money or other resources, and had at least a fifty percent probability of also having reduced the 

quantity of food consumed. Prevalence of severe food insecurity was 53.1% that represented 

individuals living in households where the respondent has almost surely reduced the quantity of 

food consumed and had at least a fifty percent probability of having gone for an entire day without 

eating, because of lack of means to get food.  The prevalence of moderate or severe food insecurity 

was highest in Nkhotakota (93.5%) followed by Mulanje (93.2%) and Kasungu (92.5%) and 

lowest in Chitipa (64.9%) followed by Nkhata bay (68.1%). Prevalence of severe food insecurity 

was highest in Mulanje (62.0%) followed by Kasungu (60.6%) and Thyolo (60.3%) and was 

lowest in Chitipa (31.1%) as shown in Table 52. 

Table 52: Prevalence of food insecurity by district 

 Observations 

Moderate or severe 

food insecurity 

(FI_mod+sev) 

Margin of 

error 

FI_mod+sev 

Severe food 

insecurity 

(FI_severe) 

Margin of 

error 

FI_severe 

All districts 2860 87.3% 2.1 53.1% 2.7 

 
     

Chitipa 268 64.9% 9.7 31.1% 8.4 

Karonga 295 85.9% 6.6 45.3% 8.2 

Nkhatabay 293 68.1% 9.3 32.9% 8.2 

Mzimba 282 79.3% 8.1 39.9% 8.2 

Kasungu 289 92.5% 5.1 60.6% 7.3 

Nkhotakota 287 93.5% 4.6 56.4% 7.9 

Salima 291 91.2% 5.5 59.5% 7.4 

Chiradzulu 291 91.6% 5.2 59.4% 7.4 

Thyolo 279 91.8% 5.2 60.3% 7.5 

Mulanje 285 93.2% 4.5 62.0% 7.2 
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4.0 RESULTS FOR THE QUALITATIVE SURVEY 

In this section we present and discuss key findings for the qualitative KAP study. The section is 

divided into seven major sections as follows: Overall knowledge of nutrition activities and 

participants’ perceptions of their roles in nutrition; Child and maternal nutrition and sources of 

nutrition information; Knowledge, Attitudes and practices around adolescent girls’ nutrition, 

Infant and Young Child Feeding (IYCF); Nutrition-Sensitive Agriculture; Access to Financial 

Instruments at Community level; and finally the overall Afikepo implementation and lessons 

learnt.  

4.1 Overall Knowledge of nutrition activities and participants’ perceptions of their 

involvement in the Afikepo Programme 

The KAP study explored community participants’ knowledge of nutrition activities in general.  At 

both district and community levels, participants displayed good knowledge of the nutritional 

activities taking place in their areas through the Afikepo project. Table 53 details sample activities 

mentioned by participants across the districts  

 

Table 53: Afikepo Programme related activities cited by community participants 

Related activity cited across the 8 districts visited Afikepo component  

Make own nurseries and establish backyard gardens to easily 

source the 6 food groups  

Nutrition-sensitive Agriculture 

Received groundnuts; after harvesting we processed it into 

groundnut flour used during cooking demonstrations 

Nutrition-sensitive Agriculture 

Planted and harvested vitamin A fortified maize as well as 

fortified beans 

Nutrition-sensitive Agriculture 

We encourage and promote consumption of nutritious foods Maternal & Child Nutrition 

We also support children so that they do not get malnourished Nutrition 

Pregnant women go for antenatal clinics as early as possible so 

that they can receive timely assistance 

Maternal and Child care and 

nutrition 

Encourage communities to adopt and practice nutritional 

sensitive agriculture 

Nutrition-sensitive Agriculture 

Train communities in livestock production and management – 

Small livestock e.g. rabbits, goats 

Nutrition-sensitive Agriculture - 

Livestock 

Encouraging women to be cooking the six food groups Maternal and young Child 

Feeding/Nutrition 

We advise women to be buying nutritious foods Nutrition 

Promote storage of crop produce (food storage) Nutrition  

Being involved in nutrition education on food processing, 

preservation and promotion of consumption of diversified diets 

Nutrition-sensitive Agriculture 

(Source: KAP Qualitative data from 8 districts visited) 
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Although the districts visited in this study obviously showed variation in terms of implementation 

levels of some of the programme activities in Table 53, it is evident that the participants are aware 

of the key Afikepo programme activities and subsequent practices. During observations, the team 

was also able to see evidence of some of the activities implemented including nutrition-sensitive 

agriculture in the form of integrated household farming. Figure 13 shows samples of crops grown 

and small livestock kept as part of homestead farming. 

 

  

Backyard Garden, TA Malengachanzi, 

Nkhotakota 

Backyard Garden at Mmana Village, T/A 

Bvumbwe, Thyolo 

 

Fruit Tree (Pawpaw) at one of the homes in 

Chambe Section, TA Mkanda, Mulanje 

 

Backyard Garden at Lisasadzi EPA,  T/A 

Njombwa, Kasungu 

Figure 13: Homestead farming - Backyard gardens 

 

In most communities visited the research team saw fruit growing (banana plantations, papaws, 

etc.), bio-fortified crops such as maize, beans and orange fleshed sweet potatoes, vegetable 

growing in backyard gardens and small livestock keeping. 
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4.1.1 Perceptions of participants’ roles and involvement in Afikepo Project 

Participants were also asked on knowledge of their roles and overall involvement in the Afikepo 

programme. In general, most participants at both district and community levels demonstrated 

awareness of their roles in the Afikepo project. Some of the key roles stated by participants at 

district and community levels included community mobilization, promotion of good farming 

practices; training community members on nutrition; coordinating and supervising project 

activities. 

 

Key informants from the study areas reported that they were  actively involved in community 

mobilization, training/sensitisation and promotion of good farming practices within the context of 

the Afikepo Project.  For example, mobilizing community members to join care groups within 

their communities was reported to be key role, and that (through those care groups) they follow 

good farming practices, especially nutrition sensitive agriculture, which is the major emphasis of 

the Afikepo programme. 

Basically we are doing what we call nutrition sensitive agriculture. As such we are 

working with promoters in care group structures in order to promote nutrition sensitive 

agriculture. Mostly we encourage communities to adopt what we call integrated-

household farming in which we promote high nutrient crops such as quality vitamin A 

maize, beans rich in iron and zinc, and livestock. We are encouraging households to at 

least have livestock. Here … we have a lot of crops and yield, as such we are encouraging 

consumption because as much we have high yields, national data shows that the 

consumption is very low. This is because when people have harvested the crops, they 

prefer to sell the crops to traders from Tanzania than to consume which leaves the 

households with no food. 

(DST1-KII_DNO-23.03.2020) 

 

Some participants at both district and community levels further indicated that they are also 

involved in coordinating, supervising and following up on activities in the communities for 

purposes of checking process in terms of whether communities are practising what is being 

promoted under the Afikepo programme. For instance, participants explained that they encourage 

the community members to consume their produce rather than selling it. However, as has been 

discussed earlier on and later in the section, in many of the districts involved, participants 

explained they sell most of their produce to get money to purchase things like iron sheets or larger 

livestock like cows. Thus, in many ways the food crops grown, and livestock kept are also 

considered as fundraising activities to purchase some priority items for the household. 
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Furthermore, participants at both district and community levels reported that they were involved 

in training community members on nutrition and related activities. Participants reported that they 

are involved in carrying out trainings for community members on how best they can practice 

nutrition-sensitive agriculture for maximum yields as well as providing nutrition education on 

food processing, preservation and consumption as explained below: 

…we play a role in training communities in the integrated homestead farming and fish 

being part of nutrition it is part of the packages we deliver during such trainings in the 

communities especially on IHF. Just to mention a few...our main role is promoting ideal 

nutrition through providing nutrition education. I can say building the capacity of 

community through nutrition education through food processing, preservation and 

promotion of consumption of diversified diets. That is our main role. 

(DST6_District_KII_FNO_10.03.2020) 

 

From the findings, it is clear that on the overall, participants at community and district levels had 

good knowledge of their roles within the Afikepo project. The levels of knowledge about the 

programme, project activities and roles within the project will likely, and in many ways enhance 

implementation of the Afikepo programme in the programme districts. The extent to which these 

levels of knowledge translate into practice is what we focus on in the subsequent sections.  

 

In the following sections we focus specifically on knowledge, attitudes and practices around 

specific Afikepo project components. 

4.2 Child and maternal nutrition, and sources of nutrition information 

In this section we present and discuss findings related to the knowledge, attitudes and practices   

on child and maternal nutrition in the eight districts visited by the study team.  The discussion 

focuses on the six food groups recommended for both child and mother, enablers and barriers to 

child and maternal nutrition. The recommended six food groups in focus are: staples, animal foods, 

legumes, vegetables, fruits and fats and oils. 

 

4.2.1 Knowledge, Attitudes and Practices on the six food groups 

Participants were asked about their knowledge of the six food groups and the extent to which they 

consume them in their homes and community (to establish levels of practice on the six food 

groups). On the overall, participants from all the communities demonstrated thorough knowledge 

of the six foods by mentioning meat, fats and oils, carbohydrates, fruits, vegetables and legumes 
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as the six food groups. The participants indicated that they learnt about the six food groups through 

community sensitization, health education talks and cooking demonstrations in their care groups, 

which is clear evidence that the Afikepo programme is contributing positively to the understanding 

of the six food groups and subsequent practice at community level. 

 

Despite having knowledge on the six food groups, not all participants indicated that they 

implement this knowledge in their households. The participants who indicated positive practices 

on the 6 food groups stated that they locally source these foods while other participants indicated 

that, they have to buy some types of food. 

Most of these crops we grow ourselves like maize, soya, vegetables and groundnuts….we 

(also) earn an income through sales of crops we grow using the integrated farming 

practices. We can manage to buy what we want to eat. The integrated homestead farming 

system also provides an opportunity to have several crops which constitute the 6 food 

groups within the backyard like soya, groundnuts, sunflower and guavas. These helps to 

provide the needed food groups. 

(DST1_Community_FGD_Preg&LactWomen_ 20.03.2020) 

 

A good number of participants stated that it is very hard to practice the consumption of all the six 

food groups mainly due to poverty and lack of knowledge on food preparation, processing and 

consumption. 

4.2.1.1 Lack of resources due to poverty.  

Some participants indicated that they are not able to consume all the six food groups due to lack 

of money to purchase all the foods since they are not be able to locally find all the six food groups. 

Participants indicated that food groups such as animal foods and fats and oils are not usually 

affordable to most people. This is despite communities having locally available proteins such as 

mafulufute and ngumbi, which most community members do not recognize as proteins.  

4.2.1.2 Unfavourable soils and weather for growing crops 

Participants also reported that sometimes the soil and the weather are not favourable for growing 

some food items hence the need to buy them, although they at the same time do not normally have 

the money to do so. In some districts, participants specifically indicated that their soil is not 

favourable for growing crops like pumpkins, groundnuts and avocado pears. Two participants 

during an FGD had the following to say on this issue:  
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P2: It’s as she is saying. In this community we have different problems, because even 

though we claim to be farmers, the farming here is not all that proper if you observe. We 

have a problem of water and it has damaged our crops like maize. Instead we have 

planted potatoes as they will at least survive the water. As such our wish is that 

organisations should be coming often to assist us in the areas we are lacking. 

P7: I just want to add on the water problem as she has explained. We have been given 

fruit trees to plant in our community in order to supplement the food we eat, however the 

trees do not grow due to termites and water. So despite having the opportunity to grow 

fruit trees, we are being hindered because of these two problems, as such it is difficult for 

us to have the six food groups. 

(DST6_Community_FGD_ElderlyWomen_ 21.03.2020)  

 

While these unfavourable agricultural environments exist, one would expect that agriculture 

extension services would naturally come in to assist in providing the required agricultural advice 

to the communities on the specific challenges. Quantitative findings however have shown that 

only 33.3%  of the households involved in the KAP study received advisory services from 

extension workers (Section 3.5.13). Similarly, only 8.6% of households were participating in 

Farmer Field Schools (see Section 3.5.10), suggesting that there is limited provision of agricultural 

advisory services to support the communities achieve the goals of the Afikepo Programme. 

 

4.2.1.3 Lack of knowledge on food preparation, processing and consumption. 

For members who had access to the food resources, the practice of consuming all the food groups 

was hampered by lack of knowledge on the correct method of preparing and consuming these food 

stuffs. The interviews further revealed misunderstanding on how the six food groups are supposed 

to be consumed. Participants at community level shared the understanding that it is recommended 

that all the six food groups should be consumed at one meal, not in a single day as it is actually 

the case:  

 

The six food groups are supposed to be consumed at one goal but what happens in reality 

is that most people do not eat balanced meal; for instance, they may eat legumes today; 

vegetables; and carbohydrates, fruits the other day. This is not the recommended 

procedure. 

(DST6_Community_IDI_Promoter_ 10.03.2020)   
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Such kind of miscommunication from a frontline worker in the community could also be a factor 

for low practice on the six food groups. This suggests that some promoters may not have correct 

information on consumption of the six food groups, further suggesting that they need to be 

reoriented on their knowledge of nutrition issues including the six food groups.   

 

Some community members reported negligence as the reason for failing to prepare foods 

comprising of all the six food groups.  This lack of consumption of the six food groups whether 

because of lack of knowledge, resources, or sheer negligence was mentioned to be the major cause 

of child malnutrition in most communities. Participants indicated that while the cases of 

malnutrition had significantly gone down in most communities over the years, there still are some 

children who are malnourished largely because they lack some nutrients in their bodies. 

 

4.2.2  Knowledge, attitudes and practices on certain types of foods (Food Taboos) 

In the 2018 Afikepo Baseline study, the issue of food taboos came out clearly as an important 

barrier to child and maternal nutrition. The KAP study therefore followed up on this aspect with 

participants in the different communities to establish the status as well as the enablers of this 

situation.  

 

From the findings, some participants reiterated that food taboos are these days becoming less and 

less common due to community sensitization by Afikepo programme, other NGOs and other 

sources of information such as the radio. However, most participants explained that food taboos 

have not died at all – that they are still being practiced in the communities.  For example some 

participants even explained that the consumption of salt is discouraged in pregnancy as explained 

below:   

 

I think people still practise some beliefs…for example, some people discourage pregnant 

women from eating salt yet salt is a source of iodine. They say if a pregnant woman eats 

salty foods, the child is born with whitish things on the face. Secondly, they say if a 

pregnant woman eats eggs she goes through a lot of pain during delivery…in addition, 

in our culture, women have a lot of respect for their husbands in terms of eating practices. 

The woman may eat vegetables only while meat is given to the husband. She may eat only 

one type of food while she gives diversified foods to her husband. They do this to buy 

favours from their husbands most of whom are polygamous. Instead of her eating the six 

food groups, she gives everything to the husband. As a result, she is malnourished and 

the baby inside her is not healthy. 
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(DST8_Community_IDI_Promoter_21.03.2020)  

 

When the research team asked the participants to name some additional food taboos that still exist 

in their communities, a number of them came up as detailed Table 54.  
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Table 54: Key food taboos still being practice in Afikepo Programme communities. 

Food Type Mentioned 

in KAP Study 

Food Type 

mentioned in 

Afikepo Baseline 

Study? 

Associated Child and Maternal Health Belief  

(During KAP study) 

Associated Child and Maternal Health Belief 

(During Baseline study) 

Left over Nsima:  Yes - The pregnant woman starts defecating during baby 

delivery if they eat left over nsima. 

- The child is likely to born with stomach problems 

- It is generally unhealthy and it may have been 

contaminated by germs overnight. It is unhealthy to 

eat such food for any person. 

During delivery, they defecate it and it disgusts the 

doctors. It happens, to the point that the doctors call on 

the guardian and caution you for their mess …. What 

happens is, before the baby comes out? It is the faeces 

that come out first  

Sugarcane  Yes When the pregnant woman eats sugarcane the baby is 

born with stretchmarks on the body or the skin peels 

off or has something like dandruff. 

The baby gets to be born with a body covered in scales  

- It cuts the baby’s body. After the baby is born in 2 to 3 

days the body starts to get cut and it scales off like 

dandruffs 

- Sometime they even produce blood and you have to 

get sugar cane as well to heal the baby by applying it 

on the baby.  

Pine apple No When the pregnant woman eats pine apples the baby 

is born with stretchmarks on the body or the skin 

peels off or has something like dandruff. 
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Therere (Ocra) No Not allowed to be consumed by a pregnant woman 

because it is cooked using soda. Soda is bad because 

it destroys the nutrients in the food. 

 

Eggs Yes The baby is born with a bald head. The baby is born without hair [they are born bald] 

Honey  Yes It is too sugary, it may affect the unborn child – 

including biting people 

- They say the baby will be born salivating 

uncontrollably. 

- The baby will be vicious: it will be biting people 

because honey comes from bees and they sting. 

Energy drinks No A pregnant woman is also not allowed to eat energy 

drinks because such drinks are similar to beer and 

may affect the child. 

 

Chambiko (sour milk) No The baby has some sticky whitish fluids like sperms 

on the head.  

 

 Lemons  No Some people say that when a pregnant woman eats 

lemons the child to be born will be having excessive 

appetite; it will be eating frequently. 

 

Raw Cassavas Yes Pregnant woman easily vomits when they eat raw 

cassava. It creates nausea or queasiness. 

- Pregnant women are not supposed to eat raw cassava, 

it hurts the stomach 

Rabbit Yes Causes nausea - the rabbit’s fur looks like a cat and - The rabbit gets to do its dramatic things, and the baby 

gets to do the same things, like moving the mouth in a 
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they feel like they are eating a cat. funny way 

Gizzards No They also say a woman should not eat gizzard 

because it is for a man.  

 

Pepper Yes The child might be born with bad eye sight (sores in 

the eyes) 

- It hurts the baby’s eyes. Once the baby is born, the 

eyes hurt and they can’t open properly  

- That’s when they say, blow some salt into the 

eyes….You have to eat or chew the pepper and blow 

some air in the baby’s eyes. You just bit the tip of it 

and blow, since you want your child to be able to see  

- The eyes get to be very red like blood, but after you 

blow, two or more times they clear up 

Salt No A child will be bone with white stuff on the face  
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It should be noted that the comparisons in Table 54 between taboo foods listed under this KAP 

study and those listed under the 2018 Afikepo baseline study is a loose one for purposes of 

emphasizing the fact that despite visiting different project communities from those in the 

baseline, we still have similar food barriers being mentioned. It is also interesting that new food 

taboos in addition to the 2018 Baseline ones have come up, further suggesting the problem is 

real and complex.  From the information in Table 54, it is evident that pregnant women were 

discouraged and abstained from consuming some types of food which are perceived to cause 

obstetric labour or had side-effects on the mother or the unborn baby, even though these foods 

are nutritious. Sources of proteins such as rabbits, eggs and gizzards were mentioned as some 

of the discouraged foods.  

  

4.2.3 Knowledge of sources of information on child and maternal nutrition 

Participants indicated awareness of several sources of information on child and maternal 

nutrition including the following: hospitals (especially antenatal and under-five clinics), 

through Health Surveillance Assistants, Agricultural extension workers, care groups, radio 

broadcasts, observing other people who have been doing same such as parents, neighbours as 

well as from Afikepo promoters as some participants explained.   

We hear from organizations just like what you have done today, from radios and from 

health facilities. If you visit the health facility with your pregnant wife, they counsel 

the couple on the foods that the pregnant woman should be eating such as the six food 

groups. 

(DST7_Community_FGD_Men_14.03.2020) 

 

We are advised to have balanced meals. We are also encouraged to use treated mosquito 

nets. We are advised to wash hands with soap after visiting the toilet and also before 

eating. We are also advised to have a bin (nkhuti), a bathroom… 

(DST6_Community_FGD_Preg&LactWomen_ 10.03.2020)   

 

The findings show that from these information sources, participants got information pertaining 

to health in general, hygiene as well as good nutrition practices (such as the preparation and 

consumption of six food groups).  From the interviews it was evident that even though not 

everyone is involved in child and maternal nutrition, there is always a positive change in the 
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way people in various communities think about and practice nutritional activities related to 

children and pregnant women.  

4.2.4 Knowledge, Attitudes and practices around involvement of men in child and 

maternal nutrition 

In order to get the KAP around involvement of men in child and maternal nutrition, participants 

were asked how men were specifically involved (or not involved) in child and maternal 

nutrition issues; including whether they were happy with the level of men’s involvement. 

Interviews at community level unveiled that men are rarely involved in child and maternal 

nutrition. In places where men were involved, they did activities such as sourcing money to 

buy food, growing of crops and rearing of livestock, taking the mother and children to the 

hospital and not in the actual preparation of food which is also an important area. 

Men are usually involved in sourcing the food for the household. Men are the ones 

who usually keep livestock at the household which are sources of protein. Men are the 

producers of food while the women are the end users (utilization agents). That is how 

men are involved. They cultivate or produce and the women just process the products 

for consumption…(however), Men can cook as much as women can do and women 

can produce as much as men can do. There should be no specialization of roles when 

it comes to child and maternal nutrition. 

(DST1_Community_IDI_AEDO_20.03.2020) 

 

The community sentiment that men were not being involved in the preparation of actual food 

is not unique when one considers the socio-cultural role expectations for men and women, in 

which men usually do not see their roles to include food preparation but rather food sourcing. 

Perhaps this explains why in many of the communities visited, men were less involved in child 

and maternal health. Several perceptions were linked to this low / non-involvement of men in 

IYCF, including general lack of interest and motivation, the feeling that child and maternal 

nutrition are a woman’s responsibility, culture, as well as being busy with other income 

generating activities such as businesses: 

They say a man is busy with other issues …many men ask the woman to do that. For 

example, even on the issue of HIV testing, some do not go to VCT with their wives. 

They say, “If my wife has tested negative it means I am also negative. Let me just 

concentrate on drinking (alcohol)” 

(DST2_Community_FGD_Men_ 05.03.2020)  
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Many of them just make sure that the child has eaten but they are not concerned with 

the type of food either the woman or child has eaten…they do not mind if the woman 

and child have eaten all the six food groups or not…very few men maybe concerned 

with this.. the problem is lack of nutrition knowledge. For example, many men in this 

community do not allow to escort their spouse to ANC. They say ‘what will I do at the 

ANC?’. If you come back from the ANC and tell them the pieces of nutrition advice or 

information from the ANC, they would just say ‘I have heard you’ but they do not 

practice what you told them. Very few men understand the importance of escorting 

their spouses to ANC 

(DST1_Community_IDI_Promoter_ 20.03.2020)     

 

It is very rare here. Out of 100 may be 2 men would do what they have learned about 

child and maternal care. Men are afraid of being ridiculed by fellow men when seen to 

be performing female chores in the presence of the wife. 

(DST8_Community_FGD_Preg&LacWomen_ 21.03.2020) 

 On the overall, one challenge that may be linked to the men’s limited involvement would be 

the way nutrition project are designed: men are not listed among the target groups and as such 

even if the women take the child and maternal care information to these men, they are less 

likely to take heed. Also, some participants indicated that men are usually attracted when the 

promoters are fellow men, not women 

When the project was starting, it specifically mentioned lactating and pregnant women 

as the target groups. So, men feel they are already out therefore they see no need of 

participating in the care group or cluster activities. 

(DST1_Community_IDI_Promoter_ 20.03.2020)  

 

So you will see that where we have a male promoter, automatically the perception in 

the community changes ‘if a man is talking about breast feeding; if a man is talking 

about under-five clinic; cooking issues’ that automatically is a plus to say that within 

the community we are likely to have more understanding about involvement of men 

because we have someone who is propagating things that are believed to be for 

women.  

(DST6 _KII_FNO_10.03.2020)     
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However, the coming of Afikepo was hailed by participants, because men are now taking part 

in child and maternal nutrition, especially in food preparation:  

With the coming of Afikepo project it seems some have gained the knowledge even 

though there are some sort of resistance among other quarters of the men in society 

because they still feel issues to do with food preparation are women related. To them 

as long as they have sourced the food, their responsibility ends there. However, there 

are some men who understood this project no wonder they asked to join the care 

groups. 

(DST8_Community_IDI_VillageChief_ 21032020)  

 

As will be discussed further in section 4.5, male involvement remains a big challenge and has 

to do with the way targeting/focus within the programme. Their attitudes towards nutrition-

related issues and perception of gender roles often play into what they can do or not do to 

contribute to nutrition enhancement at household and community levels.  As will be suggested 

in the subsequent sections, there is need to programme men into Afikepo so that there are clear 

activities in which they are involved and take responsibility alongside their families in as far 

as nutrition enhancement is concerned.   

 

4.2.5 Challenges and suggestions for improvement on child and maternal nutrition 

Participants outlined a number of challenges currently existing in child and maternal nutrition, 

and various suggestions on how to increase knowledge and practice in this area. Some of the 

challenges that stood out included lack of male involvement, lack of finances to buy the 

necessary foods required to meet the 6 food groups, lack of information, climate change, 

religious beliefs, cultural taboos as well as laziness:   

 

Lack of male involvement emerged as the topmost challenge, as participants indicated that 

oftentimes women are willing to practice the good maternal and child nutrition advice that they 

receive, but the challenge comes in when men are not supportive, since there usually is 

information gap in these men. Since most women depend on men for financial support, they 

are sadly not given (enough) money to buy foodstuffs, and sometimes they are even hindered 

from consuming foods which are available in their households: 
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There could be several factors. The first could be the attitude of men. Men don’t really 

care for their spouses. Once married, never depend on the husband for financial 

support. Women are told to be independent here by engaging in businesses. Culture 

also plays an important role here. When a woman is pregnant, there are certain foods 

she is prohibited from eating. They are encouraged not to eat fruits by the older 

women. They are encouraged to eat less nsima. We see this. The reason is that during 

delivery the pregnant women struggle to deliver when they eat too much nsima.  

(DST8_Community_IDI_AEDO_ 21.03.2020)  

 

The other barrier is failure by husbands to support their pregnant women source 

nutritious and adequate foods. Some husbands do not allow their wives to eat some of 

the nutritious foods that are available such as chickens, eggs and others. The woman 

may not get these on her own. She does not have that authority.  

(DST1_Community_IDI_HSA_ 20.03.2020)      

 

Participants therefore suggested that the men should be as involved as women are in the project, 

so that they have the same nutritional information. Some respondents suggested that conducting 

sensitization campaigns, and involving men in cooking demonstrations would go a long way 

to attract men to participate.  

 

Cultural and religious taboos restricted people from practicing good nutrition. As has been 

discussed in Section 4.2.2 above, food taboos were persistently existing in the programme 

communities and had  a huge influence.  Culturally and religiously for example, it was reported 

that in certain communities, some people do not eat certain foods like mice, bush meat and fish 

without scales because of religious beliefs, while in other households, cultural beliefs made   

men eat the best parts of chicken, than the women: 

 

An instance is when a household has cooked a chicken, parts like the liver which is 

rich in vitamin A is eaten by the man of the household, even all the bigger parts are 

also eaten by the man even when there is a pregnant woman in the household who is 

eating for two. Also, a man in a household is given a big portion of food than what the 

pregnant woman eats because he is the head of the household. 

(DST7_ Community_ IDI _HSA_ 19.03.2020) 
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Lack of money was also considered a barrier to practicing the right things within maternal and 

child nutrition, as people could not purchase the needed foodstuffs that make up the six food 

groups.  

4.3 Knowledge, Attitudes and practices around adolescent girls’ nutrition  

 

KAP data for adolescent girls was collected from interviews with the adolescent girls 

themselves, community participants and key informant interviews at the district level.  The 

qualitative component further intended to examine the barriers to adolescent involvement in 

nutrition issues as a direct response to findings of the 2018 Afikepo baseline study.   

 

4.3.1 Knowledge of and attitudes on nutrition issues by Adolescent Girls 

 

Generally, the study found that adolescent girls were aware of the nutrition practices that they 

normally experienced from the home and community.  They were also aware of some of 

Afikepo programme and nutrition-related activities in which their parents were engaged at the 

community level. Table 55 summarises some of the nutrition-related knowledge adolescent 

girls demonstrated during FGDs 
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Table 55: Adolescent Girls’ Nutrition-related Knowledge 

Nutrition-related 

aspect or activity 

Adolescent girls’ specific knowledge/awareness   

Afikepo Project 

and key activities 

 Some broad awareness on Afikepo Programme interventions  

- “promotes good nutrition like eating the 6 food groups and also 

encouraging women to take their children to the under 5 clinics” 

(DST7) 

- AFIKEPO groups do things like masanje (cooking in groups) mixing 

different foods so that they have healthy children, they aim at achieving 

consumption of food from the 6 food groups”  (DST5) 

 Integrated homestead farming: its benefits, crops that are grown and 

livestock kept : “It is easy to fetch relish”; “when you grow your own 

crops you don’t beg from others”; there is continuous crop 

production…when one crop phases out another one is ready for use and 

consumption” (DST8) 

 “Promotes livestock production especially rabbits. They have been 

distributing small livestock in the neighbouring village; they have already 

promised to do the same in this area; kholas have already been 

constructed” (DST8) 

 Cooking demonstrations – they are aware that cooking demonstrations 

were happening at community level and somehow why they are conducted. 

Complained on non-involvement because these are done by adult women 

and those with children 

Six food groups  

 

 Some knowledge of the six food groups; types of foods that are in each 

group including fruits, vegetables, staples, animal foods, fats and oils and 

legumes.  

 Importance/Benefits of the six food groups to the human health and 

nutrition “we get stronger” “we get healthier” 

 Aware of causes of malnutrition in the community arising from not 

consuming adequate foods. 

Child and 

Maternal nutrition  

 Aware of barriers to maternal and child nutrition  

- “Men do not share money with their wives who are normally assigned 

to procure and prepare food” (DST8) 

- “At times pregnant women lose appetite when they are offended 

especially by bullying husbands” (DST8) 

 “they lack money to buy the 6 food groups” 

Barriers to good 

nutrition  

 Somehow aware of some barriers to good nutrition including food taboos: 

“some pregnant women do not have easy access to such nutritious foods 

because of poverty and religious beliefs  and will not eat mice, bush meat 

and fish without scales”; “Sometimes they act on instructions from the 

herbalists who advise them not to eat such foods” (DST7& DST8) 

Child feeding 

practices  

 Aware of barriers to exclusive breast feeding “When the breasts are painful 

the mother can’t breastfeed”; 



73 
 

- “When the mother is sick and has been advised by the doctor not to 

breastfeed”;  

- It is because the baby cries even after being breastfed, so the baby is 

introduced to other foods earlier” (DST8) 

-  Some women don’t produce enough breast milk because they are not 

healthy-they don’t eat the 6 food groups.  

- “Some women feel that breastfeeding affects their participation in piece 

work, so they introduce porridge earlier”( DST7)  

- “It is because when they are breastfeeding them, the mother loses weight 

as well, so they do that for the mother to gain some health” (DST5) 

 Some awareness on some nutritious complementary foods after 6 months: 

“soy porridge mixed with groundnut flour or stock margarine. They may 

also be given nsima” (DST8) 

 Some general awareness on how they can take good care of a child in the 

family so that she/he can grow healthy - “by feeding her/him all the 6 food 

groups” (DST7) 

 

Although during FGDs adolescent girls showed varied levels of knowledge in different 

nutrition-related issues, it was generally remarkable that they displayed good knowledge of 

some of the nutrition-related issues including the six food groups, maternal and child feeding 

practices, and barriers to good nutrition. It is also clear from Table 55 that the adolescent girls 

have some broad awareness of the Afikepo programme and some of its activities.  For instance, 

the following is what one adolescent girl had to say (referring to cooking demonstrations) 

during FGD when asked what activities the Afikepo programme implemented in the 

community: 

 

P7: My mother as well…she cooked rice, mixed it with fresh pigeon peas and milk, she 

also added tomato, onions and cooking oil. When she brought that home, everyone was 

really interested to eat it…. 

(DST5_Community_FGD-Adolescents-07.03.2020)  

 

Furthermore, adolescent girls were generally aware of the prevailing nutrition issues in their 

homes and community. They explained that they generally experienced the same challenges 

their households experience such as lack of food and financial resources to purchase nutritious 

foods. For instance, the girls explained that they eat whatever is available in the home and that 
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sometimes they have to live with poor nutrition due to poverty in the home.  During and FGD, 

one adolescent girl had the following to say:  

…the parents’ poverty leads to poor nutrition status of the household. You may 

come back from school and not find food at home, that’s an issue and we get too 

thin and we think a lot  

(DST8_Community_FGD-Adolescents-20032020)  

 

From the findings, the Afikepo sensitisation activities taking place in the programme 

communities have both directly and indirectly influenced adolescent girls’ knowledge and 

attitudes. Furthermore, it is likely that parents that have been engaged with the projects do share 

the experiences at household level where these adolescents live. Finally, the adolescent girls 

are also likely to observe by themselves nutrition-related activities being conducted at the 

community level such as cooking demonstrations and homestead farming.  While adolescent 

girls appreciated some of the nutrition-related activities taking place at community level, it was 

also clear that they did so from “a distance” i.e. they were not meaningfully involved (as we 

shall discuss later in the section).   

Furthermore, it was clear from the findings that adolescent girls’ knowledge needs to be 

consolidated and harnessed for future use. As would be expected, there were clear gaps in such 

knowledge and few adolescent girls did articulate such nutrition-related information 

confidently during FGDs. Finally, the findings further suggest that poverty dimension is a 

critical factor if Afikepo is to address adolescent girls’ nutrition in the programme districts.   

4.3.2 Adolescent Girls’ attitudes and practices on nutrition  

 

The study explored adolescent girls’ attitudes and practices on nutrition.  In most cases, 

adolescent girls reported that they were not actually involved in the Afikepo programme 

activities.  The following were some of the sentiments from adolescent girls on their 

involvement:  

 

P1… they mobilize each other to meet on a particular day at Dindano. They cook 

plenty of food there. I have seen it. Even chiefs go there to participate but they do not 

invite us. They only consider underweight children….I am impressed with the food 
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they cook- the food … is very nice. I admire it so much and I would like to learn how 

to prepare it myself. 

(DST7_Community_FGD-Adolescents-14.03.2020)  

 

P2: We have never been told anything because we have never gone to the place where 

they meet. We are just told that those involved go to that place and conduct food 

demonstrations. They have never told us about the orange fleshed sweet potatoes.’ 

(DST8_Community_FGD-Adolescents-21.03.2020)  

 

Overall, the study found there were not clear strategies for involving adolescent girls in the 

Afikepo programme across all the 8 study districts.   It was however reported that in some 

districts (Kasungu and Karonga), adolescent involvement in nutrition issues had just begun but 

there was still a general lack of clarity on how exactly adolescents should be involved. The 

lack of clarity was generally considered as the major cause for little or no involvement of these 

adolescents in the Afikepo programme. The following were typical comments from 

participants: 

It seems most of us (promoters, HSAs and caregivers) do not pay attention to the 

adolescents. All of us focus on pregnant and lactating women. But we do not remember 

that there is another group equally important. So, it is difficult for adolescents to get 

involved because we have not reached to them with the information. 

(DST1_Community_IDI_HSA_ 20.03.2020) 

 

To say the truth on that we do not involve them. Mostly we deal with pregnant and 

lactating women…we do not teach them unless we have found them at a household 

during the door to door visits…that adolescent has the right to be part of the discussion 

or not. We cannot force them. So mostly information does not reach adolescents… 

(but) because this is the future generation of parents therefore it is important that we 

teach them at this stage which I feel will make them practice this in future…we may 

not also have issues of taboos. If they grow with this information they will be able to 

impart the same to their children in future.  

(DST8_Community_IDI_Promoter_21.03.2020)     
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Participants were however positive on adolescent girls involvement; that it is important to 

actively involve adolescent girls as they are future generation of parents who must be taught at 

this early stage to help them practice appropriate nutrition behaviours in future, as well as  

impart the same to their children in future. On the overall therefore, there is need for Afikepo 

Programme to have a robust strategy to involve adolescent girls so that they extend their 

knowledge and practices beyond what the nutrition experience they gain at household level.  

4.4 KAP on Infant and Young Child Feeding (IYCF) 

The study explored knowledge, attitudes and practice on Infant and Young Child Feeding in 

the eight districts through FGDS with pregnant and lactating mothers, men, elderly women and 

IDIs. 

 

4.4.1 Knowledge and sources of information for key child caring practices at 

community level 

Focus group discussions with pregnant and lactating mothers, men, and elderly women in all 

communities visited revealed that members are generally aware of several child caring 

practices such as exclusive breastfeeding from birth to 6 months, complementary feeding after 

6 months, which should include all 6 food groups, observing good hygiene practices such as 

bathing the child, providing a child with  good clothing, giving a child a good place to sleep- 

with a mosquito net, washing hands before preparing food for a child and after changing baby 

nappies, taking children to under five clinics for growth monitoring and immunizations.   

 

When asked about the source of the information on the child care practices, participants 

indicated awareness of several sources of information on infant and young child feeding 

including the following: hospitals (especially under antenatal and 5 clinics), through HSAs, 

radio broadcasts, schools (for adolescents) observing other people who have been doing same 

such as parents, neighbours as well as from Afikepo promoters. It was further reported that the 

Afikepo project distributed handbook containing all the child caring practices. This, it was 

claimed, further not only strengthened the knowledge bases but also family level care practices 

such as, ensuring there is a good kitchen, rubbish pit, drying line, and toilet with a hand-

washing facility outside.  
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4.4.2 Attitudes and practices on feeding children from birth to 6 months. 

While most participants indicated knowledge on exclusive breastfeeding (EBF) as the best 

feeding practice for children from birth to 6 months, it was reported that very few children are 

exclusively breastfed in the communities, with most mothers introducing solids at around three 

or four months. It was interesting to note that in some of the districts, Chiefs and Promoters 

often argued that communities were no more practising taboos. However, during FGDs and 

interviews with pregnant and lactating mothers, men, and elderly women in all communities 

visited, it was clear that adherence to exclusive breastfeeding was low due to a number of 

barriers. 

 

When asked whether they practiced exclusive breast feeding, FGD and IDI participants 

mentioned a number of related typical barriers to practising exclusive breast feeding despite 

having knowledge about its importance to the child. Table 56 summarises the barriers. 

 

Table 56: Why participants do not practice exclusive breast feeding despite knowing its 

advantages 

Barrier Summary description 

There are other women who practice exclusive breastfeeding up 

to the 4th or 5th months. At this point they claim the baby bites 

the nipples hence start giving them other foods.  

Norm 

Some mothers are lied to mostly by parents or grandparents, 

especially if it is their first child:  that when the child is crying a 

lot it means that it is too hungry. So they are told to introduce 

other foods before the end of 6 months.  

Belief/Culture- Influence 

from elders 

Some of the foods are seasonal and this may prevent the woman 

from accessing these foods hence compromising milk production 

- this forces the woman to start giving the child other foods. 

Seasonal foods  

Due to the high water density, crops like Soya or groundnuts that 

we can feed our children do not flourish. As such, to feed a child 

as required is very difficult. 

Environment 

Lack of finances to procure nutritious foods in required 

quantities/Lack of resources to keep the woman well-nourished 

Lack of Resources 

including finances 
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People in this community usually take on odd jobs, it happens 

that the mother is there the whole day and the only thing she will 

earn is a small portion of maize. At this point she has no time to 

look for food that will solely benefit the child like Soya.  

Poverty/survival 

There are so many “Wakenja” (single mothers) here who do not 

have the commitment to breast feed exclusively as they have 

extra responsibilities such as businesses, other than babysitting 

Economic engagements 

which keep mothers out 

of the homes for long 

hours 

Household work demands - most of the household chores are 

done by women and may therefore be tired to breastfeed e.g. 

fetching firewood, farming etc.  

Household chores 

Culture 

Husband wants to have another baby, and hence forces their 

wives to introduce the baby to other foods at an earlier stage to 

have another one. 

Culture, Men 

Sometimes the woman develops sores on the breasts and they get 

swollen - it hurts when she is breastfeeding 

Disease 

Woman wants to maintain her body shape -hence minimises 

breastfeeding by introducing the child to other foods 

Belief 

Maintain physical 

appearance 

Childishness amongst most teen mothers Immaturity 

(Source: KAP Qualitative data from 8 districts visited) 

 

From the findings, the barriers to exclusive breast feeding are rather complex and generally 

boarder between community norms, attitudes/beliefs and lack of resources at household level. 

It appears the topmost perceived barrier to exclusive breastfeeding was mothers not being able 

to produce enough milk for the baby, consequently the baby cries a lot possibly because of 

hunger.  Other frequently mentioned factors for not exercising exclusive breastfeeding included 

laziness, childishness amongst most teen mothers, influence from elders, women wanting to 

maintain their body shape, poverty as well as mothers not being available all the time due to 

other engagements such as businesses, farming and fetching firewood, which kept them out of 

their homes for longer hours  
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It is practiced by very few people…babies that are born these days cry a lot, they 

cannot manage to exclusively breastfeed without additional food [other participants 

agree} …sometimes the woman may not eat enough hence cannot produce enough 

breast milk for the child hence introduce the child to other foods {others agree} 

(DST7_Community_FGD_Men_JM_14.03.2020) 

 

….Lack of resources to keep the woman well-nourished so that she can produce 

enough milk to feed the baby exclusively for 6 months. If the woman is not well fed, 

she cannot manage to produce more milk for the baby to survive on. 

(DST8_Community FGD Preg &LacWomen_21.03.2020) 

 

I should say they do not practice because I have seen and found some women who 

have introduced their children to complementary foods even before they are six 

months old. If there are others who practice exclusive breastfeeding in the community, 

I have not heard and come across them. If there are there, fine, but many mothers 

introduce their children to supplementary foods such as light porridge at the age of 4 

or 5 months. When you ask them why they are doing this, they will tell you the baby 

cries a lot. But this is not excuse for introducing the baby to other foods before six 

months. …women are advised to practice exclusive breast feeding but I do not know 

why they do not practice it. Maybe they underrate their breasts’ capacity to produce 

enough breastmilk for the baby, maybe but I don’t know, but feeding the child on 

breast milk all the time is not an issue.... 

(DST6_Community_IDI_HSA _09.03.2020) 

 

I can say that it still happens despite preaching to the community 100 times because I 

have witnessed children coming to NRU....I will see a child less than six months, 

malnourished and I would also see children with extended abdomen less than six 

months, I would also see a child not passing stool at less than six months, and you 

would enquire more to ask what is really happening. If you get more information from 

the guardian, they would really tell you that we started giving it porridge because the 

baby could not sleep, it was just crying with hunger. Those were responses they would 

start explaining to you not knowing that whatever they are explaining is not acceptable 

though they know that but they are trying to…..Yes, trying to back themselves up that 

since the baby could not sleep, milk was not enough so we decided to start giving him 
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porridge, they would tell you all those things backing themselves up…They would be 

saying we never gave him porridge but we were only giving him water, making it sound 

normal, and others say we were only giving him juice, nsima, so they feel it’s okay 

giving juice and water to the child. … so you could see that … we are really talking a 

lot on EBF but still more the uptake and practices seem to be a problem. 

(DST7_ Community_ IDI _HSA_ 19.03.2020) 

 

These qualitative findings are very similar to the 2018 Afikepo baseline findings and this 

emphasises that attitudes and practices around exclusive breast feeding remain a big challenge 

despite the fact that some mothers practice it within the communities. It appears communities 

still hold the belief that that exclusive feeding may not be attainable in the context of a poverty. 

Interventions that promote family empowerment to acquire basic nutritional needs would be 

helpful in influencing peoples’ attitudes and practices.  

 

4.4.3  Attitudes and practices around nutrition for older children 

For older children between 6 and 23 months, participants in the study indicated that they 

introduce a variety of foods which older people eat, such as maize flour porridge with 

groundnut flour, soya, fruits, sweet potatoes, soft nsima with vegetable or fish sauce. 

Participants further reported that parents have to make sure that the food that the children eat 

comprise all the six food groups, perceivably from the information they received from 

community promoters as discussed earlier on, 

 

P2: In our community, these children eat whatever is available on the table. 

P7: I just wanted to say that, when a child surpasses six months whilst being breastfed 

exclusively, we feel that the child has grown and can eat anything that we eat as 

well 

(DST6_Community_FGD_Preg&LactWomen_ 10.03.2020) 

 

Unlike for children from birth to 6 months, participants indicated that people no longer believe 

in taboos that restrict children older than 6 months from eating some nutritious foods such as 

eggs. As such children eat whatever their parents eat as long as they are able to chew. It was 

reported further that the only foods that children are prohibited from eating are those which are 

deemed not nutritious/ harmful such as nsima left over from the previous day (mkute).  

Participants further explained that not all parents are able to give required varieties and amounts 
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of food to children between the ages of 6-23 months due to several challenges such as poverty,  

to procure nutritious foods especially those that can be used to prepare the 6 food groups, and 

lack of knowledge on food preparation. 

 

Unlike our generation, this generation’s scale of poverty is enormous in our 

community. Most of the children have never had food with cooking oil which is very 

important for body development. Thus, due to poverty, children continue to suffer 

from malnutrition. 

(DST6_Community_FGD_ElderlyWomen_ 21.03.2020) 

 

These findings are similar to those in the 2018 Afikepo Baseline study. There is still need for 

more effort to sensitise and train communities as well as address the poverty-related issues to 

nutrition, which really appear to be among the major influences on nutritional attitudes and 

practices. 

 

4.4.4  Attitudes and practices around involvement of men in Infant and Young Child 

feeding 

Interviews at community level unveiled that men have clear knowledge about their roles to 

ensure that everything is in place including promoting the six food groups as well as how to 

feed infants and young children in the home. However, participants reported that despite men’s 

knowledge on Infant and Young Child feeding, they rarely practice what they know. The 

following is a typical response from participants on men’s involvement:  

 

(DST2_Community_FGD_Men_ 05.03.2020) 

 

Speaking truthfully, men in this community do not take any part in ensuring that 

children and breastfeeding women are eating healthily. Most women fend for 

themselves and their children as men are usually out drinking. However, due to our 

belief that a man is the head of the household it is easier for men to take the hard 

earned money from their wives in pretence of buying food only to return home two 

days later empty handed. As such the woman has to start all over searching for 

means to support the family. …Men in this community never want to learn. Even if 

you teach them they don’t take heed of the lessons and this is because unlike us 

women, they do not undergo a lot of lessons like women ….A man will go with you 
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for antenatal care once and that’s it, which means that they do not get the 

knowledge that women receive about these issues concerning our health. 

(KU_Community_FGD_ElderlyWomen_ 21.03.2020) 

 

From the findings, it is evident that several attitudes were linked to the low involvement of 

men in IYCF, including general lack of interest and motivation, the feeling that IYCF is a 

woman’s responsibility, as well as being busy with other income generating activities such as 

businesses. Further findings show that some of the attitudes are from the women themselves 

having low expectations over their men on IYCF practices. As such, men are not held 

accountable for not talking part or positively contributing to IYCF, instead they even deplete 

the little resources in the home to the detrimental of family.  

 

Similarly, participants bemoaned that some of the elements in the Afikepo’s implementation 

approach is the same as that used in previous projects by some NGOs, which side-lined men in 

their projects. Participants argued that this unintended or subtle ‘transfer’ of practice has visible 

negative implementation influence on the Afikepo programme in some of the districts. One 

participant expressed concern over this: 

 

To say the truth we adopted the approach that was used by the preceding nutrition 

project implemented by [One International NGO] which was talking about lead 

mothers. If you go round … especially areas which were the first to be included in the 

Afikepo project, you will hear of lead mothers. Lead father did not exist but yet we 

have some single fathers who take care of the children below the age of 23 months. 

When Afikepo project came, we had lead parents. From that INGO project, we went 

into Afikepo with the concept of lead mother. This is why in areas where the project 

started it is rare to find men participating in the project activities because they were 

side-lined in the initial stages through the concept of lead mother. Now what is needed 

is to correct this.  

(DST5-Community IDI–AEDO-JM_07.03.2020) 

 

As discussed elsewhere and in Section 4.8, the Afikepo project is perceived to be highly 

oriented towards women as target group. Therefore, most men do not find it useful to take 

part in the activities, hence hindering practice in general. There is a need therefore to consider 

not just sensitization but actually programming in men into Afikepo activities so that they can 
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be accountable to their roles at both community and family levels and in the context of the 

project 

4.5 KAP on Nutrition-Sensitive Agriculture 

The usual Malawian diet lacks adequate nutrients due to inadequate knowledge, poor access, 

and limited availability of diverse foods from all food groups to meet nutritional requirements. 

Integrated homestead farming is the growing of crops and rearing of small stock around the 

home for good nutrition with the goal to enhance the production and consumption of diversified 

nutritious food while also generating income for households. Thus, integrated homestead 

farming is an approach that aims to improve household food security and reduce micronutrient 

deficiencies. This section discusses knowledge, attitudes and practices around integrated 

homestead farming within Afikepo project. 

 

4.5.1 Knowledge, attitudes on practices on integrated homestead farming 

Participants understood integrated homestead farming (IHF) as the growing of different types 

of crops and rearing of small animals around the household. This simple definition is in tandem 

with Afikepo project’s understanding of IHF. At community level, participants were able to 

articulate the advantages of homestead farming that it is profitable in a myriad of ways 

including ensuring that households have all 6 food groups, spreading the risk associated with 

relying on only one crop in the case where that crop has not done well as well as improving 

and maintaining soil fertility. Participants further explained that by keeping livestock while 

growing different crops, they easily get manure which they can use on the farms. The following 

are typical sentiments from participants involved in the study, demonstrating their knowledge 

and attitudes towards homestead farming. 

 

We can easily rely on another type of farming when one type farming has been hit by 

disaster… for example, when you grow pigeon pea and maize on the same land you 

can rely on one crop when the other one has not done well…When you diversify 

farming you can easily achieve 6 food groups since you have all the required 

resources… diversifying..(also) improves and maintains soil fertility. 

 (DST5_Community_FGD_MEN_ 14.03.2020) 

 

Firstly, families easily access body nutrients from the crops that are grown there. Such 

kind of farming would assist households to have money after selling some of the crops 
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that are grown there. In addition, it keeps one busy. Instead of being busy playing 

bawo one is always home taking care of the crops in the garden or animals if they are 

kept there…when a person practices IHF they are able to have all the six food groups 

hence avoiding malnutrition related illness or disease which ensures healthy life. 

(DST3_Community_FGD_Men_ 12.03.2020) 

 

It is also encouraging to note that participants directly linked the importance of IHF to the 

improvement of nutrition through making available food sources for the six food groups that 

Afikepo project is promoting. Despite perceiving IHF as an important kind of farming, 

participants explained that very few people practice IHF in the communities due to a number 

of barriers as explained by some of the participants: 

 

They are slowly adopting the integrated farming system, but the problem is that most 

farmers don’t have enough land and for the available land they always prioritize maize 

and the other crops have secondary importance. Some of them don’t want to mix maize 

with other crops in their fields. 

(DST1_Community_IDI_AEDO_ 20.03.2020) 

 

Some people fail to practice because they do not have the necessary input or resources. 

For example, some women may give an excuse that they cannot manage to establish a 

backyard garden because it is hard work. Others would say they do not have seeds for 

the vegetables yet they can source seeds locally. You will see some households have 

fruits but they just do not know that they can sell the fruits and use the money to buy 

seeds. 

(DST2_Community_FGD_Men_ 05.03.2020) 

 

The other challenge I see is that as the country is promoting crop farming on one hand, 

livestock farming is being neglected on the other hand. I am saying this because the 

space for grazing the livestock is shrinking because areas that are supposed to be for 

grazing animals are covered with crops. Even goats are just being tethered. If a farm 

animal moves few metres it ends up in someone’s maize field. This is the major 

challenge in terms of livestock production. 

(DST2_Community_FGD_Men_ 05.03.2020) 
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From the findings, lack of enough land to grow crops and rear animals, lack of money to 

purchase livestock and seeds, laziness (feeling like growing more than one crop is 

burdensome), fear of thieves especially those who steal livestock such as goats (which 

discourages them because they do not want to keep the livestock only to be stolen by the 

thieves), and personal preference of not wanting to mix the staple crop (maize) with anything 

else were mentioned as key barriers.  

 

4.5.2 Knowledge, attitudes and practices around bio-fortified foods in the community 

The study explored knowledge, attitudes and practices around bio-fortified foods in the 

community. Study participants demonstrated awareness of the availability of bio-fortified 

foods in their communities. Most participants mentioned orange fleshed sweet potatoes, iron 

fortified beans and orange/yellow maize, amongst the bio-fortified foods available in their 

communities. For most participants, their knowledge of these bio-fortified foods spanned one 

to two growing seasons, suggesting these foods were introduced to them by Afikepo project. 

Participants indicated that following varieties of bio-fortified foods were grown in their 

communities: yellow maize, iron fortified beans, and orange fleshed sweet potatoes.  Figure 

14 shows some of the bio-fortified foods grown in some of the Afikepo programme areas. 

  

 

Figure 14: Bio-fortified food processing and preservation in GVH Chitera, TA Chitera, 

Chiradzulu  

In a few communities some participants indicated lack of knowledge of bio-fortified foods 

available in their communities: 
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Yes, I have heard about them; people grow such crops in the neighbouring GVH. 

There is one another GVH called Chimbeta where orange fleshed sweet potatoes are 

grown. I am not sure where they get potato vines but have just seen them growing. 

In my area they are not yet growing. 

(DST5_Community_IDI_VillageChief_ 07.03.2020) 

  

Despite community members having knowledge of the various bio-fortified foods available in 

their communities, only few participants indicated that they are actually practice growing these 

foods.  The participants who indicated that they were practicing the growing of bio-fortified 

foods pointed out that they had been doing so for the past one to two growing seasons, 

coinciding with the Afikepo’s length of existence in their communities. From the responses, 

Afikepo had been providing bio-fortified maize and bean seeds as well yellow sweet potato 

cuttings, which are being grown in groups through demonstration plots (see Figure 15).  

 

  

Afikepo Demonstration Garden:  Egg plants, 

Carrrots, Yellow Maize, Soya beans, 

tomatoes and groundnuts at Uyani Ngoma 

Village, GVH Matumba Tembo, T/A 

Mabulabo, Mzimba 

Afikepo Demonstration Garden:  Yellow 

maize at Kaipsa Village, Makwasa EPA, 

TA Khwethemule, Thyolo 

Figure 15: Afikepo Demonstration Gardens from selected communities 

The participants who were practicing the growing of bio-fortified foods indicated satisfaction 

with the foods, stating that yellow maize is sweet, while yellow fleshed potatoes is highly 

nutritious. 
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At first, we did not know the nutrition value of orange fleshed sweet potatoes. We 

regarded it as an ordinary variety of sweet potatoes. Have you ever tasted orange 

fleshed sweet potato porridge? It is so delicious. You can like it…I tasted it right 

here during the cooking demonstrations. Even my wife grabbed a tip from the 

occasion and she is able to prepare for me.  

(DST8_Community_IDI_VillageChief_ 21.03.2020) 

 

Although not everyone in the communities is involved in the growing of bio-fortified foods, 

one key informant  expressed satisfaction that now people are realizing the usefulness of the 

bio-fortified foods, as a result of the Afikepo project, but suggested that there is a need for 

community sensitization so that community members become fully aware of the nutrition value 

of the bio-fortified foods, and hence be convinced of growing these foods:  

 

Several factors attributed to the negative attitudes towards the growing of the bio-fortified 

foods in their communities and the factors ranged from personal preferences, bad weather and 

soil for growing some of the crops, inaccessibility of bio-fortified maize and beans seeds and 

sweet potato cuttings, lack of land to grow the crops and lack of involvement in the growing 

of the crops in the communities.  

 

a. Personal preferences  

Most participants indicated negative attitudes towards the cultivation of bio-fortified foods due 

to personal preferences.  Participants found bio-fortified maize and sweet potatoes tasteless and 

heavy in the mouth, as such they preferred the grain and potatoes which they had traditionally 

been growing in their communities. As such some were cultivating but not consuming. 

 

The problem we have is that a lot of farmers don’t prefer cultivating the yellow maize. 

They still prefer the other improved maize varieties which they have been growing 

over the years. They think yellow maize’s flour is not as tastier compared to the white 

maize.  

(DST1_Community_IDI_AEDO_ 20.03.2020) 

 

We mostly depend on nsima as a staple food in this community. The only nsima that 

tastes good is of processed white flour (Ufa oyera), whereas nsima made from Mgaiwa 
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or Grain meal of fortified maize tastes heavy and has awkward flavour. In short, we 

are not used to nsima made from fortified maize and we are used to nsima made from 

normal (white) maize 

(DST5_Community_FGD_MEN_ 14.03.2020)   

 

b. Bad weather and soil for growing some of the crops 

In some communities, poor weather (especially winds and floods) and poor soil were 

highlighted as key hindrances towards cultivation of bio-fortified crops. Participants from 

Nkhotakota, Kasungu, Karonga, Thyolo and Mulanje expressed these concerns. Floods mainly 

affected the growing of bio-fortified beans in Kasungu and Karonga, while winds and poor 

soils were reported to affect the growing of bio-fortified maize in Thyolo and beans in 

Nkhotakota and Mulanje.  

 

c. Inaccessibility of seeds  

Some participants indicated lack of knowledge on how to access to the seeds for bio-fortified 

maize and beans as well as sweet potato cuttings as another chief reason (why) they were not 

practicing the cultivation of bio-fortified foods. These members did not have an idea that 

Afikepo distributes these crops. 

 

Bio-fortified maize is not common here. Many people knew about it starting from 

last year when very few farmers planted in winter croping and it is during the current 

growing season when some have grown it which has enabled community members 

to have knowledge of this variety of maize. We do not know how these farmers got 

the seeds but it seems it is either government or an NGO that distributed this maize 

seed. Some community members even had access to this maize during the just ended 

hunger period …and it was today when I saw one of our colleagues harvesting this 

yellow maize but its seed is not common. 

(DST2_Community_FGD_Men_ 05.03.2020)  

 

For participants who knew how and where they could access the seeds and cuttings, lack of 

enough seeds especially for bio-fortified maize was indicated as a major stumbling block to the 

cultivation of the bio-fortified foods. The participants indicated that since the bio-fortified 

crops are hybrid in nature, they cannot recycle them, (though some community members 
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actually recycled them). Due to unavailability of agro-dealers selling bio-fortified seeds in 

communities, and in some cases monetary challenges most farmers did  not afford buying new 

seeds and as such Afikepo was the only source of the seeds and cuttings, which unfortunately 

most of the times were not enough.  

 

People do recycle it but it is not recommended. The problem is that farmers have 

nowhere to buy the new seed here since no Agro-dealer shop has them in stock. If it 

was readily available on the market, there would be no recycling. 

(DST1_Community_IDI_AEDO_ 20.03.2020)   

 

In terms of the orange maize like the MH43A, honestly it is not easy to access it on 

our own. Maybe this coming growing season we may have access to it because the 

current season is the second one of growing this maize but most of the times the seed 

was being given by the project. Since these are hybrid varieties and are not supposed 

to be recycled, we are planning to sell the maize which will harvest this growing 

season so that we buy another seed for the next growing season. So, we will try to 

buy besides being given by the project.   

(DST6_Community_IDI_AEDO_ 10.03.2020) 

 

For some participants who had access to the bio-fortified seeds and cuttings from the Afikepo 

project, they indicated that they do not practice the cultivation for fear of unsustainability 

(especially where to get the seeds) after the project phases out as one participant explained 

 

The problem with this variety of maize is not Open Pollinated Variety (OPV) which 

makes it difficult for farmers to multiply. I was told that it is hybrid and with the 

knowledge I have hybrid seed is not recycled. However, we need to find an 

alternative such as OPV so that farmers are able to recycle it otherwise they may not 

afford buying the hybrid seed every growing season. In addition, what if the project 

phases out, will the farmers afford buying hybrid seed? But if we introduce OPV, 

farmers will be able to recycle the seed and continue growing the bio-fortified maize.  

(DST5_Community_IDI_AEDO_ 07.03.2020)  
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d. Lack of land for growing crops  

Inadequate farmland as also mentioned as a limiting factor for cultivating various bio-fortified 

foods in some communities, and as such some people resort to buying, which they do only 

when they have money. 

 

4.5.3  Practice on backyard gardens at community level for vegetable growing 

The concept of backyard gardens was not a novel phenomenon in the communities. Almost all 

participants expressed knowledge on (the importance of) backyard gardens to grow vegetables 

at household level. Most participants indicated that they had learnt about having backyard 

gardens through Afikepo project. Amongst the vegetables usually grown in the backyard 

gardens include amaranthus, pumpkin leaves, rape, mpiru, beetroot, Chinese, and Luni. 

Participants indicated that they usually grow vegetables in their backyards during the dry 

season, because they have enough vegetables from their fields in the rainy season.  

 

We have backyard gardens during summer, at this particular time we just pick 

vegetables in the farms but because during summer there is scarcity of vegetables to 

the extent that everyone wishes to have a backyard garden not to be asking from 

others what they have carried. Most of the time we don’t have maize and money to 

buy vegetables so we just pick it from our own backyard garden, during summer 

about every household tries to have it. 

(DST4_Community_FGD_ElderlyWomen_ 27.03.20) 

  

It (backyard garden) helps when you have visitors as you can easily access relish 

from the dimba garden… it also ensures availability of the 6 food groups when you 

have a variety of crops grown in the backyard garden. It also saves money as you 

reduce expenses on vegetables. 

(DST1_Community_FGD_Preg&LactWomen_ 20.03.2020)  

 

The participants explained that backyard gardens are useful in the quest of meeting all 6 food 

groups, and that they help to save money since people do not always have to buy vegetables.  

Some participants, however, indicated that they grow vegetables in their backyard gardens not 

necessarily for consumption as they sell them to source income for home use. Figure 16 shows 

samples of backyard gardens from some of the communities. 
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Backyard garden at Muhoko Village, T/A 

Khwethemule, Thyolo 

Backyard garden at Mlava Village, T/A 

Mkanda, Mulanje 

 

Figure 16: Backyard gardens from some of the communities 

 

Most participants however indicated that much as they knew the usefulness of backyard 

gardens they did  not practice the growing of vegetables in backyard gardens because of several 

factors such as floods, poor soil, lack of land for growing the vegetables, lack of seeds and 

other inputs such as pesticides and fertilizers, livestock especially goats destroy vegetables 

when grown in backyard gardens (hence forcing more people grow them in gardens along river 

banks), lack of water for irrigation, and for some, sheer laziness as they prefer to be busy with 

main fields and buy the vegetables rather than have their own backyard gardens. 

 

Some people fail to establish backyard gardens because some of the gardens require 

resources such as fertilizers and chemicals which most people cannot afford. In 

addition, for example, you have a small piece of land where you have only two lines 

of sweet potatoes, yet you have about 8 children. Will that be enough for the family? 

(DST3_Community_FGD_Men_ 12.03.2020)  

 

From my experience, whether out of lack of knowledge or sheer laziness, I found out 

that most farmers think prioritising backyard garden is a waste of time. Therefore, 

they leave that aside and concentrate in their fields. They simply say, ‘we will do it 

later’ but time elapses. This becomes a song as a result, the rainy season ends without 

establishing a backyard garden. Even if you go to their main fields, there is only one 
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type of vegetable such as pumpkin leaves or very few beans. We try to encourage them 

that while they concentrate on their main fields, during free time they should be 

attending to the backyard gardens from which they can access a variety of vegetables.  

(DST6_Community_IDI_AEDO_ 10.03.2020)  

 

4.5.4 Attitudes and practices around use and non-use of legumes for nutrition 

enhancement 

In the 2018 Afikepo baseline survey, the percentage of women of reproductive age (15-49) 

consuming legumes was very low across all the 10 Afikepo Programme districts despite high 

levels of legume cultivation in most of the districts. The research team followed this up to 

establish the key barriers to this. 

In all the districts visited, the commonly grown legumes were groundnuts, soya, and beans. 

Furthermore, participants were very aware of the nutrition value of these legumes, explaining 

that the legumes are part of 6 food groups hence important. Despite expressing knowledge on 

the nutrition value of legumes, most participants’ perceptions around the consumption of these 

legumes for nutrition enhancement was not satisfactory. On average, participants indicated that 

if they harvested 5 bags of legumes they would sell a minimum of three bags, keep one bag for 

seed for the next season and keep the remaining one for consumption. Only a few participants 

indicated that they would keep more for consumption than they would sell as explained by one 

such participant: 

I will give you my own example, in the last growing season (2018/2019) I harvested 

2½ bags of pigeon peas. Out of these bags, I sold 1 bag and kept the rest for 

consumption and some of it I shared to my relatives and other people. If I had not 

shared some with other people, I would not have finished all because some would 

have been carried over to the other growing season.  

(DST2_Community_FGD_Men_ 05.03.2020)  

 

When we have sufficient food in a household, we still want something that we have to buy. 

For instance, if these 5 bags are for groundnuts, we will sell two bags and find money. At 

the same time, if we consume two, we are eating food that is part of the six food groups 

and one will be kept as seed. 

(DST7_IDI_VillageChief_CK_14.03.2020) 
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The decision of the few participants who keep a better portion of legumes is an indication that 

they do consider nutrition enhancement as essential, though practically due to the poverty 

situation they may not keep all for food only. 

 

Most participants however indicated that they would rather sell their legumes than keep them 

for nutrition enhancement as some participants explained: 

Some households sell these legumes especially groundnuts with an aim of buying 

other food stuffs, which may be part of the 6 food groups. For instance, they may sell 

groundnuts to buy fish, meat or vegetables. 

(DST3_Community_IDI_Promoter_12.03.2020)   

 

Groundnuts in this area is a very hot business. To date, people do not know the 

nutrition value of groundnuts. The farmer can sell all the bags. Some grow groundnuts 

after harvesting maize but it is solely for business…they would not even think of 

keeping some for seasoning their vegetables. Nowadays people like using refined 

cooking oil.  

(DST8_Community_IDI_VillageChief_21.03.2020)  

 

 

…. they know [the nutrition value of legumes] but you know people, money comes first. 

They would rather sell and commit themselves to buying groundnuts for household 

consumption in portions. As for maize, they are able to keep it because you know 

everyone in Malawi believes that maize is the staple food. 

(DST2_Community_FGD_ElderlyWomen_05.03.2020)   

 

From the interviews with various participants, it was evident that there are several factors that 

force farmers to sell rather than consume the legumes they harvest such as the need for money 

to procure farm inputs, hire labour during farming, buy iron sheets for their houses, buy clothes 

and other foods which are part of the 6 food groups. In many cases some of the participants 

just understood legumes especially groundnuts as cash crops without even prioritising nutrition 

aspects. On top of the genuine need for money, lack of knowledge on the nutrition value of 

legumes was also indicated as a factor for the non-consumption of legumes, despite community 

members cultivating them.  
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However, there were also indications from the findings that communities are well sensitised on 

the nutritional value of legumes but most of the times that knowledge is never put into practice 

as one officer explained:   

 

I can say, very few of them try but many of them simply sell all the legumes. Maybe it 

is due to failure by them to appreciate the nutrition value of the legumes despite the 

nutrition information we preach to them. It is possible for one to get the information 

but if they do not practice, there is nothing you can get. When you are giving them the 

nutrition information, they will simply answer you, ‘we have understood the issues. 

We understand what you are saying, and we will practice’ but they do not practice. In 

this case they cannot appreciate the significance or importance the legumes unless 

they practice. 

(DST6_Community_IDI_AEDO_10.03.2020)  

 

From the findings it is clear that communities are more likely to sell most of their legumes than 

keep them for nutrition enhancement in the family, despite the knowledge on the nutritional 

value of the legumes.  One would suggest that contextual factors including household poverty 

and the need for other equally valuable asserts in the home push communities to look at 

legumes as an important source for generating money for other family needs or investments 

such farm inputs, iron sheets for their houses, motor cycles, among others. It seems clear 

therefore that in addressing these embedded attitudes through community sensitization, there 

is also need to look at the realities of the larger picture in terms of the socio-economic status 

of these communities and ways in which they could be helped to find other alternative sources 

of income that could then allow them to consume rather than sell more of their legumes. It is a 

fact that practically and even in an ideal situation, communities may not keep all their legumes 

for food considering other pressing needs they usually have, but if there are other alternative 

sources of income, they are likely to keep a larger portion of their legumes for nutritional 

enhancement. Fair access to financial instruments in the community discussed in Section 4.7 

of the report would be considered as one better option or opportunity for raising family income, 

although there are also challenges around this as will be discussed later. 
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4.5.5 Attitudes and practices around use and non-use of animal source foods for 

nutrition enhancement  

Similar to the previous section, consumption of animal source foods among women of 

reproductive age (15-49) was low across the 10 districts in the 2018 Afikepo baseline survey. 

When the research team visited study communities we found that in most of the communities, 

people rear various kinds of livestock such as chicken, rabbits, guinea pigs, goats, doves, and 

few people, cattle. There were some members in the communities who reported that they do 

not keep livestock in their homes because of reasons such as lack of money to buy the livestock 

as well as previous discouragement after their livestock died in large numbers due to various 

diseases and attacks from other animals. For these members, the source of animal food for 

nutrition enhancement was buying from traders when they had money, which would be once 

in a while because of lack of finances. The research team was generally able to observe some 

of these small livestock in the communities we visited as cited in Figure 17. 

 

  

Small livestock: Guinea pigs (Mbira) at Witika 

Village, TA Mkanda, TA Ntchema, Chiradzulu 

District 

Homestead farmer carrying 

Small livestock- Hare, Mlava 

Village, Chambe Section, T/A 

Mkanda, Mulanje,  

Figure 17: Small livestock from the Afikepo programme communities 

It was however indicated that most people found it difficult to slaughter these livestock for 

household consumption: rarely would community members slaughter small livestock, while 

big livestock like goats and cattle were entirely seen as a commercial animals. The community 
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members reported they would rather have vegetables which are cheaper, or when they have 

money, buy animal products.  

It is very hard for them to kill livestock just for a meat at household level unless there 

is a visitor. When they do not have relish, they quickly resort to vegetables. This means 

vegetables are eaten more than meat because vegetables are cheaper. Nevertheless, 

almost every household here has chickens, but it is very difficult for them to eat them 

unless there is a visitor or they have a special ceremony…if the worse comes to the 

worst, they may just eat eggs…but again, very rare. 

(DST8_Community_IDI_Promoter_21.03.2020)   

 

It is because of poverty. When we consider the circumstances at home, instead of 

killing the livestock for household consumption we would rather sell it in order to 

support ourselves financially. We use most of the money to buy basic necessities like 

school uniforms and notebooks for our children, the smaller part of the money is what 

we use to buy meat, say for K1000… It (also) happens that indeed we have the 

livestock, but it’s impossible to consume it every day. On most days, we eat vegetables. 

Also, not everyone has livestock in this community, so it is difficult to have meat… We 

usually have meat during Christmas. If a household kills a livestock during Christmas, 

we share amongst each other. 

(DST6_ Community_FGD_Elderly Women_ 21.03.2020)  

 

When asked what they would prioritize to buy if they sold their livestock, most community 

members who owned livestock reported that they would prioritize meeting the pressing needs 

of their families, which usually would be non-food essentials such as paying for children’s 

school fees, iron sheets, clothes, farm inputs, renting farming land and paying labourers, buying 

furniture, and use whatever remains for food. 

The few who have livestock normally slaughter them and exchange with farm labour; 

people work at the farm and are paid meat. Livestock available in the area, though 

not many, include goats, chickens, pigs, cattle and sheep.  

(DST5_Community_IDI_VillageChief_ 07.03.2020)  

 

You cannot sell for example cattle just to buy food…they cannot sell a chicken to 

purchase food like meat or cooking oil. If a household sells a livestock it means, there 
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is a dire need for something else and not food…if you receive a visitor but you do not 

have money for welcoming that visitor or you have planned for a journey but you do 

not have transport, that is when one can sell livestock such as chicken which is simple 

to sell but not cattle. If you sell cattle, it means you have a huge loan or have a court 

case. 

(DST8_Community_IDI_Promoter_ 21.03.2020)  

4.6 KAP on Access to Financial Instruments at Community level 

 

Participants at community level displayed awareness of several financial instruments that are 

available in their communities such as Village Savings and Loans (VSLs), COMSIP, 

MARDEF, FINCA, FINCOOP, CUMO,One Acre Fund (which gives farmers farm inputs but 

on loan) and Vision fund. Participants described VSLs as the most popular financial 

institutions, as they are locally formulated, while the other institutions were located away from 

their locality. 

 

4.6.1 Knowledge on access to financial instruments at community level 

Overall, participants at community level have knowledge on how one can access financial 

instruments in their communities. Since most members had knowledge on VSLs than other 

financial instruments, their knowledge of access was therefore biased towards the same. 

Members acknowledged that first of all, one has to register with the group to be part of a VSL. 

But as they are registering, members explained that they need to have capital which they will 

contribute to the group, and this money is referred to as ‘shares’.  These shares are supposed to 

be contributed on an agreed basis, usually every week or every fortnight. Registration and 

payment of shares in accordance with group agreement enables one to get a loan from the 

group, which they are expected to pay back with interest, which is usually at 20%. The 

members also indicated that the maximum amount of loan one can get is proportionate to the 

amount of shares they contribute.  

They do not lend money to people who are sitting comfortably in their homes. One 

needs to be a member if they wanted to borrow money from VSL 

(DST7_Community_FGD_Men_ 14.03.2020)  
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What happens is that for each group, members contribute shares and are able to 

borrow money from the total amount collectively generated by the group. They repay 

the loan with an interest of 20%. Those who are not members are not allowed to access 

the loan from such a group. When enough money has been contributed, usually after 

a year, the group members share it and restart again. 

(DST1_Community_IDI_AEDO_ 20.03.2020) 

 

Some members indicated that if they are not members of VSLs but still want to access loans, 

they may do so through someone who is a member, but the group does not have to know. 

 

4.6.2 Attitudes and practices on accessing financial instruments at community level 

The participants were divided on their perceptions on accessing financial instruments at 

community level. While some members were positive about these financial instruments and 

hence were accessing or willing to access them, most participants were antagonistic about these 

financial instruments, and gave reasons why they would never take part in the same. It was also 

observed that more women were keen about accessing the financial instruments than their male 

counterparts.  Participants indicated various factors which trigger them to access financial 

instruments.  

 

The first factor is that local financial instruments (VSLs) are easy to join and borrow money 

from, than borrowing from individuals who whose interest rates are often times at 100% upon 

loan repayment. The second push factor reported by participants is that the loans they get 

somehow help them move out of the pangs of poverty - the loans economically empower the 

participants and are thus able to do many things such as start small scale businesses, buy 

fertilizer and other farm inputs, buy food, pay school fees for their children, construct houses 

and buy iron sheets. One beneficially of such loan facilities explained: 

 

As for me, I joined the village bank last year and I have managed to buy iron sheets, 

a bicycle, built a house and boosted my business. I have benefited from the village 

bank. This year I have joined again 

(DST3_Community_IDI_VillageChief_11.03.2020)  

 

Finally, participants argued that for VSLs, the interests they contribute goes back to them at 

the end of the year/cycle. They explained that when they borrow at village bank they make 
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their own interest while at FINCA for instance, they make interest for the organization. It is 

evident from participant’s explanations that they generally have adequate knowledge about 

financial instruments within their communities.  

 

4.6.2.1 Overall challenges/barriers to accessing financial instruments at the community 

level  

Despite having knowledge on and positive perception towards various financial instruments 

existing in their communities, it was reported that in practice, some families continue to face 

challenges in accessing these instruments. Participants cited a wide range of practice-related 

factors that hinder them from accessing these services despite being located in their 

communities. We have categorised the barriers into five major categories as detailed in Table 

57.  

 

Table 57: Overall perceived barriers to accessing financial instruments at the community 

No. Barrier Category Specific dimensions 

1 Poverty-related 

barriers  

 

 Lack of basic needs in the home  

 Lack of money as start-up capital  

 The fear of losing property upon failure to repay loans 

2 Financial 

Instrument-

related barriers   

 

 The VSLs not having enough funds to loan out to members 

 Few Institutions within communities  

 Long distances to other financial institutions 

 Strict measures for accessing loans 

3 Creative 

Capacity –

related barriers  

 Lack of creativity to come up with profitable business ideas 

4 Membership-

related barriers   

 Discrimination and Jealousy  among members 

 Lack of trust amongst members as such they give each 

other less money for loans  

 Treasurers in VSLs not being trustworthy 

 Frequency of VSL meetings is prohibitive to others  

5 Gender-related 

barriers  

 

 Fear of spouses  

 Men feeling that they cannot mix with women,  

 Wrong Information on who can access loans 

(Source: KAP Qualitative data from 8 districts visited) 
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(a) Poverty-related barriers 

The findings showed that poverty-related barriers included two main dimensions in terms of 

participants’ lack of money as start-up capital and the fear of losing property upon failure to 

repay loans especially learning from lived experiences in the communities. Participants 

explained that that the primary reason for accessing loans was to do small scale businesses to 

alleviate household poverty. However, in some cases, before they invest the loaned funds in 

some form of business, they end up using the funds to address daily household needs such as 

food, thereby reducing the would-be business capital. 

….there is always a problem in the sense that, when the person borrows money say 

K20000 to start a business, before she buys a bag of flour the household has its own 

problems and she will start deducting from the capital. In this case the capital becomes 

smaller than intended but so does the profit from the business. As such the person will 

face hardships to pay back the loan. This is why we do not have stable businesses in 

our community. 

(DST6_Community_FGD_Elderly Women_ 21.03.2020)  

 

Furthermore, participants explained that for most community members’ lack of money as start-

up capital and this makes it more difficult to raise money required as initial deposit when 

joining some financial instruments such as VSLs.  One participant had the following to say on 

this issue: 

Some people fail to raise enough money as their start-up capital for the village bank. 

You need to contribute money as your own shares. They don’t even bother to ask how 

best their friends can assist them if they wanted to join the VSL group but have 

insufficient cash for initial shares. Some are just afraid of losing property  

(DST4_Community_IDI_HSA_17.03.2020)   

 

Finally, it was reported that there are a lot of non-participating members at community level 

not because they do not want to take up loans but they have general fear of losing property in 

case they failed to repay loans as one participant argued:  

 

We have some fears of what if I get a loan for starting up business and then the business 

doesn’t work out, maybe I lose the whole money in the process, how will be able to pay 
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back? For instance, if I get K100,000 loan for a business and experience losses in the 

process of my business to the extent of losing the whole amount, how will I be able to 

pay back? Such fears hold us back to look for loans. 

(DST5_Community_FGD_MEN_ 14.03.2020) 

 

It was clear that most community members choose to hold back from accessing such financial 

instruments even if available and prefer to protect the little they have in the family. This 

scenario is worsened by the fact that at some point they witnessed sad scenarios where VSL 

members whose property got confiscated because they failed to pay back loans.  

(b) Financial Instrument-related barriers   

Participants complained of few Institutions within communities and long distances to other 

financial institutions. They explained that apart from VSLs, other financial institutions such as 

FINCA, COMSIP and One acre fund were sometimes located very far away from localities, 

usually at the Boma. This acts as a barrier for those who are keen to access financial institutions. 

Additionally, participants were concerned that the VSLs, which are more localised and easy to 

access at the community level most often do not have enough funds to loan out to members. 

Participants had the following to say on the two dimensions of barriers related to financial 

instruments:  

People travel long distances to FINCA offices at the boma. Secondly, there are a lot 

of requirements that one needs to satisfy before getting a loan. You talk of collateral. 

There is a lot of paper work that also requires a lot money: photocopying IDs, looking 

for witnesses etc. as a result you end up incurring a lot of costs before getting the 

money. 

(DST8_Community_IDI_Promoter_21.03.2020) 

 

Today, the value of money is not much for example when we go to village banks to 

borrow K60,000 to start a business, you will be told that the bank only has K15,000 

in it and there are six of you who want to borrow that. Still we share that little money 

which is not enough to start a business. 

(DST6_Community_FGD_ElderlyWomen_21.03.2020)   

 

Strict measures for accessing loans for financial instruments other than VSLs, was also another 

barrier dimension study participants complained about as evidenced in the following quote:   
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Yes, but for you to access loan from this organization you supposed to be famous. Or 

you have a history of borrowing from the same organizations and you paid back 

successfully as required then you are assured of accessing loans from CUMO. For a 

nobody like me to access a loan from this organization it’s not that easy - because you 

are supposed to be voted for by people and if you win that is when you will access it, 

if you don’t win then you can’t access loan…you are also required to have some 

money, as collateral when going to borrow from CUMO.  For instance, if you want to 

borrow K100,000 you supposed to deposit K20,000 as collateral, yet you are going 

there to access loan because you don’t have any money. As a result, you just hold back 

and you don’t even go to try. 

(DST3_Community_FGD_Men_12.03.2020)   

 

During interviews, some participants felt that the rigorous check done on individuals before 

giving them access to loans is a pull back factor.  Such checks include a would-be-borrower 

having a collateral in terms of money, or have a backing of other people who know you well. 

These two reasons often pull people back, as they do not have the money or are not well 

known to the people who are to vote for them. Finally Participants expressed concern over 

VSLs’ strategy of meeting often (say once every week or fortnight) as disadvantaging those 

who do not attend such meetings, who are often penalized due to non-attendance. This 

appeared to be a pull back factor for people who work or do businesses, because they could 

not always find the time to attend the regular meetings.  

(c) Creative Capacity–related barriers  

Lack of creativity to come up with profitable business ideas was also mentioned as an important 

capacity barrier. Most members felt that they cannot create and manage tangible profitable 

business ideas and instead end up using the loan for unrelated activities or areas of need.  The 

general feeling was that they would rather concentrate on farming than borrowing from 

financial instruments. Worse still, it was reported that some members in the communities tend 

to copy other people’s business ideas, hence killing each other’s businesses instead of 

supporting one another as some participants explained:  

Most of them don’t even know how to conduct businesses. Some get loans to fund their 

children education unfortunately they don’t have any means of generating funds to 

repay the loan 
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(DST2_Community_IDI_VillageChief_05.03.2020) 

 

When one tries to do business in this area, everyone starts the same business and the 

business doesn’t become profitable anymore. 

(DST4_Community_FGD_Men_17.03.2020)  

 

From these findings, there is indeed a capacity deficit at the community level in the districts 

visited, which could be addressed through targeted orientations and trainings on 

entrepreneurship and small-scale business planning and management. This is clearly an area 

that both Afikepo and financial instruments at the community level need to specifically address.  

(d) Membership-related barriers   

Interviews with the various participants show that group dynamics within the context of 

financial instruments provision such as village banks are dominated by mistrust at various 

levels from the way financial resources are managed to discrimination among group members 

on whether some individuals should be provided with loans or not, and what amounts. The 

following are some of the common concerns expressed by participants during FGDs and IDIs 

across the districts visited: 

  

I was once a member of a VSL, but I withdrew my membership due to what was 

happening within the group. It happened that the one who was keeping the money 

(treasurer) could lend out the money to other people without the knowledge of 

members and in the end, she failed to account for huge sums of money. This 

discouraged me. Since that time, I made up my mind that the little money I source 

should not be saved with the VSL but use it for other things. Some of them even 

disappear with the money.  It (also) happened that one treasurer of a VSL squandered 

the money and when the time came for the women to share their money, the treasurer 

claimed to have been robbed magically (Chitaka). Women went away with nothing. It 

has been 3 years since this incident happened but until now the women have not been 

given their money. 

(DST2_Community_FGD_Men_05.03.2020) 

 

There is a lot of discrimination in the VSLs…they would simply say so and so should 

not be members of the VSL because of what they call ‘bad behaviors’. However, it is 
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just an issue of jealousy and wickedness. I have some people say ‘so and so should not 

be members of our VSL’ - they could even give reasons 

(DST3_Community_FGD_Men_12.03.2020) 

 

One of the challenges is lack of trust among members. There are some members who 

may wish to borrow for example MK20000 but the group could give him or her less 

that amount because they think the person may not be able to repay the loan. This 

disturbs the person’s plans. 

(DST8_Community_IDI_VillageChief_JM_21.03.2020)  

 

The abuse and misappropriation of funds in some village banks by treasurers created a lot of 

mistrust for community members though this eventually has a lot of repercussions in terms of 

their survival economically. For such reasons, members are not keen to be associated with any 

financial instruments.  

 

(e) Gender-related barriers  

During FGDs some women complained that despite the opportunity to take a loan form a 

financial facility, they are often afraid to do so due to their irresponsible spouses who would 

actually misuse the funds: that if they get the money their husbands will demand it and use it 

for beer drinking and not for the intended purposes hence a loss. It was further reported that 

sometimes men do not trust that their wives took loans from village banks but rather from extra 

marital relations with other men in the community.  

 

The findings further established that for the most part, membership of most financial 

instruments is dominated by women, consequently most men feel excluded and therefore tend 

to hold back their involvement. Furthermore, some men thought that being part of such groups 

was for whatever reasons, a waste of time while others said they were just shy to mix with 

women. General issues of trust between men and women and among men themselves in terms 

of trustworthiness with funds borrowed was also another connected issue that arose within the 

context of gender. The following is typical of the comments on this barrier dimension: 

 

Some men really want to join but feel shy to be among a group of women only. That is 

why they just stay without joining the existing VSL groups. Previously, men used to be 
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members of the VSL together with women but women lost trust in men because men 

were high defaulters. So, they either failed to repay the loan or whenever they were 

given the responsibility of keeping the money, they would just disappear with the money. 

Therefore, women lost trust in men that is why the VSLs are dominated by women. On 

the other hand, men feel their VSL would not work if they were to form men-only 

VSL…this is because even men do not trust each other… 

(KK_Community_FGD_Men_JM_12.03.2020)  

 

From the information that I gathered, you can only access loan from this organization 

when you are a woman, so it’s difficult for a man like me to access a loan from this 

NGO because this organizations consider men as bad borrowers who cannot pay back 

loans. But we believe that not all the men are bad borrowers and it is just a bias.  

(DST5_Community_FGD_MEN_14.03.2020)  

 

From the findings it is evident that gender-related barriers to access of financial instruments 

are real and have a lot of potential to perpetuate poverty within the household despite the 

opportunities women have in accessing loans from financial instruments within the community.  

It is revealing that these undercurrents might also both directly and indirectly play into the 

overall men’s lack of involvement in the Afikepo project and the overall contribution of men 

to nutrition initiatives within Afikepo Project.  This underscores the need to ensure that Afikepo 

Project clearly programmes men into its activities. 

 

Looking at the fact that household poverty and general lack of resources has been cited as one 

of the major implementation barriers to promoting maternal and child nutrition within the 

Afikepo key components, one would have imagined that financial instruments within the 

communities would have been taken advantage of by communities to partly help break the 

poverty cycle and indirectly improve the nutrition status of families. From the findings, there 

seems to be a lot of practical dynamics to effectively implement the financial instruments.  A 

lot need to be invested into capacity building of communities on this taking into consideration 

the underlying attitudes and prevailing practices on the ground. Furthermore, it also appears 

that instead of targeting women only in the various initiatives, the whole family (both men, 

women and adolescents) could be more concretely involved to avoid leaving some groups 

behind whose frustrations and attitudes would subtly undermine the project efforts and 

initiatives. 

file:///C:/Users/User/Downloads/2f9a3bd2-83d0-4367-89d7-dd3f073c5527
file:///C:/Users/User/Downloads/9e5e8846-4472-4e5b-acd7-dd406eed713b


106 
 

4.7 KAP on the overall Afikepo implementation and lessons learnt so far  

The qualitative study explored the overall attitudes and practices around the overall 

implementation of the programme and key lessons learnt so far. Generally, participants 

highlighted several success stories on the implementation of the Afikepo project. Feedback 

from the participants indicated increase in knowledge, strides in behaviour change and more 

positive practices in almost all the project components.  

 

4.7.1 Knowledge of and attitudes towards Afikepo programme 

One of the key themes of the KAP study was to uncover the participants’ knowledge and 

attitudes towards the Afikepo project. Five sub-themes were generated to find out participants’ 

knowledge of programme goals and nutrition activities taking place and these are: knowledge 

of implementation structures, knowledge and perception of the participants’ roles and 

involvement, attitudes and practices around implementation of the project, as well as practice 

gaps and strategies to address these gaps. 

 

4.7.2 Knowledge of the Afikepo programme  

The study explored participants’ knowledge of the Afikepo Programme in terms of goals and 

activities being implemented at the district and community levels. The findings indicate that 

most of the study participants had a clear understanding of Afikepo programme goals and 

objectives. On the overall, at both district and community levels, participants generally 

displayed the understanding that the Afikepo programme  goals and activities – especially that 

the programme had come to increase and diversify dietary intake of safe and nutritious foods 

to achieve optimal nutrition for women of childbearing age, adolescent girls, infants, and young 

children in the targeted districts. The following is what some participants had to say when 

asked whether they understood the overall goal of the Afikepo programme: 

 

I know Afikepo as a project that promotes good motherhood; there is a saying that a 

healthy plant produces healthy fruits; this means that if an expectant mother eats 

health and nutritious foods, we are likely to have a healthy child. Afikepo promotes 

good nutrition for lactating and pregnant mothers as well as children themselves 

especially under-5 ones. 

(DST 6-Community IDI–Prom- MC_10.03.2020) 
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For me to know that they are in my area, it was this year…they said that the 

programme is aimed at encouraging people to eat nutritious foods so that their health 

status is improved…they just briefed us but they are yet to roll out their activities, to 

be honest…they just brought the materials for their project activities…they brought 

cooking or kitchen utensils. 

(DST4 -Community IDI–Chief - MC_17.03.2020) 

 

When asked about the source of their Afikepo programme knowledge, generally participants 

attributed this to the training and sensitisation activities that were being conducted by the 

programme staff as some participants reported: 

Afikepo, through the promoters they trained and myself conduct cooking 

demonstrations to groups of people in the community so that each participant can 

learn and do likewise at their household. We have different food groups which we cook 

together so that when one eats it they get the required food groups for a better 

nutrition. 

(DST4-Community IDI–HSA -17.03.2020) 

 

From the discussions, it was clear that at the time of the study participants had more knowledge 

and understanding of the Afikepo project than at baseline level due to training and sensitisation 

activities that are being conducted by the programme staff. It is evident that more understanding 

of the nature of the programme has also brought about change in attitude towards the project 

and its implementation as one participant reiterated: 

When the project was starting people thought there would be handouts as the project 

was targeting lactating and pregnant women. So, people thought these women will be 

receiving some handouts in form of food rations. So, whenever we asked them to 

contribute food stuffs for the cooking demonstrations, they were not willing because 

of their earlier understanding of the project. However, if we are to organize cooking 

demonstrations it is possible to contribute food materials because they have now 

understood what the project is all about. They have known that whatever activities the 

project is implementing are not for the benefit of the project officials but for their own 

and community’s benefits…it was because of the continued engagement the project 

has had with the community members. 

 (DST 1-Community IDI–Promoter -17.03.2020) 
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However, there were still few study areas in which some participants at community level 

demonstrated limited or no knowledge at all of the Afikepo programme, its goals and 

objectives. It reported that this situation was mainly due to the fact that that the Afikepo project 

was being implemented incrementally by TA, and that some of the TAs had just been reached 

at the time of the study. It should further be mentioned that this finding was mostly amongst 

men and elderly women in Mzimba and Nkhotakota. Understandably Mzimba district is very 

large and this could have also contributed more to this situation. While participants’ knowledge 

of the programme is generally good across the districts visited, there is need for more 

programme sensitization especially in unreached TAs in Mzimba and Nkhotakota and other 

programme districts where Afikepo needs to be implemented.  

 

4.7.3 Knowledge of implementation structures 

In terms of knowledge of implementation structures, Key informant and IDI participants 

including PNAOs, District Nutrition Officers, FNOs and Nutrition Promoters demonstrated 

awareness of the implementation approach for the Afikepo Project. The following is one typical 

description of Afikepo implementing structures by one participant: 

 

As we implement our activities we use all nutrition related structures such as the 

DNCC, VNCC, care group promoters, care groups, local leadership structures in 

terms of nutrition which include ACLAN and CLAN. ACLAN is Area Community 

Leaders’ Action to Nutrition which is at Tradition Authority’s. This is the local 

leadership structure that ensures or supports the implementation of nutrition related 

activities at TA level. But at Group Village Headman level we have what we call CLAN 

which stands for Community Leaders Action to Nutrition. So, you look at this technical 

structure and the local leadership structure, these are the key institutional frameworks 

that as Afikepo we use in terms of implementation of the activities.  

(DST6-District KII–FNO-10.03.2020) 

 

From the findings, it is evident that the participants were aware that for maximum results, 

Afikepo Programme does not work in isolation but should rather partner with existing 

government structures at the national, district and community levels. 

 

 



109 
 

4.7.4 Overall Implementation success factors in the context of KAP 

Most participants at both district and community levels claimed they were actively involved in 

the project and they attributed their participation in the program to several factors around the 

implementation of the program. These factors include: Good community entry, coordination 

and continued engagement with communities, Use of existing multi-sectoral structures, 

Training and sensitization meetings, and formation of and support to care groups 

 

Study participants indicated that the involvement of community members in the 

implementation of the programme was chiefly as a result of the good linkages that existed 

between the project implementers and the grassroots including village chiefs and beneficiaries, 

right from the beginning.  

It has clearly shown that community participation is paramount. Because by the end 

of the day, there is management of whatever you may bring to them from outside. 

Community participation is paramount and at the same time the involvement of these 

community leaders. When the project was coming, it had entry points. It has also 

supported or seen good implementation because there is community support. The 

second one, from experience, would be coordination; it is also paramount as far as 

implementation as well as monitoring is concerned because it lessens duplication 

because each partner or maybe it saves resources. At the end of the day you may have 

several activities for the same resources 

(DST6_District_KII_DEHO_18.03.2020) 

 

Use of existing multi-sectoral structures at both Community and district levels as equally 

observed in the 2018 Afikepo Baseline Report, was hailed as an important factor for 

participants’ active involvement in and positive attitude towards the Afikepo project.  

I think it is a good project. I am happy that the project is utilizing government staff, so 

for me personally I think the project has got a good approach for stable sustainability 

at the same time the knowledge that is being adopted this time around will ensure 

continuity because we are dealing with the frontline workers. We are dealing with 

structures at the community level; the people who are taking the leading role are the 

DNCCs, so I think there is continuity and even the data that is being collected, the 

structures have been formed, the members, so the DMEC will have the information so 
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I think there will be continuity. So, I think that the approach is okay in utilizing already 

existing structures at the community level. 

(DST5_District_KII_DNO_13.03.2020) 

 

Training and sensitization meetings that were implemented by the project across all the eight 

districts visited were highly valued by the participants. For instance, participants reported that 

trainings on Nutritional Sensitive Agriculture, integrated homestead farming, six food groups, 

cooking demonstrations and backyard gardens took a positive approach of incorporating as 

many participants as possible and as such have culminated into practice.  Some participants 

had the following to say: 

 

Previously we lacked knowledge on how to prepare and eat nutritious foods; the 

project has made us know the right type of food to consume. We have also learnt to 

practice integrated homestead farming where we have a variety of both crops and 

animals; this offers us a wide range of foods, making us have balanced diet in the 

process…. We are now able to eat the six food groups out of our own production; this 

was not the case previously. Afikepo has benefited us because most people are now 

aware of the various nutritional related activities. 

(DST2_Community_IDI_Promoter_05.03.2020) 

 

Prior to the project we had the mentality that food is only nsima. People could not 

have bananas for dinner. With the coming of Afikepo, we have realised that we can 

also find nutrients in other foods such as bananas as well as vegetables. A mixture of 

different foods would give us the necessary body nutrients. This has opened people’s 

minds. For example, people could just let their sweet potatoes rot because they did not 

know how to process the same crop into useful food.  

(DST8_Community_IDI_VillageChief_21.03.2020) 

 

Formation of and support to care groups was as another pulling factor for communities to 

actively participate in the project. It was reported that Afikepo supported the care groups with 

various materials including seeds and cooking utensils which helped them to actually put into 

practice what they had learnt during trainings. Participants further reported being given fruits 

to plant including mangoes, avocado, oranges, and seeds for maize, groundnuts and soya to 

promote crop production in the process 
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The positive side or the good thing with Afikepo is the structures and activities which 

have come with Afikepo…like the care groups. Now, why am I pointing out care group 

specifically? It is because if we are looking at the health workers, the HSAs even if 

you go to agriculture the colleagues we work with, we can give out messages or we 

can teach the communities, but we cannot manage to really reach each and every 

person but care groups it is a group where we link one volunteer to 10 or 12 

households. So, it is simple for one person to go to 10 households than a single HSA 

who would cover a population of let us say 3,000… 

(DST6_District_KII_DEHO_10.03.2020) 

 

Overall, therefore, there is a sense of implementation progress, participants’ adequate 

knowledge about and perceptions of their roles and involvement in the Afikepo programme are 

crucial for moving forward the implementation of the programme across the 10 programme 

districts. As we shall discuss in the following section, while there is a recognition of successful 

factors which have contributed to more practice in the Afikepo project, it is commendable that 

participants involved in the KAPS are also aware of barriers to implementation and how these 

could be addressed. 

 

4.7.5 Overall barriers to Practice in the Afikepo project implementation  

Even though the most participants indicated that they were happy with the implementation of 

the Afikepo program, they also mentioned several gaps which are affecting their participation 

and practice in general. Amongst the key challenges included limited training for 

implementation structures, late distribution of raw materials, mobility challenges, dependency 

syndrome, limited attention to behaviour changes issues and coordination challenges. The 

participants also suggested various ways of addressing the challenges encountered. 

 

4.7.5.1 Limited training for implementation structures 

Participants were concerned that some key members in some of the Afikepo implementation 

structures, such as Village Nutrition Coordinators are not adequately trained, and as such they 

are not able to deliver the best information on practice. This in turn has been affecting the way 

they are delivering messages to the masses, and hence affecting practices around nutrition 

sensitive agriculture for instance.  
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In the course of working there are some challenges because if you look at the DNCC 

you will notice that most of the members, actually all the members have been to school 

and so on, and they have the technical know-how and so on. It is the same with the 

ANCC. However, when you go down to the VNCC you will find that some of the 

members have not gone far with school to an extent that they are somehow limited. 

So, there is need for issues of capacity building so that you can make them more 

vibrant. 

(DST1_District_KII_PNAO_24.03.2020) 

 

Participants asked for continued trainings and refresher courses for community members so 

that they should always be on top of things as far as this project is concerned. Among the areas 

of training, food safety was mentioned as one of the priority areas.   

 

4.7.5.2 Lack of involvement of men  

As has been discussed elsewhere in the report, lack of male involvement was reported to be a 

key constraint to practice. Participants argued that the Afikepo project is highly oriented 

towards women as target group, so men do not fit into the whole framework to take part and 

make serious contribution. Eventually this hinders practice in within the Afikepo programme.  

 

4.7.5.3 Lack of or limited involvement of adolescents  

This was reported as another constraint to practice on the ground. The study found that most 

adolescents are not involved in the project. In Kasungu and Karonga districts, adolescent 

involvement had just begun at the time of the study.  Lack of clarity on how exactly adolescents 

should be involved in the Afikepo project was described as the major cause for lack of 

adolescents’ involvement in the project as well as in related nutrition-related activities.  

 

Overall, there is a strong agreement on the importance of involving adolescents in the project 

activities because they were often considered as future generation of parents, which must be 

prepared so that they can practice good nutrition in future. It was appreciated that if adolescents 

grow with this knowledge, they will be able to impart the same to their children in future. 

Participants further indicated that adolescent involvement is essential if the promotion of 

nutrition issues in families is to become a reality.  
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The main lesson drawn is that if we want to achieve the promotion of nutrition issues 

in a family, we need to involve every member of the family starting with the husband, 

wife, and children of all ages especially the adolescents. If they are involved, it will 

not take time for our country to develop because some of the traditions we are 

practising now were passed on to us in the past and it is very difficult for us to change 

abruptly. But if we start training the adolescents now, these behaviours will easily be 

changed. (DST5_Community_IDI_AEDO_JM_07.03.2020) 

 

Despite adolescents being one of the target groups of the Afikepo project, overall evidence in 

almost all districts indicated that the youth are less of not at all involved in the key project 

components discussed so far. Thus, adolescent are therefore not being reached with nutrition 

related information as some participants including the adolescents themselves explained: 

 

We are never involved. We do not participate in their activities…we have never been 

told anything because we have never gone to the place where they meet. We are just 

told that those involved go to that place and conduct food demonstrations. They have 

never told us about the orange fleshed sweet potatoes. 

(DST7_Community_FGD_Adolescents_14.03.2020)  

 

To say the truth on that we do not involve them. Mostly we deal with pregnant and 

lactating women…we do not teach them unless we have found them at a household 

during the door to door visits…that adolescent has the right to be part of the 

discussion or not. We cannot force them. So mostly information does not reach 

adolescents… (but) because this is the future generation of parents therefore it is 

important that we teach them at this stage which I feel will make them practice this 

in future…we may not also have issues of taboos. If they grow with this information, 

they will be able to impart the same to their children in future.  

(DST8_Community_IDI_Promoter_ 21.03.2020) 

 

Furthermore, in few districts (Kasungu and Karonga) it was reported that adolescent 

involvement had just begun at the time of the KAP study.  In Kasungu youth had started to be 

involved in the implementation of the project, especially in Nutrition-Sensitive Agriculture. 

This was after the youths expressed their concerned of being side-lined in the project 

implementation. 
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These days we have even involved the youths because they will be the mothers and 

fathers of tomorrow…very soon we will have a field day for the demonstration plot 

that the youths were managing…The youths have their own (care groups)…  this was 

after demands from the youths. They felt the project segregated them as such they 

approached us. We therefore forwarded their concerns to the project officials. 

Looking at the significance of involving the youths, the officials allowed the youth to 

participate in the project activitiess…so far, since their involvement is just new, they 

have started with establishment of a demonstration plot. They were given different 

seeds to plant. After harvesting, we will now sit down and see which other areas they 

can venture into….  

(DST6_Community_IDI_AEDO_10.03.2020) 

 

Very limited involvement of adolescents in the Afikepo project did surface in the 2018 baseline 

study and it does still appear to be a major issue in this KAP study. While there is a clear 

consensus among participants about the importance of Adolescents’ involvement in the project, 

the glaring problem seems to be lack of clarity on how exactly adolescents should be involved 

in the Project. There is a great need at programming level for Afikepo project to come out more 

clearly on how adolescents should be involved in the project in the context of the key 

components such as IYCF, Maternal and Child nutrition, Nutrition-Sensitive Agriculture, 

among others. More specific and appropriate or implementable activities can then be cut out to 

ensure that adolescents are concretely involved in the project.  

 

4.7.5.4 Late or lack of distribution of raw materials/resources or inputs for project 

activities  

The study findings further indicated that practice around implementation was hampered by 

challenges surrounding distribution of raw materials (inputs) by Afikepo. It was reported that 

in some instances community members would not get the resources such as seeds, livestock 

and funding they expected to receive. Others reported that the resources were distributed either 

late, or at times in very little amounts than what they needed. This indicates that even though 

the participants were thus willing to participate in the practicing whatever they had been trained 

through Afikepo, they could not because of lack of raw materials.  
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Since the beginning of the Afikepo project, we have been trained in so many things 

like formation of clusters, selection of promoters and we were promised that these 

clusters would receive chickens. Women in the clusters were asked to choose what 

type of livestock they preferred to keep. They were advised to make chicken pens and 

those who preferred goats were also advised to prepare goat kraals. We ensured that 

each group did what they were expected to do regarding what they chose. But what 

disappointed me the most is that when I reported to Afikepo that people were ready to 

receive the livestock, they changed tune and said the plans had changed and women 

in the clusters were supposed to make backyard gardens instead. When they did this, 

they were told that it wasn’t going to work that way and they should stop. …. We are 

wondering what this project really wanted to achieve in the end. Women who proved 

to be hard workers suddenly stepped back and started pointing fingers at me as the 

one failing them by making false promises...… They have distributed utensils for 

cooking demonstrations elsewhere while some clusters have not received anything. All 

my three clusters here have not received anything. ….I have been following up but no 

response. The people feel I am cheating them about what the project promised to give 

them. I used to come here frequently but I stopped to sensitize the care groups, but 

everything has failed.  

(DST6_Community_IDI_HSA_09.03.2020) 

 

From the findings it is evident that late distribution of inputs such as seed and small livestock 

does not only hinder practice on intended project activities but also demoralises frontline staff 

for the Afikepo project. There is therefore need for timely distribution of resources for 

community members to be fully committed to the project. Other participants suggested there 

should be deliberate scaling up of livestock distribution in the programme with an aim of 

improving nutrition. 

 

4.7.5.5 Mobility challenges for frontline staff  

During the interviews, it was observed that community frontline practitioners had massive 

mobility challenges due to unavailability of vehicles or motorcycles. The practitioners 

including cluster leaders, community promoters and HSAs found it very difficult to reach out 

to the communities they were assigned to visit because of this lack of transportation. This is 

enough evidence that practice was hampered because the people who were supposed to be on 
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the ground offering supervisory and advisory roles were nowhere to be found. The following 

practitioners explain about the gravity of the situation:  

…. we experience mobility problems; the area is too big for us; for instance, here at 

Kanyondo, we are only two promoters, but we are expected to cover wide area without 

transport. Imagine, Kanyondo has over 50 villages and all these to be covered by only 

two promoters but on foot. 

(DST6_Community_IDI_Promoter_10032020) 

 

Yeah transportation, there is need for this; I don’t know the strategy which is being 

used because providing more resources even extends to transport or motivating 

farmers in the manner that they should be some kind of appraising the promoters, care 

group leaders by giving them even bicycles that our promoters moving from one area 

to another they should be using these bicycles, I think that would be better. 

(DST3_Community_IDI_AEDO_23.03.2020) 

 

From the findings, it seems clear that the need for ensuring mobility for frontline staff is great 

considering not only the distances they have to cover but also the sizes of the locations assigned 

to them. Consequently, participants are not able to practice within the given time frame.  

 

4.7.5.6 ‘Subtle’ Influences from previous/past projects.  

The findings also revealed that some practitioners and beneficiaries were not practicing what 

Afikepo was implementing because of the dependency syndrome that is popular in some areas. 

These community members were (sometimes) comparing how Afikepo administers its duties 

to what other previous projects were doing. Participants would therefore not easily attend 

Afikepo meetings/ trainings without assurance of receiving something at the end of the day.  

This also has been hindering practices around implementation of the project.  

Yes, same area, same people, same HSAs because I said that they are using the same 

structures so you find that World Vision goes there and they give lunch allowances of 

K5, 000, and let’s go there in terms of incentives, our friends have more, like a certain 

organization has much in their budget so they are able to give much to the community, 

now these other organizations come and they don’t recognize…People don’t 

participate…They prefer attending other activities….you will find that even their 
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commitment towards case finding is very poor at the hospital but when it is a partner 

requesting that very same information, they will do it accurately and fast. They can 

give it (report) but for them to do it, you will see that they have only screened 20 people 

but if may go to check with partners data, those who give money, you will see that they 

screened over 2000 children for the same month but to me they only give me 12. 

(DST4_District_KII_DEHO_16.03.2020) 

 

While lessons from previous projects by partners are definitely valuable for any new  similar 

project, it seems evident that ‘frameworks’ used in such projects are still being indirectly or 

unintendedly influencing the implementation process in the Afikepo programme and this is 

sometimes practically unavoidable. Perhaps beneficiaries of the Afikepo programme, without 

expressing it, still believe they are doing almost the same things they carried over from those 

previous nutrition-related projects and further expect that provisions and ‘benefits’ from such 

previous projects would apply in the Afikepo programme. There is therefore a great need to 

begin to practically address such subtle influences at community level to ensure effective 

implementation process for the programme. From the 2018 Afikepo baseline, the issue of male 

involvement had been well highlighted and some of these undercurrents and embedded 

attitudes might have been responsible for the low involvement of men in the Afikepo 

programme especially where project approaches side-lined men (see Section 5.5).  While these 

subtle influences and expectations are complex to deal with, the role of continued community 

sensitisations and training cannot be overemphasised.  

 

4.7.5.7 Persistence of Food Taboos.  

As has been discussed earlier on, some community members expressed concern over food 

taboos which are still strongly held by some members of their communities. This finding is 

similar to the 2018 Afikepo baseline report findings in which food taboos were found to 

negatively influence nutrition practices in the programme communities. This finding further 

suggests that food taboos still have strong influence on nutritional practices across the project 

districts. It was however reported that as a solution, the elderly should be purposively targeted 

with interventions as they are considered to be most influential in discouraging pregnant 

mothers from eating nutritious foods. Outreaches to sensitize the elderly influential community 

members on nutrition were further suggested as part of behaviours change strategy. 

 



118 
 

4.7.5.8 Lack of involvement of some influential community members in behaviour change  

Participants felt that the component of behaviour change in Afikepo need to be strengthened 

by ensuring that other influential members of the community are actively involved, particularly 

the elderly. For instance, considering that the elderly people have a lot of influence on the 

young generation and therefore on behaviour change, the programme should take advantage of 

this element. Participants argued that efforts to sensitise communities on nutrition issues cannot 

succeed if the elderly are not particularly involved in behaviour change. One key informant 

had the following to say on this  

 

… [The elderly]…are the people who influence the young generation. So even if we 

train these other groups, the elderly cannot believe what we are teaching because they 

say it is theory from the books. And these elderly people would tell the young ones, 

‘they are telling you not to practice this, yet you were brought up using the same 

practices we are teaching you’.  

(DST6_District_KII_FNO_10.03.202) 

 

One suggestion from participants was for the Afikepo programme to draw a deliberate action 

learning from the Scaling-Up Nutrition (SUN), in which the elderly were actively involved in 

behaviour change activities. For instance, ‘Agogo workshops’ were conducted to understand 

the elderly’s perspectives and beliefs on nutrition practices including child feeding, which then 

could be used to come up with ways of changing their (elderly’s) mind-set so that they can in 

turn positively influence the younger ones.  

 

4.7.5.9 Coordination challenges  

Generally, participants involved in the KAP study are aware of the existing implementation 

and coordination mechanism for the Afikepo programme.  Some participants explained that the 

DNCC provides technical guidance to partner organizations to avoid duplication or collision of 

efforts at district and community levels. Furthermore, that collaboration is through the DNCC 

structure where partners implementing nutrition-related activities conduct meetings, discuss 

and finally develop a joint plan of activities. It was reiterated that Partner Organizations work 

as a team, to discuss issues pertaining to allocation of frontline staff at the community level 

such as AEDOs and HSAs. Partners also agree to reallocate into other areas where equally 

important projects are being implemented to balance input.  Reporting mechanisms between 
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and within the structures are also clear according to key informant interviewees involved in the 

KAP study. For instance, if HSAs, AEDOs and SHN teachers meet to discuss nutritional 

activities and write a report, they share such report with the VNCC, which in turn sends it to 

the ANCC then finally to the DNCC.  Also, that care groups, promoters and cluster leaders in 

care groups write their reports, which are shared with the VNCC for verification before sending 

them to ANCC and then to the DNCC. 

 

While participants were aware of such implementing structures, which obviously are intended 

to promote multi-sectoral efforts, in practice, there are some gaps that participants reported on.   

During KIIs and IDIs, it was reiterated that while at the district level there were joint work 

plans, in some communities such joint plans were non-existent, thereby creating problems of 

monitoring by authorities. It was strongly felt that joint work plans at community level would 

not only simplify monitoring by the VNCC at the community level but also address 

inconsistencies in the way project staff are handled in terms of certain provisions and 

incentives.   

Again it was reported that despite the implementation of the program being a joint effort, some 

important officers at both the district and community levels claimed they were often bypassed 

or not consulted for no apparent reasons on certain activities that required their involvement as 

one key informant at the district level bemoaned: 

 

But what does not impress me is that Afikepo by passes me when they distribute fruit 

trees or some other items to the care groups such that we do not have any data about 

such interventions yet we are supposed to monitor every activity and keep data which 

we can share with other stakeholders. Everything happening in my own section I have 

to be aware of it. That approach must change. 

(DST1_Community_IDI_AEDO_20.03.2020) 

 

It is obvious that such practices defeat the whole essence of a multi-sectoral implementation of 

the project. We found this common in a few of the districts where for instance, the District 

Environmental and Health Office (DEHO) was not involved in a key activity that required its 

involvement and input. Participants claimed this practice makes some offices to feel that the 

project is only for one sector, and Agriculture Sector to be more specific.  

 



120 
 

It is worth pointing out that sometimes extension staff might be absent due to issues around 

incentives in performing particular tasks. Previous experiences from similar projects, which 

might have provided individual motivations or incentives for similar tasks, might indirectly 

dictate extension staff’s commitment to the tasks, especially where Afikepo might not equally 

provide such incentives. For instance, participants interviewed were concerned that in other 

projects, staff are provided with transport refund after meetings whilst Afikepo does not. As a 

result, people prioritize other projects, as one Key informant explained: 

 

…so one thing we are having a problem is on the allowances itself, for example you 

will see that the allowance with Afikepo is K4,000 and we had others like Feed the 

Children, for the DNCC members, they were given K4,000 and our friends are giving 

them K30,000. So you find that … people prioritize where to go…”   …You find that 

there is no transport refund and yet your friends are being given transport refund. So 

there are those arguments saying why, we are also doing the same job … so you find 

that people cling to the other, that’s why we are saying that let’s sit down, make a joint 

work plan to ensure that issues to do with allowances are addressed favorably 

 (DST4_District_KII_DEHO_16.03.2020) 

 

It was further reported that during joint activities, members tend to neglect activities that are 

not related to their office, leaving such activities in the hands of the specific office-related 

workers as one participant bemoaned:  

 

During supervision of cooking demonstration that are done in the communities, … you 

will find out that the SHN teacher has never been involved in any cooking 

demonstration before yet she is still in the VNCC,  so she just feels like she is there by 

accident and that someone from Agriculture is the one who was supposed to be there. 

This unlike let us say when it comes to facilitating on WASH, on that particular day, 

someone from agriculture feels like the WASH activity is for health personnel like 

HSAs... when the activity is for agriculture other people feel they cannot be part of it, 

they think they can only do a health activity alone, so these other people will think they 

are being sidelined as well…. 

(DST7_District_KII_DNO_13.03.2020) 
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As has been discussed, the root of most of these coordinating challenges might be previous 

experiences from similar projects, which might have indirectly encouraged certain practices to 

facilitate active participation such as incentives in the form of allowances. It is important to 

point out that government sectors and partners have been used to working independently over 

the years, controlling own resources within their sector. Therefore, it does take a lot of time 

and effort to get the kindred sectors to collaboratively work on one issue tapping from one 

resource, which is seemingly controlled by a designated coordinating sector or department.  

5.0 Discussion, Conclusion and Recommendations  

 

Infant feeding practices and nutritional Status: The survey showed improvements in infant 

and young child feeding practices from the baseline levels. In particular, timely child 

breastfeeding within one hour of birth, continued breastfeeding at one year and at two years 

were all above the baseline levels. Timely introduction of solid, semi-solid or soft foods slightly 

declined against baseline levels and exclusive breastfeeding remained a challenge. The major 

barrier to exclusive breastfeeding was mothers not being able to produce enough milk for the 

baby as such babies continued crying because of hunger since they were not receiving adequate 

milk.    

Although children 6-23 months achieving the minimum dietary diversity, minimum meal 

frequency and minimum acceptable diet were higher than the baseline levels, the rates 

remained low where over 70% met acceptable diet largely due to mainly consumption of foods 

made of staples and vegetables. Likewise, consumption of animal source foods, vitamin A rich 

foods, and bio-fortified foods though increased compared to baseline, the rates were low. 

However, consumption of iron rich foods greatly improved largely due to consumption of dark 

green leafy vegetables. Lack of male involvement, limited information, religious beliefs, 

cultural taboos as well as lack of finances to enable caregivers to buy the necessary foods 

required to meet the 6 food groups were cited as the reasons for monotonous diets.   

 

Maternal Health, Nutrition and WASH: Although there were improvements in the dietary 

diversity against the baseline levels, the proportion of households, women of reproductive age 

and adolescents as well as children 6-23 months continued to remain low and most of the meals 

were highly monotonous and lacked diversity within food groups. At household level, 

consumption of foods made of staples and vegetables were common. Consumption of legumes, 
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oils and fats, animal protein and fruits were low in both women, adolescent girls and infants 

(6-23 months). Over 67% of the women/adolescents and over about 70% of infants could not 

meet their minimum dietary requirements and hence not meeting their micronutrient needs. 

Consuming animal source foods declined compared to the baseline in both women and 

adolescents despite increased livestock production especially chickens against the baseline 

largely due to most households not using the livestock for household consumption but selling 

for income purposes, suggesting a great need to sensitive the communities on the need for 

livestock production for consumption as well as for sell. Lack of resources due to general 

poverty and lack of knowledge on food preparation, processing and consumption was a 

hindrance to most participants to practice the consumption of all the six food groups as per 

findings from the qualitative survey. However, high levels of positive knowledge and attitudes 

favouring breastfeeding provide a fertile ground to build sustainable nutrition-sensitive 

agricultural practices and skills for the improvement of the nutrition status of infants.  Positive 

knowledge and attitudes favouring breastfeeding increased by age and education due to 

increased breastfeeding experience of older mothers15 and breastfeeding knowledge attain in 

schools.  

 

The survey further showed greater improvement in some water, sanitation, and hygiene 

indicators such as availability of handwashing facilities though below 10% of the households 

had handwashing facility with water and soap. This is turn led to low coverage of mothers 

washing hands at critical times with soap. Use of improved water sources remained high largely 

because of the boreholes and over 65% of the households had the water sources within 30 

minutes of walk.  However, the survey noted a decline in usage of improved sanitation services 

for defecation compared to the baseline. It is not clear the reasons behind the decline perhaps 

due to the heavy rains that we had in the preceding season that destroyed most sanitation 

facilities.   

 

Agriculture and Food Security: The survey showed great improvements in the VSL 

participation and production of livestock and crop production was universal. VSL participation 

increased not only because they are easy to join and borrow money unlike borrowing from 

individuals who whose interest rates are often times at 100% but also the loans economically 

                                                           
15 Brodribb, W., Fallon, A., Jackson, C., & Hegney, D. (2008). The relationship between personal breastfeeding 

experience and the breastfeeding attitudes, knowledge, confidence and effectiveness of Australian GP registrars. 

Maternal and Child Nutrition Journal, 4(4), 264−274. doi: 10.1111/j.1740-8709.2008.00141.  



123 
 

empower them and therefore they are able to do many things such as start small scale 

businesses, buy fertilizer and other farm inputs, buy food, pay school fees for their children, 

construct houses and buy iron sheets.  

  

Greater improvements were noted the in households practising integrated homestead farming 

increasing from 9.3% to 23.1%. This was achieved through training and mentorship by 

community-based facilitators and the provision of supplies and inputs to establish and 

operationalize the bio-intensive backyard gardening, and livestock production for integrated 

climate-resilient home food production by the Afikepo project. However, the survey revealed 

that integrated homestead farming needs households with enough land to grow crops and rear 

animals and some capital to purchase livestock and seeds. The other barriers included livestock 

such as goats destroy vegetables when grown in backyard gardens, and fear of thieves 

especially those who steal livestock such as goats.  

The survey has further showed that there was high food insecurity as measured by the 

household food insecurity experience scale where over 87% of the surveyed population in all 

the project districts was affected by moderate or severe food insecurity in 2019. The food 

insecurity was very challenging in three districts of Nkhotakota, Mulanje and Kasungu. The 

food insecurity resulted from the heavy rainfall during the 2019 cropping season that affected 

crops resulting to reduced crop yields. In markets maize, staple food for most Malawians were 

a record high with a 50Kg bag of maize being sold as high as K20,000.  

 

Knowledge and attitudes: On knowledge and attitudes, the results show high levels of 

awareness of the Afikepo programme and its intended goals, outcomes and programme 

interventions. These were noted from the household and qualitative interviews as well as 

through observations. Through observation, the research team was also able to see evidence of 

some of practices through key activities on nutrition-sensitive agriculture in the form of 

integrated household farming, food processing and storage, growing of fruits, bio-fortified 

crops such as maize, beans and orange fleshed sweet potations, vegetable growing in backyard 

gardens and small livestock keeping. Thus, the Afikepo programme is influencing communities 

towards addressing nutrition-related challenges that have existed over the years. Successful 

Afikepo programme was often attributed to several factors including good community entry, 

coordination and continued engagement with communities, use of existing multi-sectoral 

structures, training and sensitization meetings, and formation of and support to care groups.  
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On maternal and adolescent knowledge and attitudes, the survey demonstrated high knowledge 

and attitudes level towards infant feeding as measured by both using Iowa infant feeding 

attitude scale and knowledge measurement scale. However, these knowledge and attitudes in 

some instances translated to practice such as improved infant feeding practices that favoured 

breastfeeding, and in some it did not lead to increased practices such as handwashing with soap, 

dietary diversity in both maternal and child as well as adolescents where over a third met the 

required dietary requirements.   

 

The findings however further showed that there were still certain persistent nutrition- related 

attitudes in communities that are influencing practice, eventually influencing the overall 

implementation of the Afikepo programme. Limited involvement of adolescents and men in 

the implementation of the project is also coming out clearly in the KAP study. The two 

categories of people have a big role to play in influencing practice at the family and community 

levels, and hence the need for their active engagement in the Afikepo Programme.  

 

It is additionally observed in this KAP study that while the elderly have a lot of influence on 

the younger generation in terms of nutrition beliefs and practices, their involvement in 

behaviour changes is very limited as such they (the elderly) continue to influence the younger 

generation in terms of child and maternal nutrition and IYCF practices. The fact that 

communities involved in the study are aware of most of these attitudes and the resultant gaps 

in practice, perhaps gives a lot of hope for behaviour changes in the programme and at the 

community levels. In the following section we make recommendations that could improve 

delivery of the Afikepo programme in the remaining years to come. 

 

Conclusions 

Overall, the KAP results showed improvements in infant and young child feeding practices 

such breastfeeding practices achieving the minimum dietary diversity, meal frequency and acceptable 

diet. However, more work is needed to improve timely introduction of complementary feeding and 

consumption of vitamin A rich foods. Among women of child bearing and adolescent girls, no major 

improvements in women and adolescent girls achieving the minimum dietary diversity and 

consumption of bio-fortified foods with some indicators having the down trend such as 

consumption of animal source foods, and folic acid intake during pregnancy. On agricultural 
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and food security, there were great improvements in livestock production, VSL participation, 

production of bio-fortified crops and practicing of integrated homestead farming. However, a 

higher proportion of the population was affected by moderate or severe food insecurity in 2019. 

In terms of knowledge and attitudes, the results on the overall show high levels of awareness 

of the Afikepo programme and its intended goals, outcomes and programme interventions. 

These were noted from the household and qualitative interviews as well as through 

observations. Thus, the Afikepo programme is influencing communities towards addressing 

nutrition-related challenges that have existed over the years. Successful Afikepo programme 

was often attributed to several factors including good community entry, coordination and 

continued engagement with communities, use of existing multi-sectoral structures, training and 

sensitization meetings, and formation of and support to care groups.  

 

On maternal and adolescent knowledge and attitudes, the survey demonstrated high knowledge 

and attitudes level towards infant feeding as measured by both using Iowa infant feeding 

attitude scale and knowledge measurement scale. However, these knowledge and attitudes in 

some instances translated to practice such as improved infant feeding practices that favoured 

breastfeeding, and in some did not lead to increased practices such as handwashing with soap, 

dietary diversity in both maternal and child as well as adolescents where over a third met the 

required dietary requirements.   

 

Recommendations  

 Exclusive breastfeeding remains a challenge and marginally increased from 60.8% at 

baseline to 64.4%. Communities still hold the belief that exclusive breastfeeding may not 

be attainable in the context of poverty pointing to the need for interventions that promote 

family empowerment to acquire basic nutritional needs to influence people’s attitudes and 

practices. FAO, UNICEF and MoH should continue sensitising mothers on the importance 

of exclusive breastfeeding and IYCF in general. 

 Children 6-23 months, women of childbearing age and adolescent girls achieving the 

minimum dietary diversity continued to be low [30.4% in children 6-23 months, 31.0% in 

women and 33.2% in adolescent during the KAP surveys; 27.6% in children 6-23 months, 

30.4% in women and 32.2% in adolescent girls at baseline] primarily due to some food 

types being off season, lack of money to procure nutritious foods especially those that can 

be used to prepare the 6 food groups, lack of knowledge on food preparation and lack of 
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male involvement who are decision makers and bread winners leading to lack of finances 

to buy the necessary foods required to meet the 6 food groups. This suggests that the there 

is still more effort needed to sensitise and train communities on food preparation and food 

processing/preservation as well as address the poverty-related issues to nutrition. FAO, 

UNICEF and GOM should therefore intensify food preparation demonstrations, promoting 

food processing/preservation, as well as finding best modalities on how to greatly involve 

males in maternal, adolescent and child nutrition help to improve dietary diversity in these 

target groups in addition to VSL promotion for economic empowerment among caregivers.   

 Households producing bio-fortified crops promoted by the Afikepo Project increased from 

10.2% at baseline to 19.2%. Although there is this increasing trend in households growing 

bio-fortified crops, the percentages remained low due to lack of enough seeds especially 

for bio-fortified maize and beans. Furthermore, the survey showed that most participants 

knew about biofortified crops and were willing to grow the crops. However, lack of enough 

seeds especially for bio-fortified maize is a major challenge. Therefore, to promote growing 

of the biofortified crops especially maize and beans it would be good to engage agro-dealers 

in the selling of bio-fortified seeds where most communities can readily access the seeds 

instead of only relying on Afikepo project. This should be followed by community 

sensitization and training so that community members become fully aware of the nutrition 

value of the bio-fortified foods, and hence be convinced of growing these foods. FAO and 

UNICEF should therefore find mechanisms on how to engage commercial agro-dealers in 

the selling of bio-fortified seeds in more outlets where most communities can readily access 

the seeds instead of only relying on Afikepo project and this would greatly promote bio-

fortified crop production. 

 Mothers attending antenatal care services at least 8 times during pregnancy is low (1.4%) 

and those taking iron folate acid for 180 days continued to be low (4.1% during KAP and 

5.4% at baseline), FAO, UNICEF and MoH should set up sensitisation programmes to 

promote ANC attendance and iron folate intake for the required duration.    

 Use of improved sanitation services for defecation declined to 29.2% from the 61.6% at 

baseline owing to non-durable toilet facilities that get destroyed during the rainy season. 

Furthermore, availability of handwashing facilities with water (9.2% vs 23% at baseline) 

and caregivers’ handwashing at the 4 recommended critical times (30.3% vs 25.1% at 

baseline) continue to be low. MoH in collaboration with UNICEF should promote 
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construction of durable toilet facilities and intensify sensitisation of good hygienic practices 

such as handwashing with soap to prevent diarrhoeal diseases. 

 Although the Afikepo project targets women with children under two years, the influence 

of other critical audiences in the participating communities such as men, adolescents and 

the elderly cannot be underestimated. There is great need therefore to improve on the 

engagement of these other critical audiences to ensure that they actively participate in the 

project activities and move them away from promoting beliefs and practices that would 

hinder project implementation and practice. This would in turn not only effectively improve 

maternal and child feeding indicators but also deal with the persistent nutrition-related 

negative beliefs such as food taboos. While it is a challenge to deal with these complex 

issues, FAO, UNICEF and GOM can provide more purposively well-tailored project 

activities or responsibilities for these concerned groups so that they become part and parcel 

of the nutrition interventions in this project, which in many ways would positively influence 

their perceptions and practice. 

 There is need for FAO and UNICEF to timely disburse required project inputs or resources 

such as seeds   and funds, in order to ensure communities timely implement their required 

project tasks especially in the component of nutrition-sensitive agriculture.  Timeliness is 

essential on whatever needs to be distributed to communities to avoid obvious setbacks on 

practice or implementation of activities. During the KAP study for example, some 

communities often prioritised working on their own fields than in demonstration plots just 

because the necessary inputs came late. This defeated the whole purpose of demonstrating 

and influencing good practices.  

 From the KAP survey there is evidence of collaboration/coordination among stakeholders 

at both district and community levels. However, there were also cases where this was a 

challenge at district levels as some key offices were bypassed on key activities. Joint 

implementation of monitoring activities needs to be strengthened. To maintain the multi-

sectoral implementation of the Afikepo programme, FAO and UNICEF always need to take 

deliberate efforts to involve others on key activities.  At the community level, the findings 

showed that while some communities were practising joint planning, in other communities 

joint planning was non-existent, thereby creating problems of follow up. There is need for 

FAO and UNICEF to strengthen joint planning (as is done at the district level through the 

district nutrition cluster committees (DNCC).  
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There need to ensure mobility for frontline staff at community levels considering not only 

the distances they have to cover but also the sizes of the locations assigned to them. This 

would help motivate them to facilitate project activities and practice at the community 

level. 
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ANNEXES: 

Appendix 1: Travel Plan for the Qualitative Team 

 

Day Dates 

2020 

Location/ 

District 

Activities Cluster/ 

Village 

Responsible 

Staff  

Remarks 

1-3 Sat- 

Wed 

29 Feb-4 

Mar 

Zomba 

Residential 

Training Centre 

Training Qualitative Research 

Team  

NA George, 

Foster & 

FAO 

 

4 Tue 3 Mar Zomba 

Residential 

Training Centre 

Training Qualitative Research 

Team 

 Foster   

5 Wed 4 Mar Chiradzulu Pretesting and Feedback from 

pre-testing 

 Qualitative 

Team (QT) 

 

   
Mid-afternoon 

(by 3.30pm) 
Departure for Field Work -

Mulanje 

 QT 
 

6 Thur 5 Mar Mulanje Conduct IDIs, FGDs, KIIs and 

Observations  

X QT  

7 Fri 6 Mar Mulanje Interview Transcription for 

Mulanje 

 QT  

    Data generation process 

Review 1 by Qualitative Team 
 

 

 QT  This review/debrief will reflect on the data generation 

process and actual data generated at this stage to 

establish the extent to which key themes/stories are 

coming out and hence create an opportunity for further 

revise the data generation process and tools. 

 Collect and consolidate all interview audios and 

transcripts from Mulanje for further review by 

Consultant 

    Travel to Thyolo    

8 Sat  7 Mar Thyolo Conduct IDIs, FGDs, KIIs and 

Observations  

X QT  Mulanje &Thyolo Districts are close to each other and 

hence less travel time in between the districts    
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9 Sun 8 Mar Thyolo Interview Transcription for 

Thyolo 

 QT 

10 Mon 9 Mar Thyolo/Kasungu Data generation process 

Review II by Qualitative 

Team – Follow up to Review 1 

 

 

   This will be done for purposes of following up on how 

changes made to the data generation process in Review 1 

are working to ensure quality data is collected in the 

subsequent districts 

 Collect and consolidate all interview  audios and 

transcripts from Thyolo for further review by 

Consultant 

    Travel to Kasungu 

 

   

11 Tue 10 Mar Kasungu  Conduct IDIs, FGDs, KIIs and 

Observations 

X QT  

12 Wed 11 Mar Kasungu Interview Transcription for 

Kasungu 

 QT  

    Travel to Nkhotakota    

13 Thur 12 Mar Nkhotakota Conduct IDIs, FGDs, KIIs and 

Observations  

X QT  

14 Fri 13 Mar Nkhotakota Interview Transcription for 

Nkhotakota 

 QT  

 

15 Sat 14 Mar  Data generation process 

Review III by Qualitative 

Team – Follow up to Review II 

 

   Moved to Nkhata Bay from Nkhotakota due to hot 

weather in Nkhotakota; we also had to catch up with 

KIIs for Nkhata Bay on Friday (13.03.2020) 

 This review/debrief will reflect on the data generation 

process and actual data generated at this stage to 

establish the extent to which key themes/stories are 

coming out  

 Collect and consolidate all interview audios and 

transcripts for Kasungu and Nkhotakota for further 

review by Consultant 

Travel to Nkhatabay  QT  

16 Sun 15 Mar Nkhata bay Conduct IDIs, FGDs, KIIs and 

Observations 

X QT  

17 Mon 16 Mar Nkhatabay Interview Transcription for 

Nkhata Bay 

 QT  

    Travel to Mzimba    
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18 Tue 17 Mar Mzimba Conduct IDIs, FGDs, KIIs and 

Observations 

X QT  

19 Wed 18 Mar Mzimba Interview Transcription for 

Mzimba 

 QT  

20 Thur 19 Mar Mzimba/Chitipa Data generation process 

Review IV by Qualitative 

Team – Follow up to Review 

III 

 

 QT  This review/debrief will reflect on the data generation 

process and actual data generated at this stage to 

establish the extent to which key themes/stories are 

coming out and being enriched by the reviews so far 

conducted.  

 Collect and consolidate all interview  audios and 

transcripts from Nkhata Bay and Mzimba for 

further review by Consultant 

 

 

Travel to Chitipa 

   Much time will be spent on travelling between Mzimba 

and Chitipa due to the long distance (425km) 

21 Fri 20 Mar Chitipa Conduct IDIs, FGDs, KIIs and 

Observations 

X QT  

22 Sat 21 Mar Chitipa Interview Transcription for 

Chitipa 

 QT  

23 Sun 22 Mar Chitipa  Interview Transcription for 

Chitipa and any outstanding 

transcripts from previous 

districts 

 

 QT  We shall use this day to finish transcribing any 

outstanding interviews by the team; and these days 

will also make up for the time lost in the process due 

to factors beyond the team’s control in the field 

Travel to Karonga    

24 Mon 23 Mar Karonga Conduct IDIs, FGDs, KIIs and 

Observations 

X QT  

25 Tue 24 Mar Karonga Interview Transcription for 

Karonga 

X QT  

26 Wed 25 Mar Karonga Interview transcription of 

outstanding interviews from 

previous districts 

 QT  We shall use this day to finish transcribing any 

outstanding interviews by the team; and these days 

will also make up for the time lost in the process due 

to factors beyond the team’s control in the field 
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27 Thur 26 Mar Karonga Interview transcription of 

outstanding interviews  

Overall Review by Qualitative 

Team 

Travel back to base 

 QT  Collect and Consolidate all interview audios and 

transcripts for Chitipa and Karonga 

 Collect and consolidate all interview  audios and 

transcripts from Chitipa and Karonga for further 

review by Consultant 
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Appendix 2: Work Flow for Qualitative Data Generation during Field work  
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District/TA SECTION CLUSTER 

TOOL 

TYPE 

SAMPLE 

GROUP RA DATE 

INTERV. 

STATUS 

TRANS. 

STATUS COMMENT 

Mulanje: 

 

TA NKANDA   N/A KII 

District 

Nutritionist FM 6.03.2020 Done Done 

District Nutritionist replaced the DEHO who was not 

feeling well.  

    N/A KII 

Desk Officer 

(Agriculture) FM 5.03.2020 Done Done   

  PASANI Nalifu IDI Promoter MC 5.03.2020 Done Done   

  PASANI Nalifu FGD Elderly Women CK 5.03.2020 Done Done   

  PASANI Nalifu IDI Village Chief MC 5.03.2020 Done Done   

  CHAMBE Mlava IDI H.S.A MK 5.03.2020 Done Done   

  CHAMBE Mlava FGD Men JM 5.03.2020 Done Done   

  PASANI Nalifu Observation 1 CK 5.03.2020 Done Done   

  CHAMBE Mlava Observation  1 MK 5.03.2020 Done Done   

Thyolo 

 

TA 

KHWETHEMULE   N/A KII PNAHAO MC 6.03.2020 Done Done   

    N/A KII Nutritionist FAO MK 6.03.2020 Done Done   

  GVH Kaipsya Ndikamwe IDI AEDO JM 7.03.2020 Done Done   

  GVH Kaipsya Ndikamwe IDI Promoter FM 7.03.2020 Done Done   

  GVH Kaipsya Ndikamwe FGD Adolescents CK 7.03.2020 Done Done   

  Thomas Muhoko IDI Village Chief MC 7.03.2020 Done Done   

  Thomas Muhoko FGD Men MK 7.03.2020 Done Done   

  GVH Kaipsya Ndikamwe Observation 1 FM 7.03.2020 Done Done   

  Thomas Muhoko Observation  1 MC 7.03.2020 Not Done 

Not 

Done  

The demonstration plot was too far from the venue of the 

FGD and the road was not passable 

Kasungu 

 

TA NJOMBWA   N/A KII 

District 

Nutritionist 

(Health) JM 10.03.2020 Done Done   

 
  N/A KII Desk Officer JM 10.03.2020 Done Done 

Two officers were respondents in this interview. This 

was upon request from the targeted respondent 
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  Njombwa Mbeta IDI H.S.A FM 10.03.2020 Done Done   

  Njombwa Mbeta FGD Elderly Women MK 10.03.2020 Done Done   

  Kanyundo Kapoli IDI Promoter MC 10.03.2020 Done Done   

  Kanyundo Kapoli IDI AEDO JM 10.03.2020 Done Done   

  Kanyundo Kapoli FGD 

Lac & Preg 

Women CK 10.03.2020 Done Done   

  Njombwa Mbeta Observation 1 FM 10.03.2020 Done Done   

  Kanyundo Kapoli Observation  1 MC 10.03.2020 Done Done   

Nkhotakota 

TA 

MALENGACHANZI   N/A KII PNAHAO MK 12.03.2020 Done Done   

    N/A KII FAO MK 12.03.2020 Done Done   

    Tambala FGD Men JM 12.03.2020 Done Done 

Tambala replaced Mbalame (The team was directed to 

Tambala instead of Mbalame which was sampled) 

    Tambala IDI Promoter MC 12.03.2020 Done Done 

Tambala replaced Mbalame (The was team was directed 

to Tambala instead of Mbalame which was sampled) 

    Kachuma IDI AEDO MK 12.03.2020 Done Done   

    Kachuma IDI Village Chief FM 12.03.2020 Done Done   

    Kachuma FGD 

Lac & Preg 

Women CK 12.03.2020 Done Done   

    Kachuma Observation 1 FM 12.03.2020 Done Done   

    Tambala Observation  1 MC 12.03.2020 Done Done 

Tambala replaced Mbalame (The was directed to 

Tambala instead of Mbalame which was sampled) 

Nkhata Bay 

TA 

MANKHAMBIRA   N/A KII PNAHAO MC 14.03.2020 Done Done   
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    N/A KII FAO-Nutritionist CK 13.03.2020 Done Done Replaced FNO who was reportedly out of the district.  

  GVH Mndola Chijere FGD Adolescents FM 14.03.2020 Done Done   

  GVH Mndola Chijere IDI Village Chief CK 14.03.2020 Done Done   

  

GVH 

Ching'ang'a  Chipakasi IDI Promoter MK 14.03.2020 Done Done   

  

GVH 

Ching'ang'a  Chipakasi IDI H.S.A MK 14.03.2020 Done Done   

  

GVH 

Ching'ang'a  Chipakasi FGD Men JM 14.03.2020 Done Done   

  

GVH 

Ching'ang'a  Chipakasi Observation 1 JM   Not Done 

Not 

Done  

Not done because the demonstration plots were far and 

with the limited time it could not be possible to visit the 

sites. We did observe within the vicinity  

  GVH Mndola Chijere Observation  1 CK 14.03.2020 Done Done   

Mzimba  

 

TA MTWALO   N/A KII FNO/Desk Officer CK 16.03.2020 Done Done   

    N/A KII DEHO/Nutritionist CK 16.03.2020 Done Done   

  

GVH Yesaya 

Hara 

GVH 

Yesaya 

Hara IDI AEDO JM 17.03.2020 Done Done   

  

GVH Yesaya 

Hara 

GVH 

Yesaya 

Hara IDI Village Chief JM 17.03.2020 Done Done   

  

GVH Yesaya 

Hara 

GVH 

Yesaya 

Hara FGD Men MC 17.03.2020 Done Done   
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GVH 

Dunduzule 

Hara 

GVH 

Dunduzule 

Hara IDI H.S.A FM 17.03.2020 Done Done   

  

GVH 

Dunduzule 

Hara 

GVH 

Dunduzule 

Hara FGD Elderly Women MK 17.03.2020 Done Done   

  

GVH 

Dunduzule 

Hara 

GVH 

Dunduzule 

Hara Observation 1 FM 17.03.2020 Done Done   

  

GVH Yesaya 

Hara 

GVH 

Yesaya 

Hara Observation  1 JM 17.03.2020 Done Done   

 

Chitipa 

TA 

MWABULAMBYA   N/A KII PNHAO MK 20.03.2020 Done Done   

    N/A KII FAO Nutritionist  MK 20.03.2020 Done Done   

    

Siyombwe 

Village  IDI H.S.A JM 20.03.2020 Done Done   

    

Siyombwe 

Village  IDI Promoter JM 20.03.2020 Done Done   

    

Siyombwe 

Village  FGD Men MC 20.03.2020 Done Done   

    

Mwenelufita 

Village IDI AEDO FM 20.03.2020 Done Done   

    

Mwenelufita 

Village FGD 

Lac & Preg 

Women FM 20.03.2020 Done Done   
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Mwenelufita 

Village Observation 1 FM 20.03.2020 Not Done Pending 

The demonstration plot was too far from the venue of the 

FGD and time could not allow us to visit this one. We 

did observe within the vicinity 

    

Siyombwe 

Village  Observation  1 JM 20.03.2020 Done Done   

Karonga  

TA KILUPULA   N/A KII DEHO/Nutritionist CK 18.03.2020 Done Done   

    N/A KII FNO/Desk Officer MC 23.03.2020 Done Done   

  

GVH Simion 

Chawinga 

Dick 

Chawinga IDI Village Chief JM 21.03.2020 Done Done   

  

GVH Simion 

Chawinga 

Dick 

Chawinga IDI Promoter JM 21.03.2020 Done Done   

  

GVH Simion 

Chawinga 

Dick 

Chawinga FGD Adolescents MC 21.03.2020 Done Done   

  

GVH 

Chibobola Sanfore IDI AEDO FM 21.03.2020 Done Done   

  

GVH 

Chibobola Sanfore FGD 

Lac & Preg 

Women FM 21.03.2020 Done Done   

  

GVH Simion 

Chawinga 

Dick 

Chawinga Observation 1 JM 21.03.2020 Done Done   

  

GVH 

Chibobola Sanfore Observation  1 FM 21.03.2020 Done Done   


