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BACKGROUND

The Government of the Republic of Zambia with support from UNICEF is 
implementing the Insaka integrated early childhood development (ECD) 
programme in the Katete and Petauke districts of Zambia. The programme 

aims to improve developmental and nutritional outcomes of children 0–6 years 
in target communities. The main feature of the programme is the creation 
of spaces known as Integrated Community Hubs, which act as outposts for 
the delivery of comprehensive services to children and their caregivers. The 
services are based on the five pillars of the Nurturing Care Framework (NCF). 
This report documents the findings of a baseline study of the ECD programme 
and feeds into the planned impact evaluation. The baseline study collected 
data from the intervention sites (Katete and Petauke districts) and the control 
sites (Chipata and Chongwe districts)1 on: 
1) Child developmental milestones, including cognitive, fine motor, gross 

motor, social and language skills. 
2) Nutritional and health status of children. 
3) Responsive caregiving knowledge, attitudes and practices of parents 

and caregivers.
4) Early stimulation of children and opportunities for early learning.
5) Child protection, including child disciplinary practices and the occurrence 

of accidents. 
6) Home environment, including household income, consumption and 

assets. 
7) ECD programme implementation acceptability, feasibility, and how to 

improve the multisectoral response. 

METHODS 

The ECD baseline study collected data to allow for non-randomised intervention-
control evaluation design. The implementation sites were Katete and Petauke 
districts while Chipata and Chongwe districts served as control sites. A mixed-
methods approach was adopted with three main study components: 

1) A household survey with a sample size of 1,700 households in intervention 
and control sites

2) A neurodevelopment study with a sample size of 860 children 0-6 years in 
intervention and control sites – a subsample from the household survey 

3) A qualitative study with parents and caregivers, stakeholders involved 
in the implementation of the ECD programme, and community-based 
volunteers. 

For the household survey, we used a complex survey design in randomly 
selected villages. A listing of all households was conducted in selected villages. 
Households with children 0–6 years were eligible to be included in the study 
and formed the sampling frame. We then randomly selected 950 households 
in Katete and Petauke districts and 750 households in Chipata and Chongwe 
1 Katete, Petauke and Chipata districts are in the Eastern Province while Chongwe is in Lusaka Province. 
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implementation sites and 16 per cent in the control 
sites of the sick or injured household members did not 
seek care when injured or sick.

Decision-making on all important aspects of life, e.g., 
how earnings are spent, buying things for family, what 
food to prepare, is mostly done by men, with only 66 
per cent of women involved in all decision-making 
aspects in the household in the implementation sites 
and 68 per cent in the control sites. Access to sanitation 
is limited in both the implementation and control sites 
with only one in four households having access to 
improved toilet facilities. On the positive side, almost 
all households (control = 96%, implementation = 98%) 
have access to an improved water source – most of 
the households (control = 90%, implementation = 
90%) obtain water from a tube well or borehole. Only 5 
per cent (implementation sites) and 3 per cent (control 
sites) of the households use a public tap/standpipe, 
whereas 2 per cent in implementation sites and 4 per 
cent in control sites use unimproved water sources. 
Access to social protection is also limited, with only 
3 per cent in implementation sites and 2 per cent in 
control sites reporting accessing food support in the last 
12 months. Similarly, only 5 per cent in implementation 
sites and 3 per cent in control sites reported accessing 
farming inputs in the last 12 months.

Child and caregiver characteristics 

Within households, there were 2,555 children aged 
0–6 years in the baseline survey; 1,198 were from 
control sites and 1,357 from implementation sites. 
Most of the children were in the 36 to 59.9 months 
age group – 27 per cent control sites and 31 per cent 
implementation sites, and were born at a health facility 
(control (95%), implementation (94%)). The majority of 
the caregivers in both sites were young people – control 
(44%), implementation (41%), and were engaged in 
farming (control 54%, implementation 61%). Overall, 
parental support and early stimulation counselling 
were significantly higher in the implementation sites 
compared to the control sites – with most citing support 
on hygiene (control 68%, implementation 71%), 
parenting support (control 35%, implementation 47%) 
and early stimulation (control 34%, implementation 
41%). Regarding pregnancy status and antenatal care 
(ANC) visits, 5 per cent of the parents and caregivers 

districts (total 1,700 to allow for non-response). In the 
neurodevelopmental assessment, we further stratified 
children by age group to ensure children in the age 
categories were represented. We then randomly 
selected 430 children in Katete and Petauke districts 
and 430 children in Chipata and Chongwe districts 
(total 860 to allow for non-response). This yields a 
sampling ratio of 1:1 in the intervention and control 
sites. Some children who were assessed at baseline 
will be followed up as a cohort until the end of the 
project.

In the qualitative study, we collected data in the 
intervention and control sites from 52 key informants – 
district- and community-level stakeholders, and 36 focus 
group discussions (FGDs) with primary caregivers and 
community-based volunteers. The household survey 
and some components of the neurodevelopment 
study relied on face-to-face interviews using Computer 
Assisted Personal Interviewing (CAPI) using tablets 
and tools programmed with Survey Solutions software 
from the World Bank. For qualitative interviews, we 
used paper-based interview guides and recorders. 
Data collection in Katete and Petauke districts 
was conducted between 1 and 19 June 2020. Data 
collection in the control sites (Chongwe and Chipata 
districts) was conducted from 11 to 31 October 2020.

FINDINGS 

Household Characteristics and Access to 
Water and Sanitation and Social Protection
A total of 1,601 households, with an average 
household size 5.7, were successfully interviewed 
in implementation and control sites. Total monthly 
household income in the control sites was ZMW737.90 
and ZMW645.90 in implementation sites. The most 
common asset owned was a mobile phone (control 
= 69%, implementation = 66%), bicycle (control = 
62%, implementation = 59%), and radio (control = 
38%, implementation = 30%). About 14 per cent of 
the households in the implementation sites compared 
to 8 per cent in the control sites reported a sickness 
or injury in the two weeks before the study, most of 
whom sought care (control = 68%, implementation 
= 84%). The majority of those who sought care 
went to a government health facility (control = 65%, 
implementation = 82%). About 32 per cent in the 
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were pregnant at the time of the survey. While it was 
noted that the average time at which parents and 
caregivers sought ANC was after the first trimester, 
the most common reason for seeking care at this time 
was not recognising the pregnancy, not having serious 
health problems and unplanned pregnancy. 

ECD hub attendance and child 
developmental outcomes
The attendance at public ECE centres was almost the 
same in control sites (14%) and implementation sites 
(16%). For the implementation sites, an additional 
38 per cent of children attended ECD hubs, bringing 
the total ECD and ECE attendance to 54 per cent. 
Generally, attendance at ECE centres /ECD hubs 
increased with age from 1 per cent in the control 
districts and 14 per cent in the implementation districts 
for the 0-5.9 months age group to 32 per cent (control 
districts) and 84 per cent (implementation districts) for 
the 6-year-olds age group. These differences in ECD/
ECE attendance were significant across age groups 
and implementation and control sites.

The most common reason given for not taking children 
to ECD hubs is that they were too young, in both the 
control and the implementation sites. A total of 398 
children in the implementation sites and 382 children in 
the control sites were assessed for neurodevelopmental 
milestones in the 5 domains (cognitive, fine motor, 
gross motor, social and language domains) for a 
total of 780 children successfully assessed. Once 
adjusted for age, children in implementation sites had 
significantly higher scores on cognition, gross motor, 
and social domains. Further taking into consideration 
ECE/ECD centre attendance, we found that children 
attending ECD hubs had higher age-standardised 
scores in all domains compared to children attending 
ECE or children not attending ECD or ECE.

Child Health and Nutritional Status
Broadly, a large proportion of children, particularly 
in control sites, had poor nutrition and child health 
outcomes, with high rates of stunting, poor dietary 
diversity, and high prevalence of childhood illness. The 
baseline survey showed that 3 in 10 children (32%) 
aged 6-71 months in the intervention sites were short 
for their age (stunted) compared to 36 per cent in the 
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control sites, and this was true across all age groups. 
In both control and implementation sites, stunting was 
highest in the youngest age group 6-23.9 months 
(control = 45%, implementation = 44%). It then falls 
gradually – with sharper falls in implementation sites 
until it reached the lowest level in the oldest age group 
60–71, where only 13 per cent were stunted in the 
control sites and 14 per cent in the implementation 
sites. 

Similarly, more children in the control sites were too thin 
for their age (underweight) than in the implementation 
sites (11% vs 8%). However, wasting (being too thin 
for the height) was broadly similar across the study, 
though slightly higher in the implementation sites (4%) 
than control sites (3%). In both the implementation 
and control sites, wasting did not vary much across 
the age groups but appeared to be significantly higher 
in the 60-71 months age group compared to all other 
younger age groups.

Overall, there was no significant difference in the 
proportion of children ever breastfed between 
the implementation and control sites. However, 
more children had been exclusively breastfed in 
implementation sites (56%) than in control sites 
(7%), and this difference is statistically significant. 
Encouragingly, the majority of all mothers interviewed 
in both the intervention and control sites initiated 
breastfeeding in the first hour after birth. Regarding 
diet, half of the children (50%) aged 0–6 years 
in the intervention sites had at least a minimum 
dietary diversity, which implies consuming food in a 
minimum of four or more food groups, and this was 
significantly higher than in the control sites (28%). The 
proportion of children with minimum dietary diversity 
in the intervention sites was significantly higher in the 
intervention sites for all of the age groups except for 
those aged 24–35.9 months, and this partly explains 
the higher stunting levels in the control sites.

As a matter of concern, very few children aged 6–23.9 
months were fed a minimum acceptable diet, although 
the proportion was slightly higher in the implementation 
sites than control sites – (breastfeeding = 24%, not 
breastfeeding = 9%) in the implementation sites 
and (breastfeeding = 11%, not breastfeeding = 3%) 
in control sites. Although there were no significant 



differences in reported major illness between the 

control and implementation sites, more children (88%) 

that reported a major illness in the implementation sites 

received treatment as compared to 81 per cent in the 

control sites. The prevalence of diarrhoea was high, 

with 1 in 10 children in both the implementation and 

control sites having experienced it in the two weeks 

before the survey. With regard to immunisation, there 

were more children aged 12–23 months who were 

fully immunised in implementation sites (91%) than in 

control sites (86%) by the time of the ECD baseline 

survey. A large majority of parents and caregivers 

in the intervention and control sites (93% and 89%, 

respectively) had favourable attitudes and belief 

towards vaccines, indicating that vaccines help prevent 

children from getting ill, and hence they generally 

adhere to the health workers’ recommendations on 

vaccines.

Responsive Caregiving and Early 
Stimulation

Responsive caregiving includes practising appropriate 

responses to the child’s needs by providing appropriate 

emotional supportive, developmentally and stimulating 

opportunities for the child to play and learn. Everyday 

moments of caregiver-child interaction are an 

opportunity for the incorporation of playful activities 

for the child to learn. Also, playing with the children 

can be important for stimulating the key senses of 

the child. The child also needs to have appropriate 

and sufficient play materials and books for them to 

be stimulated. However, caregivers can also engage 

children in activities without materials by singing, 

talking, story telling and action activities.

The ECD baseline collected information on responsive 

feeding and found that 3 in 4 (74%) parents and 

caregivers in the intervention sites practised at least 

one positive feeding practice and 68 per cent in the 

control sites reported practising at least one positive 

feeding practice when a child refuses to eat. Similarly, 

negative feeding practices were less prevalent in 

intervention sites (61%), compared to control sites 

(72%). The most common positive feeding practice 

when a child refuses to eat was providing other food 

options (intervention = 49% and control sites = 49%). 

The most prevalent negative feeding practice was 
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forcing a child to eat (intervention = 36% and control 

sites = 43%).  

Slightly less than half (49%) of the parents and 

caregivers in the implementation sites and slightly 

over half in the control sites (53%) reported spending 

more than an hour on a typical day playing with 

their children aged between 0 and 3 years. The 

most important barriers to playful parenting were: 

too much housework (51% in intervention sites and 

44% in control sites), too much other work or long 

working hours (41% in intervention sites and 31% in 

control sites), and not enough time in the day (31% 

in intervention sites and 16% in control sites). In 

general, relatively more parents and caregivers in 

the intervention sites told stories, sang songs, read 

books or looked at picture books with the child and 

played with the child compared to those in the control 

sites. A good share of parents and caregivers have 

poor stimulation knowledge and beliefs. For example, 

almost 45 per cent of the parents and caregivers in 

the implementation sites and 32 per cent in the control 

sites believe that babies only understand words they 

can say.

Ownership of children’s books or picture books was 

very low – only 1 in 10 children (11%) were reported 

to own any of these books in implementation sites, 

with significantly fewer children owning books in the 

control sites (7%). Compared to the control sites, 

significantly more children in the implementation sites 

played with home-made toys/play materials (77% and 

60%, respectively) and with household objects bowls, 

pots, or outside objects, sticks and stones (91% and 

90%, respectively). Significantly, more children in the 

control sites play with purchased or manufactured toys 

compared with those in the control sites (28% and 

20%, respectively).

Child Protection and Disciplinary Practices 

Regarding the adequacy of care, more caregivers in 

the implementation sites (47%) than the control sites 

(31%) had regular activities outside their homes. In 

addition, more parents and caregivers of children in 

the age group 0–3 years in implementation sites left 

their children at home to undertake work activities 

away from home compared to control sites (44% vs 



26%). During the qualitative discussions, caregivers 
noted that allowing the children to play with toys 
gave them more time to do other activities at home, 
such as sweeping, cleaning and cooking. The three 
most common injuries in both the implementation and 
control sites were burns (implementation sites 52%, 
control sites 55%), wounds (implementation sites 36%, 
control sites 41%) and road accidents (implementation 
sites 11%, control sites 8%). 

The most common disciplinary actions when a child 
did something unacceptable (in both sites) were: 
explaining to a child why something was wrong, 
yelling at the child, spanking or pulling ears, and 
doing nothing. Qualitative discussions revealed that 
parents usually started with explaining or yelling at the 
child, and resorted to spanking or other more physical 
action if the behaviour was repeated. More parents 
and caregivers with children in the implementation 
sites (62%) explained to their child when they 
did something wrong, compared to parents and 
caregivers in the control sites (49%). In control sites 
as compared to implementation sites, more parents 
and caregivers spank (implementation sites 32%, 
control sites 20%) and pull the ears of their children 
(implementation sites 21%, control sites 10%) when 
they do something wrong. Parents and caregivers 
in both sites reported having and knowing children 
living with disability in their communities, and that their 
designated caregivers (usually parents) often assisted 
them. In some communities, support was offered to 
families with such children, while others cited support 
from the Social Welfare department as well. 

Implementation outcomes and determinants
The ECD programme was rated highly acceptable 
across all four districts. The acceptability score in 
Katete and Petauke districts was lower with a score of 
4.4 (± 0.5) compared to Chipata and Chongwe districts 
with a score of 4.6 (± 0.02) out of a maximum score 
of 5. The level of acceptability was higher in control 
sites than implementing sites. In the implementing 
sites, the specific components of the programme that 
were perceived favourably included early stimulation, 
creation of toys from locally available materials, and 
the cooking demonstrations held at the hubs. In the 
control sites the high rates of acceptability were driven 
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by community members expressing a desire for change 
as there are limited opportunities for young children 
and their parents to be involved in ECD programmes

Cultural beliefs surrounding the gendered approach 
to caregiving were thought to affect the acceptability 
of the ECD programme. There was a prevailing belief 
that caregiving is primarily a woman’s role. However, 
in the survey men were more likely to view the 
programme as acceptable irrespective of the district. 
This is interesting because actual participation or 
adoption of the programme, according to community-
based volunteers and key informants, is higher among 
women than men. Religion was also found to be 
a barrier to the acceptability of programmes in the 
control sites.

The ECD programme was rated as highly appropriate 
within both districts, implying that it fits within the 
community beliefs and structures. Survey respondents 
from Katete and Petauke districts rated the programme 
to be highly appropriate with an overall score of 4.41 
(±0.05) compared to Chipata and Chongwe districts 
score of 4.6 (± 0.02) out of a maximum score of 5. 
During qualitative interviews, community members 
were happy with the fact that programme activities 
were centred on the use of readily available resources 
within the communities for making toys and conducting 
cooking demonstrations. 

In the programme implementing sites, respondents 
also thought the ECD programme was highly feasible 
for scale-up, with an overall feasibility score of 
4.39 (0.05). The feasibility score for Katete District 
(4.45(±0.05)) was higher than that for Petauke District 
(4.29 (±0.12)). Respondents thought that the ECD 
programme had expanded its reach, utilising both 
door-to-door outreach activities and the hubs where 
different ECD services were readily available. 

In terms of facilitators, in Katete and Petauke districts, 
implementing partners and stakeholders indicated 
that perceived benefits of the ECD programme 
among community members, such as increased 
knowledge and awareness of the importance of 
ECD and differences between children who were 
enrolled in the programme and other children, had 
increased the adoption and acceptability levels of 



areas and gatherings. A majority of the community 
members who took part in the survey had not shaken 
hands in the week preceding the survey, with a 
significantly larger proportion being from Katete and 
Petauke districts (84% versus 61%). The government 
was rated as the most trusted source of information on 
COVID-19 followed by friends and traditional leaders.  

Very few children in the intervention and control sites 
were engaged in any educational activities because 
of the closure of schools. The proportion of children in 
these districts who were still taking part in educational 
activities was significantly higher in Chongwe and 
Chipata districts than those in Katete and Petauke 
districts (25% vs 11%). The most common educational 
activities that children in all the districts had been 
engaged in since the closure of schools were 
completing assignments given by their teachers 
(implementation 52% vs control 26%). 

CONCLUSION
The baseline survey provides a good indication of 
the status of key indicators for community-based 
integrated ECD programme. The results show that 
there is significant scope for improvement in nutrition, 
health, child protection, responsive caregiving and 
early stimulation, and parent counselling outcomes and 
outputs. The survey has also highlighted significant 
heterogeneities in outcomes and outputs by district 
and hubs. Overall, children who attended ECD hubs 
had better health, nutrition and neurodevelopmental 
outcomes than those who did not attend these hubs. 
Similarly, parents and caregivers who attended these 
hubs had better and more positive knowledge and 
beliefs about childcare. However, it was noted that 
control sites had poorer levels of key indicators than 
implementation sites; a possible reflection of the 
relatively lower level of integrated ECD programme 
implementation in the former sites. The survey 
also identified several barriers and facilitators to 
the implementation of the ECD programme. The 
survey notes key challenges such as inadequate 
resources for some programme activities, lack of 
specially trained personnel, inadequate incentives 
for community-based volunteers, long distances 
to control sites and uncertainty over long-term 

the programme. One of the biggest facilitators to 
implementation that was mentioned was the presence 
of district multisectoral teams, which met quarterly to 
review programme implementation. The respondents 
felt that these teams were instrumental in enhancing 
coordination among the different organisations and 
that they should be supported more.  

The biggest challenge raised was the adequacy of 
resources. Although resources had been allocated 
for different programme activities, they were not 
sufficient to carry out the desired work effectively. 
Related to resource constraints is the capacity for 
community-based volunteers to carry out the work. 
Key informants indicated that most volunteers 
involved in the delivery of the programme had never 
undergone any tertiary education training outside of 
what is provided to implement programme activities 
such as the educational training and development 
aspects targeted towards the children in the absence 
of early childhood education (ECE) teachers. This lack 
of training was perceived as a limitation to their ability 
to provide appropriate care and guidance to young 
children. 

In the control sites, a favourable implementation 
climate due to the presence of organisations that 
support ECD activities was seen as being a facilitator 
to the implementation of the programme. Community 
members expressed a willingness to contribute 
resources to the establishment of ECD hubs if the 
interventions were introduced in their communities. 
However, they felt that institutions coming in should 
provide sustainable solutions to ensure their long-term 
continuity.

COVID-19 information, practices, and 
impact on early childhood education 
activities 
A majority of the community members who took part 
in the survey across all four districts had heard of 
COVID-19. The most commonly known preventive 
measures were hand-washing, refraining from 
shaking hands and using masks and gloves. There 
were no significant differences in knowledge of most 
methods of risk reduction between the control and 
implementation sites, aside from avoiding crowded 
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funding of ECD programmes. Nevertheless, programme implementers can 
leverage a number of facilitators. These include the presence of active district 
multisectoral teams, perceived benefits accruing from the programme, active 
local leaders and champions that facilitate community buy-in of the ECD 
programme, the presence of various organisations that had been implementing 
ECD programmes and observable positive changes attributable to the different 
activities under the ECD programme.

RECOMMENDATIONS
1. Caregiver characteristics

•	 Sensitisation to encourage male participation in ECD hub activities: 
Efforts to encourage male participation in the ECD programme 
need to be strengthened.

	 Use of trained male primary caregivers as change agents needs 
to continue as this has been shown to be a practical approach to 
encouraging male involvement. 

	 The community could benefit from extensive sensitisation on the 
importance of ECD programmes and the specific role that male 
caregivers have in supporting the development of their children. 
Information, education and communication (IEC) materials such 
as visual aids, brochures, pamphlets and posters, which include 
illustrations that depict men being involved in caregiving roles, 
would help to normalise the involvement of men in taking care of 
their children. 

	 ECD hub activities need to ensure that programmes that require 
couple participation are included in the schedule of activities. 
However, such activities and other programmes targeting menfolk 
need to take account of the period that is convenient for men to 
attend, such as off farming season or late afternoon.

•	 Develop follow-up systems to draw in non-responsive and 
unsupportive parents and caregivers: There is a need to 
strengthen community sensitisation efforts to encourage 
community participation and to intensify efforts to train and use 
dedicated primary caregivers as change agents. 

•	 Strengthen the multisectoral referral systems: The findings indicate 
that less than 5 per cent of households in both implementation and 
control sites had access to social protection or farming inputs in 
the 12 months preceding the survey. There is a need to leverage 
the multisectoral team to strengthen referral systems on to social 
welfare programmes and agricultural support programmes.

“Overall, children 
who attended ECD 
hubs had better 
health, nutrition 
and neuro-
developmental 
outcomes than 
those who did 
not attend these 
hubs. Similarly, 
parents and 
caregivers who 
attended these 
hubs had better 
and more positive 
knowledge and 
beliefs about 
childcare.”

Executive Summary
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2. ECD hub/ ECE centre attendance 

•	 Strengthen progression systems from the ECD hubs to primary schools: Children who complete the 
play based learning at the ECD hub need to access primary education services, but the schools 
are relatively far, and it becomes a challenge to ensure that the six-year-old children progress to 
Grade 1. It is recommended that modalities to introduce lower primary education at the ECD hubs 
be considered to assure progression from the play-based early learning to Grade 1.

•	 Centrally locate ECD hubs to be closer to health facilities: One of the challenges is the lack of 
health facilities close to some of the ECD hubs. Parents and caregivers noted that with children 
playing at the hubs, there is increased risk of injury among the children, and it has become even 
more important now to have health facilities (health posts) close to the ECD hubs to provide health 
services. The health facilities would also serve the communities, as women have to travel a long 
distance to access delivery services. 

•	 Ensure the sustainability of school feeding programmes by adopting income-generating activities: 
The key stakeholders indicated that it is important to ensure that the school feeding programmes 
are sustainable and that communities are supported to be able to initiate income-generating 
activities and vegetable gardens.

•	 Develop mechanisms to promote transparency and accountability in managing ECD hubs: The key 
stakeholders indicated that community participation is also determined by the level of transparency 
and accountability of the leaders at the ECD hubs. There is a need to conduct ongoing sensitisation 
on the roles of the different service providers who are involved in the programme and that of the 
caregivers to instil trust in the programme. There is also a need for clear communication and 
accountability on donated food and non-food items and who the intended beneficiaries are. 

•	 Develop ECE/ECD teacher and volunteer motivation systems and mechanisms: The evidence 
shows that volunteer ECD/ECE teachers are not provided with adequate incentives to allow them 
to be fully involved in programme activities, while also being able to cater for their daily sustenance 
needs. Although the volunteer teachers are supposed to receive support from the community, this 
has not been the case so far.

	 Local leaders devised initiatives for the community members to contribute maize, which is to be 
sold and funds raised used to support the volunteer teachers. The success of such initiatives is yet 
to be seen as the exercise was scheduled to commence in July/August 2020.  

	 There is a need to provide clear guidance on support for the volunteer teachers to ensure continued 
participation in the programme.

•	 Adopt more cost-effective, innovative and efficient ways of reporting: The stakeholders at the 
community level indicated that multiple reporting requirements to the district and the province are 
time-consuming. The leaders are, at times, forced to cut short programme activities to create time 
to compile the reports. The approach to reporting needs to be reviewed, and there is a need to 
ensure challenges reported at ECD hubs are addressed to sustain the momentum gained.

•	 Ensure the sustainability of ECD hubs’ day-to-day activities by adopting income-generating 
activities: There is a lack of water, soap and teaching materials, including boards and chalk, as well 
as supplies for cooking demonstrations at the ECD hubs. The evidence suggests that the materials 
and stationery provided to the volunteers for reporting are inadequate. There is a need to invest in 
income-generating activities for each hub that can cover the running costs of the ECD hubs.
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•	 Develop teacher supervision and support systems among ECD/ECE teachers: The key stakeholders 
highlighted the need to have a trained ECE teacher stationed at each hub to provide the necessary 
support and supervision to the other community-based volunteer teachers. Further, to ensure 
that the intervention is effective, there is a need for continuous supervision and mentorship of the 
trainee teachers. It is suggested that a trained ECE teacher be posted at each hub to take up the 
role of supervision and other necessary support for the ECD volunteer teachers.

•	 Foster human resource development through training of local traditional leaders as champions 
for the ECD programme: The current practice of training traditional leaders, village headmen and 
religious leaders to be suitable champions for the ECD programme needs to continue. There is a 
need to involve more local leaders that the community trust to be able to make significant progress.  

       

                                                           

Executive Summary
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GENERAL OVERVIEW 

The Government of the Republic of Zambia (GRZ) Seventh National 
Development Plan (7NDP) - 2017-2021 is anchored on leaving no child 
behind. Pillar 5 of the 7NDP has prioritised Human Capital Development 

through an integrated approach as a critical component to attaining the National 
Vision 2030. Early Childhood Development has been articulated in Sustainable 
Development Goals (SDGs) Target 4.2, 3.2, 2.2 and 16.2 all recognising children 
as the agents for the transformative 2030 agenda for a better world. The launch 
of the Lancet Series on ECD and Nurturing Care Framework in Zambia created 
a momentum on ECD among stakeholders in both public and private sectors. 
Government commitment to ECD is a key priority that aligns with national 
development agenda of engaging and focusing attention on the vulnerable and 
youngest citizens for a human and health development foundation. 

In responding to the GRZ priority to ECD, UNICEF Zambia and the LEGO 
Foundation with the Government multisectoral ECD Technical Committee 
under the leadership of the Ministry of Health in collaboration with other key 
line ministries such as Ministry of General Education, Ministry of Community 
Development and Social Services, Ministry of Youth, Sports and Child 
Development and strategic stakeholders are supporting the Government 
in their ECD programme through the INSAKA initiative with the family and 
community at the heart of the approach. The Insaka programme targets 
children from conception to 6 years of age with a combination of centre and 
home-based interventions. The programme aims to improve health, nutritional 
and developmental outcomes of children 0-6 years in target communities. The 
services are based on the five pillars of the Nurturing Care Framework (NCF) 
that promotes good health, adequate nutrition, safety and security, responsive 
caregiving and early learning opportunities for healthy and creative children 
who are future adult Zambians. The main feature of the programme is the 
creation of child and family friendly spaces known as integrated Community 
Hubs-Insakas, which act as outposts for the delivery of comprehensive services 
to children and their caregivers from deprived, vulnerable and marginalised 
backgrounds. The programme focuses on responding to community needs and 
relies on community ownership of the programme. Caregivers and children 
participate in the programme, with efforts to involve fathers in early childcare. 
There are promotion, education and counselling services to caregivers aimed 
at behavior change for positive parenting in the ECD hub, target villages and 
catchment communities.

The first Insaka community-based hub was launched in 2019 in Katete District 
in the Eastern Province of Zambia. The programme’s goal is to expand to other 
provinces and districts and for it to serve as a prototype for community based 
ECD hubs for children, families and communities.

In 2020, UNICEF Zambia commissioned a baseline evaluation to assess 
the Insaka programme’s impact in partnership with the University of Zambia, 
School of Public Health and guided by the UNICEF Social Policy and Research 
section. The key objectives of the baseline assessment included assessing the 
health, nutritional and developmental wellbeing of children and families in the 
selected intervention and control sites. The summary of the report provides an 
overview of the findings of the developmental domains critical to child health 
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and development including, household characteristics, child development outcomes, key family caregiving 
practices, community programmes, and access to ECD and ECE-related services. 

The report provides an overview of the key findings of the Insaka baseline evaluation that has been validated. 
The study results are not representative at national, province or district level. They only apply to the sites 
surveyed all of which were selected for their high level of stunting, poverty and poor indicators with regards to 
access to basic services for children. 

Summary of Key Findings: Intervention and Control Sites

  Intervention Sites
(Katete & Petauke)

Control Sites
(Chipata & Chongwe) 

Household Characteristics 
Sample Size (Households) 1700 950 750
Average Household Size 5.7
Average Total Monthly Income (Kwacha) 645.9 737.9
Access to improved toilet facilities 25% 25%
Access to Social Protection (Food Support) 3% 2%
Access to Social Protection (Farming inputs)  5% 3%

Child and Caregiver Characteristics 
Children aged 0 - 6 years  1357 1198
% Children born at health facility 94% 95%
Prevalence of early simulation 41% 34%
Prevalence of parenting support  74% 35%

ECD Hub Attendance and Child Development Outcomes 
Attendance at public ECE centres  16% 14%
Attendance at ECD Centres (ECE + Insaka Hubs)  54% 14%

Child Health and Nutritional Status 
Prevalence of stunting  32% 36%
Prevalence of underweight children 8% 11%
Prevalence of wasting 4% 3%
Prevalence of exclusive breastfeeding 56% 7%
Minimum Dietary Diversity 50% 28%
Immunization coverage 91% 86%
Prevalence of positive attitude towards vaccines  93% 89%

Responsive Caregiving and Early Simulation 
Responsive feeding practices  74% 68%
Negative feeding practices 61% 72%
Playful parenting for more than an hour  49% 53%

Child Protection and Disciplinary Practices 
Prevalence of spanking`  32% 20%
Explaining to children when something wrong has been 
done 62% 49%

Prevalence of burns (in children) 52% 55%
Prevalence of wounds (other than through burns) 36% 41%
Prevalence of road accidents  11% 8%

Implementation Outcomes and Determinants 
ECD Programme Acceptability Score (Max Score of 5) 4.60 4.40
ECD Programme Appropriateness (Max Score of 5) 4.41 4.60
ECD Programme Feasibility (Max Score of 5)  4.39
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1.1 INTRODUCTION
 Interventions aimed at enhancing emotional, social and intellectual skills development as well as health 

in early childhood, especially during the first three years of life when the brain develops extensively, play a 
fundamental role in well-being, economic productivity, and adult health (WHO, 2018; Knudsen et al., 2006). 
The different components of the child’s capabilities are interrelated and complementary, which emphasises 
the need to recognise the importance of a multifaceted or integrated approach to early childhood development 
(ECD) (Dodge, 2007). Such a multifaceted approach is best exemplified by the Nurturing Care Framework 
(NCF) (WHO, 2018). The framework outlines five main components: good health, adequate nutrition, 
security and safety, responsive caregiving and opportunities for early learning, whose interaction ensures 
that children develop to their optimal potential within their first three years of life.

1.1.1. THE INTEGRATED EARLY CHILDHOOD DEVELOPMENT PROGRAMME OBJECTIVE

 To provide children in remote and disadvantaged areas with easy access to effective interventions 
outlined in the Nurturing Care framework (NCF) and ensure that they have equal chances of 
developing to their fullest potential,  the Government of the Republic of Zambia (GRZ) in partnership 
with UNICEF and their implementing partner ChildFund are implementing a pilot programme in 
two districts of Eastern Province. Through the programme, a comprehensive set of ECD services 
are delivered in the community using an integrated approach targeted towards children aged 
between 0 and 6 years and their parents. A community-based approach provides children and 
their primary caregivers with easy access to critical services and to parental education, within 
their neighbourhoods. The central feature of the programme is the creation of spaces known as 
Integrated Community Hubs, which act as outposts that connect communities to comprehensive 
services. The package of services, which includes health, nutrition, stimulation and early learning, 
child protection and parent counselling, is based on the five pillars of the NCF. The targeted 
sites for the pilot programme are Katete and Petauke, two districts that were selected through 
an assessment of vulnerability. The initiative aims to support the GRZ to realise an effective and 
scalable approach to delivering ECD services at the community level. So far, Insaka community 
hubs, known locally as ‘Mphalas’, have been established in six communities of Katete District. The 
hubs are managed by the communities where they are found and involve service providers and 
community-based volunteers delivering a comprehensive set of services. 

 Insaka conceptual model-Nurturing Care for Early Childhood Development 
 The Insaka model looks at childcare and development holistically and from a socio-ecological 

perspective (see figure 1). It is designed to transform the lives of young children in deprived 
communities, and how parents, caregivers and the family interact and provide nurturing care 
to children. The nurturing care is further strengthened by supportive community actions and 
availability of quality social services, and policy decisions that respond to the needs of children 
and their families.  At the core of the family care is the child’s optimal development in the cognitive, 
motor, language and socio-emotional domains. The rapid development of these abilities and skills 
starts from conception through the child’s first 1,000 days of life. This is the critical period of brain 
development that lays the foundation for human development across the life span. In addition to 
the child’s development, the family is at the core for providing the child with loving environment with 
the required nurturing and responsive care needed for brain development and along the life course 
for optimal health, growth, and development.  

 Therefore key family and community nurturing care practices are important in supporting and 
providing a safe, protective, loving and responsive care environments to reach their developmental 
potential and achieve several of the core rights outlined in the Convention on the Rights of the 
Child2, which Zambia ratified in 1991. 

2 United Nations Convention on the Rights of the Child (CRC), 1989

   |  Introduction and Methodology
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 Enabling environment for Nurturing care

 

 

 

Nurturing Care for Early Childhood Development
 Nurturing Care is the nourishment the brain expects and depends on for healthy development. 

Young children need to nourish their brain and develop their optimal development. The Nurturing 
Care Framework consist of five main components that interrelated and indivisible. 

 Components of the Nurturing Care Framework

  

 

 

The five components and proposed interventions are as follows:

 Good health refers to the wellbeing of children and their caregivers. The physical and mental 
wellbeing of parents or caregivers can be a high risk for child development. These interventions 
include:  
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	 Family planning, antenatal care and childbirth
	 HIV testing, prevention of mother-to-child transmission of HIV
	 Essential newborn care including kangaroo care for small babies 
	 Immunization of mother and child
	 Growth monitoring promotion and counselling
	 Promotion of health care seeking behaviour
	 Prevention and treatment of childhood illness and caring for the caregiver’s physical and 

mental wellbeing 
	 Care for children with developmental difficulties or disabilities

 Adequate nutrition refers to the mother and children. This is important because the nutritional 
status of the mother during pregnancy affects her health and wellbeing and that or her unborn child. 
After birth, the mother’s nutritional status affects her ability to provide adequate care to the young 
child. The interventions include:
	 Maternal and adolescent nutrition
	 Early initiation of breastfeeding in the first one hour to promote bonding
	 Exclusive breastfeeding for 6 months
	 Dietary diversity and management of malnutrition 
	 Complementary food and responsive feeding
	 Macronutrients and micronutrients supplementation for mother and child

 
 Security and safety refer to safe, loving and secured environment for children and families including 

protecting children from adversities such as poverty, neglect, violence, abuse and trauma. It is also 
aimed at ensuring that the child grows up in a safe and protective, clean and green environment 
free of pollution.

a) WASH
	 Good hygiene- WASH facilities and Community Led Total Sanitation (CLTS)
	 Baby WASH at the facility and community levels
	 Provide safe and green play spaces for children
	 Prevent air pollution and provide friendly environment (Clean indoor and outdoor air)

b) Child protection
	 Birth registration
	 Child safeguarding and protecting children from physical punishment, violence, neglect, and 

abuse
	 Provide safe spaces to play
	 Family economic empowerment including Social care services including cash transfer to the 

most vulnerable families
	 Alternative care 
	 Caring for children with disabilities
	 Prevention of GBV in the home
	 Prevent early marriage

   |  Introduction and Methodology
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 Opportunities for early learning refers to any opportunity for the child to interact with a person, 
place, or object in their environment. The everyday opportunities expose the child to experiencing 
play activities with objects or without objects that promote early learning and development that is 
rewarding for parents. Recognizes that every interaction or absence of an interaction is contributing 
to the child’s brain development and laying a foundation for later learning. The interventions include:
	 Activities that encourage young children to move their bodies, activate their five senses, hear 

and use language, and explore
	 Providing play activities for emotional regulation
	 Using daily routines to talk to, play, and interact with baby/toddler/child 
	 Telling stories (including by elders)
	 Exploring books/pictures together and reading/talking to the baby/toddler/child
	 Talking to and with the baby/toddler/child
	 Smiling, imitating/copying, and simple games with facial expressions
	 Age-appropriate play with household objects and people
	 Encourage children to learn through play to be ready; and parents to participate and 

collaborate with teachers to support the children in school

 Responsive caregiving refers to the ability to notice, understand and respond to their child’s needs 
in a timely and appropriate manner. Quality parent/caregiver-child interactions provide children 
with a myriad of early learning opportunities that are emotionally supportive and developmentally 
stimulating. The proposed interventions include:
•	 Modelling and encouraging caregivers to make eye contact, smile, cuddle, praise and have 

fun activities with the child
•	 Helping caregivers to notice their child’s cues and responding appropriately (sensitivity and 

responsiveness) – for example signs of hunger, satiety, illness, emotional distress, interest 
to play, pleasure

•	 Supporting caregivers to identify and use everyday routines to communicate and play with 
their child (e.g., feeding, diapering, bathing, bedtime)

•	 Encouraging caregivers to develop safe and mutually rewarding relationships with their child 
(e.g., they enjoy being together).

1.1.2 THEORY OF CHANGE AND EVALUATION
 1.1.2.1 THEORY OF CHANGE

  The Insaka theory of change is specified in the programme’s results framework. In brief, it is 
envisaged that the integrated ECD programme will have an impact on children aged between 
0 and 6 years by enabling them to achieve their full physical, cognitive, social and emotional 
developmental potential (Figure 1.1). The indicators that will capture this impact include a reduction 
in stunting and improvement in child development milestones. This impact will be attained if there is 
an improvement in the proportion of parents and caregivers engaged in the appropriate nutrition and 
key family care practices (Outcome 1) and an increase in children aged 0–6 in target communities 
who benefit from the integrated set of child survival and developmental services. These services 
include community outreach health services, early stimulation, promotion and education, and child 
protection services.
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1.1.2. THEORY OF CHANGE AND EVALUATION

1.1.2.1 THEORY OF CHANGE
The Insaka theory of change is specified in the programme’s results framework. In brief, it is 
envisaged that the integrated ECD programme will have an impact on children aged between 0 and 6
years by enabling them to achieve their full physical, cognitive, social and emotional developmental 
potential (Figure 1.1). The indicators that will capture this impact include a reduction in stunting and 
improvement in child development milestones. This impact will be attained if there is an improvement 
in the proportion of parents and caregivers engaged in the appropriate nutrition and key family care 
practices (Outcome 1) and an increase in children aged 0–6 in target communities who benefit from 
the integrated set of child survival and developmental services. These services include community 
outreach health services, early stimulation, promotion and education, and child protection services.

Figure 1.1: Insaka Theory of Change

IMPACT: 
Children from 0-6 

years in target 
communities in 
Katete district 

achieve their optimal  
developmental 

potential 

OUTCOME 1: 
Parents and 

caregivers engaged 
in appropriate 

nutrition and key 
family caregiving 

practices

OUTPUT 1:
Delivery of community-level ECD parenting 

education/counselling

OUTPUT 2:
Community-based ECD centres (Insakas) 
established and functioning as ECD hubs 
for community-level parenting support

OUTCOME 2:
Children aged 0-6  
years in the target 

communities benefit 
from high-impact 

and integrated 
community-based 
child survival and 

development 
services

OUTPUT 3:
Community outreach health services 

provided to reach children and expectant 
mothers in target communities

OUTPUT 4:
Delivery of play-based early stimulation and 
early learning package at community level

OUTPUT 5:
Children in target communities receive 

quality Child Protection and Care services.

OUTPUT 6:
Multisectoral coordination delivering an 

integrated community-based programme

 Figure 1.1: Insaka Theory of Change
  

  1.1.2.2 BASELINE STUDY

  This report documents the findings of the baseline study of the integrated ECD programme, 
which forms the basis for the impact evaluation that is aimed at assessing the effectiveness of 
the integrated ECD programme on Child Nutrition and Developmental outcomes during the 
programme’s lifetime. The primary impact indicators were measured using a household survey 
and a separate neurodevelopmental assessment of children aged 0 to 6 years. In addition to the 
baseline study, various components of the programme’s theory of change were assessed based on 
information collected through the household survey, qualitative interviews with various stakeholders, 
implementation research approaches and a knowledge, attitude and practices (KAP) study. The 
University of Zambia (UNZA) was contracted by UNICEF to design and execute a baseline survey 
that will improve the evaluability and replicable implementation of the Insaka programme. 

1.1.3 OBJECTIVES
  The study aimed to establish a baseline for the indicators in the results framework for the community-

based integrated ECD programme (Insaka) in Katete and Petauke districts (intervention sites) 
and Chipata and Chongwe districts (control sites) and provide a basis for impact evaluation. The 
specific objectives were to:

1. Undertake baseline study in randomly selected areas in the intervention and control sites
2. Provide a sample selection of households/children to be followed up as a cohort study
3. Report on baseline findings 
4. Draft a plan for follow-up data gathering and analysis within the time frame of the results 

framework.

   |  Introduction and Methodology
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  For randomly selected children in the ECD hub catchment areas (whether attending ECD or not) 
and other respondents, the baseline study collected information on:
1. Child developmental milestones: in terms of cognition, fine motor skills, gross motor skills 

and language, as well as social expression, for children who attend and those who do not 
attend ECD hubs.

2. Nutritional and health status: for children 0–6 years as well as parents’ and caregivers’ 
practices and beliefs on child health and nutrition. Data collected includes child height, child 
weight, dietary patterns, breastfeeding, immunisation, and sicknesses.

3. Responsive caregiving and playful parenting: knowledge, attitudes and practices, 
including responsive feeding and storytelling. 

4. Early stimulation and opportunities for early learning: including beliefs and practices on 
play-based parenting, possession of play material and other learning opportunities.

5. Child protection: including birth registration, child disciplining practices and occurrence of 
accidents.

6. Home environment: including household consumption, income, access to sanitation and 
water, household assets, decision-making, and health of household members. 

7. Parents and caregivers information: including training support in early stimulation, hygiene, 
parenting support, etc., as well as beliefs, practices regarding pregnancy, antenatal care.

8. Views from households and key stakeholders on the integrated ECD project implementation 
acceptability, feasibility, appropriateness and how to improve the multisectoral 
response.

1.2 METHODOLOGY
 1.2.1 EVALUATION DESIGN

 This baseline study collected data through a non-randomised intervention-control evaluation design. 
The implementation sites were Katete and Petauke districts while Chipata and Chongwe districts 
were the control sites. Due to contractual procedures, the data collection in implementation 
sites was conducted in June while that of control sites was done in October. To ensure a robust 
evaluation that accounted for seasonality, it was important to conduct follow-up surveys around 
this time.

 The baseline study adopted a mixed-methods approach with the following components: 
1)  A household survey which would allow for a quantitative evaluation of the ECD programme 

and collected a host of information on household characteristics, childhood and caregiver 
information following the nurturing care framework – including anthropometric measures and 
implementation outcomes, as well as knowledge, attitudes and practices. 

2) A neurodevelopmental assessment of a household survey subsample of 0–6-year-old 
children to measure the cognitive, fine motor and gross motor skills as well as language and 
expression of the children.

3)  A qualitative interview of parents and caregivers to further assess knowledge, attitudes 
and practices as well as the views of stakeholders involved in the Insaka programme on 
the acceptability, appropriateness, and feasibility of various components of the Insaka 
programme. The assessment also sought to identify ways through which the multisectoral 
team could be improved to ensure effectiveness. We describe the approach taken in each of 
these study components below. An evaluation matrix that summarizes the key components 
of the study and the data collection approaches used is presented in Appendix A.
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 1.2.1.1 HOUSEHOLD SURVEY
 As highlighted in the previous section, the household survey formed the main component of the 

baseline study. In line with the non-randomized intervention-control evaluation design proposed for 
the Insaka, data collection was conducted in two study arms: 

1. Intervention/Implementation arm: The Insaka programme has 20 ECD hubs (10 in 
Katete and 10 in Petauke). The baseline study consisted of households in villages in 
the catchment areas of 12 integrated ECD hubs (6 in Katete and 6 in Petauke) (Figure 
1.2). The ECD hubs represent an intervention or ‘treatment’ because children and 
caregivers in these catchment areas are allowed to access early childhood services, 
including health and nutrition support, in an integrated manner at a learning centre. 
The standard of care, early childhood education (ECE) centres, do not offer integrated 
services, and the mode of teaching may be different. 

2. Control arm: Households in villages in the catchment area of six early learning zones 
in Chipata and Chongwe districts. This group represents the standard of care where 
children only benefit from ECE provided in public primary schools according to the 
standard curriculum without other services. 

 The primary outcomes for this intervention are child development outcomes such as cognitive 
skills. This means sample size computation must be based on these primary outcomes. Following 
a 2017 impact evaluation of an ECD project conducted in Bhutan,3 a sample size of 363 was 
computed which would allow us to detect a minimum effect size of 0.35 standard deviation between 
areas with Insakas and the controls at 80 per cent power using a conventional 5 per cent or 0.05 
level of significance. Given that we conduct cluster sampling, we allowed intra-cluster correlation 
in the sample size determination and the determined sample size was 726, which came to 860 
to allow for no contact and non-response. The sample size also took care of the need for more 
precise estimates across different subpopulations and to having a reasonable sample size for a 
cohort over a number of years even with attrition. 860 was thus determined as the sample size for 
the neurodevelopmental survey. 

 The household survey sample was bigger, given the many secondary outcomes in the study 
and the need to obtain reliable estimates for mothers, households, and children. As such, we 
doubled the calculated neurodevelopmental sample size in order to arrive at the sample size 
for households. Thus, a total of 1,700 households were sampled, 950 in implementation (500 
in Katete and 450 in Petauke district) sites in the 12 ECD hubs and 750 in control sites (420 in 
Chipata and 330 in Chongwe) in the 6 ECE zones (Figure 1.2). The sample in the intervention 
areas for the household survey was 27 per cent higher (sampling ratio of 1:1.27 in control vs 
intervention) to allow for deeper analysis in implementation sites (the neurodevelopmental 
assessment maintained a 1:1 ratio).

3 Save the Children, Bhutan Ministry of Health, 2017. 
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in Katete district. The hubs selected for Katete district were Kholowa, Duka, Chipepe, Galamukani, 
Chikoti and Chamikango. The selected hubs in Petauke district were Dani, Kabulonga, Kangulu, 
Katambo, Nambo and Titukuke. In control sites, we selected six ECE zones: two in Chongwe and 
four in Chipata. We only chose two zones in Chongwe district because the villages around these 
zones are much bigger (most with thousands of households compared to tens in Chipata district). 

 The sampling of households and children in these hubs and ECE centres in both implementation 
and control sites followed a two-stage sampling process. First, we randomly sampled villages in 
Katete district and Petauke district with the selection of villages proportional to the size of the ECD 
hub or ECE zone (number of villages). A listing of all households in the sampled villages was then 
conducted. After listing, all households with children aged 0–6 years were eligible to be included in 
the baseline study. This constituted the sampling frame of the household survey.

 In the second stage, we drew a sample of households from the sampling frame, with the number of 
households selected in each village proportional to the size of the village.  

 We successfully contacted 1,601 households: 857 (53%) in implementation sites – Katete and 
Petauke district – and 744 in control sites – Chipata and Chongwe districts, yielding a contact rate 
of 94.2 per cent.  

 DATA PROCESSING

 Household data was collected using Computed Assisted Personal Interviewing (CAPI) with face-to-
face interviews using tablets. The team programmed the tool in Survey Solution, a free large-scale 
CAPI software developed by the World Bank. The data that was collected each day was uploaded 
to a central supervisor server who checked for accuracy, completeness and consistency. Interviews 
that had issues were returned to the data collectors who would revisit the households if required. 
Finally, the supervisors approved the data to the team leader server. The team leader accepted the 
data if it was consistent and complete. Apart from tablets, data collectors had weight and height 
boards for purposes of capturing anthropometric scores of children aged 0–6 years.

 1.2.1.2 NEURODEVELOPMENTAL ASSESSMENT 
 A subsample of children were selected from the household survey. The target sample for intervention 

and control sites was 860 (430 in intervention and 430 in control). Hence, we drew a sample of 
450 in implementation sites (Katete and Petauke districts) and 450 in control sites (Chongwe and 
Chipata districts), to allow for non-response. We then worked with community members to have 
these children, and their mothers, come to ECD hubs and ECE centres for neurodevelopmental 
assessment. A total of 780 children were successfully assessed, 398 in implementation sites and 
382 in control sites.  

 Child development was captured by assessing children’s performance in gross motor skills, fine 
motor skills, language, social and cognition domains. The Malawi Development Assessment Tool 
(MDAT) and the Rapid Neurodevelopmental Assessment tool (RNDA) were used to collect data on 
child development outcomes. The MDAT has been validated among people of the same language 
(Malawi) as the study districts and accounts for the culture of the region.  

 The MDAT was used to evaluate child development in fine motor skills, gross motor skills, language 
domain and social domains while the RNDA was used to collect data on cognition. A separate score 
was generated for each domain, based on the number of items that the child was able to pass 
(child can perform the task/activity for the item). The MDAT takes about 20 minutes to administer. 
When administering the MDAT, the child assessor has to find the child’s age on the x-axis and 
draw a vertical line at that point where he /she can begin testing the child, starting at all the items 
that intersect the line at the child’s age column. The test continues until the child has failed six 
consecutive items (including items in the chronological age column). Then the assessor can test 

   |  Introduction and Methodology
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backwards until the child has passed six consecutive items (including items in the chronological 
age column). The examiner can use his/her discretion when deciding whether to test forward or 
backward first (Malawi Development Assessment Tool manual, 2018).

 Cognition is the other component assessed in children, and the RNDA was used. RNDA measures 
developmental milestones such as vision, hearing, behaviour, seizures, sleep patterns and 
cognition, which may be more predictive of long-term developmental problems than developmental 
milestones alone. In this study, only the cognition component of the RNDA was used to measure 
the cognitive performance of children selected. The tool was intended to be used in low-resource 
settings such as Zambia and was developed in Bangladesh to assess the neurodevelopmental 
status of children (Khan et al., 2010). The RNDA has a series of cognitive activities, which the 
assessor has to present to the child and observe if the child can get them correct or not. The level 
of difficulty in the questions increases as the child’s age increases. Each age category has its own 
questions on the RNDA. We also used other tools to assess other components such as executive 
function and inhibition, but these are supplemental and not reported here.4

 We secured all tools for the MDAT, RNDA, combined paper, and CAPI for data capturing. At the end 
of each day, scores from the MDAT paper score sheet were also transferred to the CAPI tools.

 1.2.1.3 QUALITATIVE SURVEY

 We conducted key informant interviews (KIIs) with identified implementing partners and stakeholders 
and focus group discussions (FGDs) with community-based volunteers as well as community 
members who are parents and caregivers (Table 1.1). Key informants were interviewed to dig 
deeper on some issues surrounding the implementation of the integrated ECD programme. Fifty-
two (52) KIIs were conducted in the intervention sites (Katete and Petauke districts) and control 
sites (Chongwe and Chipata districts).

 Regarding FGDs, we conducted 2 FGDs at the intervention and control sites with community-
based volunteers, which allowed us to assess the capacity of the service providers to provide 
early childhood development services in their respective communities. It also allowed us to assess 
their attitudes towards the implementation of the intervention’s components, the most appropriate 
service delivery modalities, the feasibility of integrating the intervention components into their 
existing functions and factors that may affect the realization of the intervention’s outcomes.

 We conducted 18 FGDS at the implementation sites and 18 FGDs at the control sites with community 
members who are primary caregivers. We classified them into two categories: i) mothers of children 
aged 5 years and below, and ii) fathers of children aged 5 years and below. We further categorized 
the respondents into age groups: 18–24 years and 25+ years, to ensure that they were able to 
express themselves freely among their peers. These FGDs were conducted to collect information 
on practices, belief and attitudes of the community towards children and the Insaka programme in 
general. In total, 36 FGDs, consisting of 7 to10 participants, were conducted in intervention and 
control sites.

4 Cognition-related components like executive functions and inhibition were evaluated for children from 3 years through to 6 years. The executive functions are assessed 
using Behaviour Rating Inventory of Executive function – Second Edition (BRIEF-2). BRIEF-2 parent forms are completed by a proxy to rate executive skills in everyday 
settings, based on behaviours during the past six months. The child’s parent/primary caregiver should complete parent BRIEF-2. The BRIEF-2 form should be completed 
with minimal assistance. The assessor may assist the parent to read the form or clarify any terms, but must allow the parent to generate his/her own responses. The 
test takes about 10 to 15 minutes to administer.
Inhibition was evaluated by pencil taping test (opposite taping). The test is a simple assessment that takes the form of a game played between the child and the assessor. 
The assessor and each child had a pencil. Child was instructed that when the assessor taps her pencil once, the child had to tap twice and vice-versa, thereby inhibiting 
his or her natural response to reproduce the experimenter’s behaviour. After a series of (up to 3) practice trials in which the examiner provided feedback to the child, 
the assessor restates the instructions and begins the test. Pencil taping test has 40 items and one correct response from the child equals 1 out of 40. The number of 
correct responses from the children are counted out of 40 and entered as the final correct score out of 40 for the child (Brooker et al., 2010).The test takes about 5–10 
minutes to administer. 
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 Table 1.1: Qualitative research participants by research approach in the implementation and control sites
APPROACH RESPONDENTS NUMBER OF INTERVIEWS

Implementation sites Control sites
District-level 
key informant 
interviews

•	 Multisectoral team
o Child Fund
o Ministry of Agriculture
o  Ministry of Chiefs and 

Traditional Affairs
o Ministry of General 

Education (DEBS/DESO)
o Ministry of Health
o Ministry of Community 

Development and Social 
Services

o National Registration and 
VSU

16 10

Community-level key 
informant interviews

•	 Trained/Community ECE 
teachers

•	 School headmasters
•	 ECD satellite managers
•	 Traditional leaders
•	 ECD hub satellite managers
•	 School headmasters

16 10

Focus group 
discussions

•	 Male/Female 
caregivers [25+ 
years]

•	 Male/Female 
caregivers [18-24 
years]

•	 Community-based 
volunteers

18 18

Total 50 39

 

 1.2.1.4 RECRUITMENT OF DATA COLLECTORS, TRAINING, PILOTING AND FIELDWORK

 The study recruited 18 data collectors and 3 supervisors. An additional three trained and experienced 
neurodevelopmental assessors from UNZA were also recruited. The same team conducted data 
collection in both control and implementation sites. Training on the paper tools as well as the 
tablets was conducted over three days. The training sessions included practical components, 
wherein the enumerators practised through role-plays. Ethical considerations were also reviewed 
thoroughly. After training, a pilot study was conducted in a rural community of Chongwe district 
(which was not in the main sample). The team met after the pilot study to discuss some of the 
issues encountered, and the tools were adjusted accordingly. Data collection in Katete and Petauke 
district was conducted over three weeks from 1 to 19 June 2020, starting with Katete then Petauke. 
In Chongwe and Chipata, data collection was conducted from 11 to 31 October. The team started 
with Chongwe district then moved to Chipata district.

1.2.2 ETHICAL CONSIDERATIONS
 The integrated ECD baseline study underwent ethical approval through the ERES Converge 

Institutional Review Board (IRB) and national authorization from the National Health Research 
Authority (NHRA). Specific authorization to visit the selected districts was obtained from the 
MOGE. The training also included an ethics component to ensure that the whole team was aware 
of all ethical principles including respect for persons and autonomy, which also require consent. 
Confidentiality was also emphasized.

   |  Introduction and Methodology
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2 HOUSEHOLD DEMOGRAPHICS, 
HEALTH, EDUCATION, 
DECISION-MAKING AND 
SOCIOECONOMIC STATUS 
FROM THE SURVEY DATA   
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2.1 HIGHLIGHTS
1. HOUSEHOLD DEMOGRAPHIC CHARACTERISTICS

a. A total of 1,601 households were interviewed, of which 53 
per cent were from the implementation sites and 47 per 
cent from the control sites. The average household size 
was 5.7, with no significant differences between the control 
and implementation sites.

b. Most participants were below the age of 20 years (61%), 
with an average age of 19 years. There were no statistically 
significant differences in the age composition between 
control and implementation sites.

c. In the surveyed households, there were slightly more 
females (52%) than males (48%). 

d. Fewer household heads in the implementation sites (3%) 
had no education compared to those in the control sites 
(11%).  

2. HEALTH STATUS, HEALTH-SEEKING BEHAVIOUR 
AND EXPENDITURE
a. The implementation sites had significantly more sick or 

injured persons in the households (14%) compared to the 
control sites (8%). It should be noted, however, that the 
survey was conducted in June in implementation sites, 
compared to October in control sites, which may explain 
some of the differences. 

b. The majority of those who sought care, in both the control 
and implementation sites, went to a government health 
facility (65% and 82%, respectively). About a quarter of the 
sick or injured household members did not seek care when 
injured or sick: 32 per cent in the control sites and 16 per 
cent in the implementation sites.

c. The average spending on a consultation, medication, and 
transport to and from the provider was ZMW16.60 in the 
control sites and ZMW12.70 in implementation sites, and 
these differences are not statistically significant.

3. HOUSEHOLD DECISION-MAKING: FOOD, MONEY, 
EARNINGS
a. Decision-making on all important aspects of life, e.g., how 

earnings are spent, buying things for family, what food to 
prepare, are mostly done by men, with only 66 per cent 
of women involved in all decision-making aspects in the 
household in the implementation sites and 68 per cent in 
the control sites. This means that involving men is important 
to ensure maximal uptake of the intervention.
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b. However, a high proportion of women are involved in decision-making regarding food and 
what to do when the child is sick. For instance, 90 per cent of women in the implementation 
sites and 88 per cent in the control sites are involved in decision-making on what to do when 
the child is sick.

c. Relatively fewer women in both the control and implementation sites are involved in decision-
making on how much money is spent on food (74% and 74%, respectively) and important 
things for the family (76% and 76%, respectively).

4. ECONOMIC ACTIVITY, ACCESS TO SOCIAL PROTECTION AND LOANS, AND 
MEMBERSHIP IN SAVINGS GROUPS
a. The most common activity is farming: 39 per cent in the implementation sites and 35 per 

cent in the control sites are engaged in farming. More than a third of the households in the 
implementation sites (34%) and the control sites (33%) are not in the labour market (not 
working and not looking for a job).

b. The distribution of employment status in the implementation and control sites is broadly the 
same.

c. Most of the households in the implementation sites (96%) and control sites (98%) did not 
access any loans from formal financial institutions, informal financial institutions or saving 
groups.

d. The proportion of respondents participating in saving groups is statistically the same in 
control sites (6%) and implementation sites (5%).

e. The results suggest that the interventions aimed at encouraging participation in savings 
groups in the implementation sites need to be intensified to increase participation.

5. HOUSEHOLD INCOME AND ASSETS
a. Total monthly household income was significantly higher in the control sites (ZMW737.90) 

compared to the implementation sites (ZMW645.90). 

b. A higher share of households in control sites owned phones (control = 69%, implementation 
= 66%) and radios (control = 38%, implementation = 30%). 

c. 59 per cent of the households use bicycles as a means of transport in the implementation 
sites compared to 62 per cent in the control sites, with no significant differences in bicycle 
ownership between households in the implementation and control sites.

d. There were more households in the rich and richest asset quintiles in control sites than 
implementation sites, although the distribution of assets was not statistically different. 

6. ACCESS TO ELECTRICITY, CLEAN WATER AND GOOD SANITATION
a. Access to electricity is very low with only 2 per cent of the households in the implementation 

sites and 3 per cent in the control sites having access.

b. Access to an improved water source is high with 9 out of 10 of the households in the 
implementation and control sites obtaining water from a tube well or borehole. 

c. However, access to sanitation is very low, with only 1 in 4 households having access to an 
improved toilet facility in implementation and control sites. 

d. In general, there are no significant differences in access to electricity, water and sanitation in 
the implementation and control sites.
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7. HOUSEHOLD SHOCK PREVALENCE AND COPING 
a. The most common shock faced by households in the last six months preceding the survey 

was the sickness of a household member (57% of households in implementation and 33% 
in control sites) followed by agricultural shocks such as drought or crop failure (8% of 
households in implementation and 3% in control sites). 

b. Overall, implementation sites had a higher prevalence of shocks such as sickness of a 
household member, agriculture shock and loss of other income.

c. The primary coping mechanism employed by most households to deal with shocks is the 
use of savings.

d. These results suggest that implementation needs to be well adapted to suit the prevailing 
context, taking into account these shocks, as these affect the well-being of the households 
and participation in community programmes.

2.2 BACKGROUND
 This section provides an overview of the demographic and socioeconomic household characteristics and 

those of household heads. The specific characteristics to be covered include age, gender distribution, 
household composition, household income, household assets, education, access to water and access to 
sanitation. The section also covers women’s involvement in decision-making. These aspects are important 
to consider in intervention design as they may affect implementation, uptake and outcomes.

2.3 HOUSEHOLD DEMOGRAPHIC CHARACTERISTICS
 The ECD baseline survey interviewed a total of 1,601 households, 857 (53%) from implementation sites – 

Katete and Petauke district – and 744 (47%) from the control sites – Chipata and Chongwe districts. The 
average household size was 5.7, translating to a survey sample of 9,183 individuals – 4,177 (45%) from 
control sites and 5,006 (55%) from implementation sites (Table 2.1). 

 The survey population decreased with age, with most of the individuals (61%) in the surveyed households 
in both control and implementation sites aged under 20 years. Only 5 per cent of the survey population 
was aged 50 years and above. The average age was 19 years. Importantly, there were no statistically 
significant differences in the age composition of respondents in the control and implementation sites. As is 
the case in the general population of the country, females (52%) constituted a higher share of the survey 
population. 

 The household survey collected information on whether any member in the household had a disability. 
More households in implementation sites (2%) than in the control sites (1%) had a disabled member, 
although this difference was not statistically significant. Most households were headed5 by men; with 
the share of male-headed households higher in control sites (82%) than implementation sites (76%). 
Control sites also had a higher share of currently married heads of households (control sites = 83%, 
implementation sites = 79%). Although educational differences were not statistically significant, control 
sites had slightly more heads of households without any education (control sites = 11%, implementation 
sites = 3%). Appendix B shows the balance in household and household member characteristics in the 
control and implementation sites.

5 The head of the household is that person in the household who is acknowledged as such by the other household members, responsible for making decisions and 
earning money.
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 Table 2.1: Household demographics and characteristics of the household head by district

Variable
Control sites Implementation sites Difference

Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)                         

 %/Mean %/Mean P-value
Total number of households 744 857
Total number of individuals 4,177 5,006
Household size, mean (SD) 5.6 (0.16) 5.7 (0.08) 0.2020
Age in years 18.8 (0.15) 18.5 (0.23) 0.5559 Mean(SD)
Age [10-year age categories] 0.7499
0–9 37% 37%
10–19 23% 24%
20–29 17% 16%
30–39 11% 11%
40–49 6% 7%
50–59 3% 2%
60–69 1% 1%
70(+) 1% 1%
Gender (1=Female, 0=male) 1 = 51.4%; 0 = 48.6% 1 = 52.2%; 0 = 47.8% 0.4642
Household has member with disability 
(Yes) 1% 2% 0.1455
Number of observations 4,177 5,006  
Head household (HH) female 18% 24% 0.0237
Marital status of household head 0.0265
HH married 83% 79%
HH widowed 7% 6%
HH divorced/separated 6% 9%
HH unmarried 5% 7%
Highest level of education 0.1337
HH none*** 11% 3%
HH any education 89% 97%

 Source: Author calculations from the administered household survey

 Note: * To be collected at follow-up in implementation sites

2.4  HEALTH STATUS, HEALTH-SEEKING BEHAVIOUR AND  
EXPENDITURE

 During the survey, the respondents were asked whether any household member had been sick or injured 
in the week before the survey, their health-seeking behaviour and health spending (Table 2.2). There 
were significant differences in the proportion of households who reported being sick or injured, sought 
care when injured or sick, and the type of health care sought in the control and implementation sites. 
Specifically, implementation sites had significantly more sick or injured persons in the households (14%) 
compared to the control sites (8%). It should be noted, though, that data was collected in two different 
seasons in control and implementation sites, and this may account for some of the difference in sickness. 
More members in implementation sites (84%) than control sites (68%) who were reported as being sick 
sought care. Further, more people in implementation sites (82%) than in control sites (65%) mostly sought 
care in government health facilities.
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 For those who sought health care due to illness or injury in the last week prior to the survey, the average 
spending on consultation, medication, and transport to and from the provider was ZMW16.60 in the control 
sites and ZMW12.70 in implementation sites, with no statistically significant difference.

 Table 2.2: Proportion of respondents reporting sickness and/or injury, health-seeking behaviour and 
expenditure by district

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete 
and Petauke)

(Implementation 
vs Control)                         

 %/Mean %/Mean P-value
Household has sick or injured member in the 
last week (Yes) 8% 14% 0.0001

Proportion of sick/injured household members 
who sought care (Yes) 68% 48% 0.0031

HH member sought care at: 0.0000
Did not seek care 32% 16%
Government facility 65% 82%
Private/Mission facility 3% 1%
Traditional/Spiritual healer 0% 2%
Total spending on consultation, medication, and 
transport to and from provider (ZMW), mean 
(SD)

12.7 (3.18) 16.6 (4.99) 0.4271

Number of observations 4,177 5,006
 Source: Author calculations from the administered household survey

 The survey respondents were asked to state the reasons why household members who were sick or 
injured did not seek care (Figure 2.1). In general, more respondents in the implementation sites (69%) 
than in the control sites (58%) reported that the sick or injured household members self-medicated. About 
41 per cent in the control sites compared to 28 per cent in the implementation sites did not need to seek 
care. Additionally, about 4 per cent of the parents and caregivers in the control sites and 6 per cent in 
the implementation sites reported that the sick or injured household members were too sick to go or that 
the facility was too far. In both the control and implementation sites, 5 per cent of households with sick or 
injured members reported that they had no money to seek care.

 

 

 Figure 2.1: Reasons for not seeking care by study arm (%)

 Figure 2.2 shows the average health expenditure incurred by household members who sought care for 
an illness or injury in the week prior to the survey. Household members in the implementation sites spent 
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relatively more in the week prior to the survey on consultation, medication, and transport to and from 
the provider (Panel A). A disaggregation of average health expenditure by hub shows that households 
in Kabulonga hub (implementation site) paid the highest followed by those in Chinkuli hub (control site) 
(Panel B). On average, households in Chamikango/Duka hub (implementation site) and Maguya hub 
(control site), spent the lowest amount on health.

Panel A: By implementation site
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 Figure 2.2: Average health expenditure by study arm, ZMW

2.5 HOUSEHOLD DECISION-MAKING: FOOD, MONEY, EARNINGS
 Women’s empowerment in terms of decision-making in household activities has a bearing on child health 

and access to education. Table 2.3 shows that there were no significant differences in the proportion of 
women involved in individual or joint decision-making on issues related to the home, household income 
and expenditure between the implementation and control sites. For instance, 90 per cent of women were 
involved in decision-making on what to do when the child is sick in the implementation sites compared to 
88 per cent in the control sites.   
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 Relatively fewer women in both sites were involved in decision-making on how much money is spent on 
food (74% in control and 74% in implementation) and important things for the family (76% in control and 
76% in implementation). As an overall measure of decision-making participation, the women’s decision-
making index constructed from the 5 domains shows that only 66 per cent of women were involved in all 
decision-making in the household in the implementation sites and 68 per cent in the control sites. 
This evidence suggests that male involvement is critical in the programme implementation to ensure 
full uptake. 

 Table 2.3: Women decision-making by study arm

Variable

Control sites Implementation 
sites Difference

Overall 
(Chipata and 

Chongwe)

Overall (Katete 
and Petauke)

 (Implementation 
vs Control)                         

 % % P-value
Proportion of households where a woman makes 
decision alone or jointly with partner on:    

1. What food is prepared 84% 87% 0.1266
2. How much money is spent on food 74% 74% 0.9955
3. Buying important things for the family 76% 76% 0.9184
4. How earnings are spent 79% 78% 0.8032
5. What to do when a child is sick 88% 90% 0.3383
Women decision-making index[1] 68% 66% 0.7286
Number of observations 744 857  

 Source: Author calculations from the administered household survey

 A stratification of the analysis by district shows that the highest proportions of women involved in all 
decision-making domains are in Petauke district (75.8%) and Chongwe district (73.5%) and the lowest in 
Katete district (59.4%) (Panel A). Further disaggregation of women’s involvement in all decision-making 
by ECD hub shows that within Petauke district, Dani hub had the highest proportion (83.3%) and Kangulu 
hub had the lowest (62.1%) (Panel B). In Katete district, the highest proportion of women involved in 
decision-making was in Chikoti hub (75%) and the lowest in Kholowa hub (54%). This evidence suggests 
the need to strengthen programme implementation to encourage male involvement to ensure full uptake, 
particularly in hubs that have fewer women participating in all the decision-making domains. 
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 Figure 2.3: Percentage of women involved in all domains of decision-making by district and ECD hub

2.6 ECONOMIC ACTIVITY, ACCESS TO SOCIAL PROTECTION AND 
FINANCE

 During the household survey, respondents were asked questions regarding participation in economic 
activity among members of their household. Table 2.4 shows that farming is the most common activity: 
39 per cent in the implementation sites and 35 per cent in the control sites are engaged in farming. More 
than a third of the households in the implementation sites (34%) and the control sites (33%) were not in 
the labour market (not working and not looking for a job). There were no statistically significant differences 
in the distribution of employment status in the implementation and control sites. 

 Concerning access to social protection, most households did not have access to social protection 
services such as cash transfer, food support or farmer input support. The share of households receiving 
any support in the 12 months preceding the survey was significantly lower in control sites (6%) than in 
implementation sites (10%). In general, there were no significant differences in the household’s access to 
cash transfer, food support and farming input support between the implementation and control sites. 

 One of the activities that the ECD programme seeks to encourage is the formation of savings groups 
as well as ensuring access to finances for households. Very few households belong to a savings group: 
only 5 per cent of the households in the implementation sites and 6 per cent in the control sites. Lack of 
access to finances is also very high, with 96 per cent of households in implementation sites and 98 per 
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cent in control sites reporting not accessing any finances or loan from formal financial institutions, informal 
financial institutions or saving groups.

 Table 2.4: Household economic activity, access to social protection and loans, and membership in savings 
groups by study arm

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

 (Implementation 
vs Control)                         

 % % P-value
1. Employment status – individual level    
In Wage employment 3% 1% 0.7630
Running business/ self-employed/ non-farming 4% 5%
Farming 35% 39%
Forestry 0% 0%
Piece work 6% 4%
Unpaid family worker 2% 2%
Student 16% 15%
Looking for a job 0% 1%
Retired 0% 0%
Not working and not looking for a job 33% 34%
2. Access to Social protection-household level    
Received cash transfer in past 12 months 1% 1% 0.844
Received food support in past 12 months 2% 3% 0.7452
Received farming input support in past 12 
months 3% 5% 0.1242

Received other support in past 12 months 0% 1% 0.0005
Received any support in past 12 months 6% 10% 0.0543
3. Membership in savings groups (Yes) 6% 5% 0.6475
4. Access to loans – Household level    
Borrowed from formal financial institution in 
past 12 months 0% 1% 0.4348

Borrowed from savings group in past 12 
months 5% 2% 0.0776

Borrowed from other informal lender (e.g. 
kaloba and friends) in past 12 months 0% 1% 0.0793

Did not borrow in past 12 months 94% 96% 0.2918
Number of observations (Individuals) 4,177 5,006  
Number of observations (Households) 744 857  

 Source: Author calculations from the administered household survey

 Across districts and hubs, participation in saving groups was lowest among households in Petauke district 
(3.8%) and highest among households in Chongwe district (7.2%) (Panel A, Figure 2.4). Within Petauke 
district, Dani hub had the highest proportion of households belonging to savings groups and Chamikango 
hub the lowest (Panel B, Figure 2.4). In Katete district, Chamikango/Duka hub had the highest proportion of 
households belonging to savings groups (9.2%) and Chamikango hub had the lowest (1.3%). The results 
suggest that the intervention aimed at encouraging participation in savings groups in the implementation 
sites needs to be intensified to increase participation.
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 Figure 2.4: Savings group participation by district and by hub

2.7 HOUSEHOLD INCOME AND HOUSEHOLD ASSETS
 Household income, expenditure and assets are measures of the socioeconomic status of household 

members. The possession and use of certain household durable goods have implications for access to 
information, educational materials and services that can enhance social and economic well-being, and the 
key outcomes that the ECD programme seeks to improve. The household survey collected information on 
the wage, farm, and non-farm income. A sum of these within households gives total household income. 
Average total monthly household income was slightly higher in the control sites (ZMW737.90) compared 
to the implementation sites (ZMW645.90) – significant only at the 10 per cent level (Table 2.5). 

 Almost 7 in 10 people owned a phone, with slightly higher ownership in control sites (69%) than in the 
implementation sites (66%). Similarly, a higher share of people owned radios in control sites (38%) than 
implementation sites (30%). Only 6 per cent of the households in the implementation sites owned a 
television, and the proportion was significantly higher in control sites (17%). Bicycles are a common means 
of transport in Eastern province; 59 per cent of the households used bicycles as a means of transport in 
the implementation sites compared to 62 per cent in the control sites. There were no significant differences 
in bicycle ownership between households in the implementation and control sites. About a quarter (14%) 
of the households in the implementation sites reported owning land, with relatively more households in 
control sites (20%) owning land. More than half of the households owned poultry in the implementation 
and control sites (55% and 56%, respectively) and relatively fewer in both sites owned other animals (43% 
and 35%, respectively). In general, significantly more households in the control sites owned television, 
radios, mobile phones, refrigerators and vehicles compared to those in the implementation sites, which 
suggests that interventions that use media or mobile communication need to be better targeted in order 
to reach the intended communities, as access may be limited in the implementation sites.
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 The wealth index captures inequalities in household characteristics, and it is an indicator of wealth 
consistent with expenditure and income measures. The wealth index was constructed using household 
asset data through principal component analysis. Table 2.5 shows minimal variations in the distribution of 
wealth in the five quintiles in the control and implementation sites. As could be expected from the above 
description of asset distribution, the share of households in the rich and richest quintile was higher in the 
control sites than the implementation sites. However, the wealth distribution was generally not statistically 
significantly different.

 Table 2.5: Household income and household assets by study arm

Variable
Control sites Implementation 

sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete 
and Petauke)

(Implementation 
vs Control)                         

 Mean (SD)/% Mean (SD)/% P-value
1. Household Monthly Income (ZMW), mean (SD)    
                   Total monthly income 737.9 (144.6) 645.9 (38.7) 0.0684
                   Wage income 282.5 (57.5) 355.9 (34.6) 0.584
                   Non-farm business income 290.4 (95.0) 160.6 (40.1) 0.0319
                   Farm income (past four weeks) 165.1 (56.4) 129.3 (24.8) 0.0948
2. Household asset ownership, %:    
      Television 17% 6% 0.0141
      Radio 38% 30% 0.0395
     Phone (mobile or not) 69% 66% 0.0391
     Refrigerator 2% 1% 0.0539
    Computer 1% 1% 0.9847
    Bicycle 62% 59% 0.5487
    Motorcycle/scooter 1% 3% 0.0677
    Animal drawn cart 5% 10% 0.0212
    Vehicle 2% 1% 0.0400
    Watch 3% 7% 0.0223
    Poultry 56% 55% 0.8825
    Animals 35% 43% 0.3301
    Agricultural land 20% 14% 0.4716
3. Asset quintiles   0.4383
   1 = Poorest 18% 20%
   2 = Poor 20% 21%
   3 = Middle 18% 21%
   4 = Rich 25% 23%
   5 = Richest 18% 15%
Number of observations 744 857  

 Source: Author calculations from the administered household survey

2.8 ACCESS TO ELECTRICITY, CLEAN WATER AND GOOD 
SANITATION 

 This section provides information on household drinking water and sanitation and access to electricity, 
which constitute the basic determinants of welfare. Table 2.6 presents the distribution of households by 
access to electricity, source of drinking water and household sanitation. Access to electricity in rural Zambia 
is still in a critical state. Only 2 per cent of the households in the implementation sites and 3 per cent in 
the control sites had access to electricity. About 9 out of 10 of the households in the implementation and 
control sites obtained water from a tube well or borehole (90% in each site). Relatively more households 
in the implementation sites (5%) had access to public tap/standpipe compared to the control sites (3%). 

 Limited access to water and sanitation contributes to an increase in preventable diseases such as 
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diarrhoea, which is one of the leading causes of child deaths in Zambia. Among the households surveyed, 
about a quarter of those in the implementation and control sites had access to an improved toilet facility6 
(24% and 25%, respectively), and 1 in 3 (35%) households had access to a shared toilet facility. In general, 
there were no significant differences in access to electricity, water and sanitation in the implementation 
and control sites.

 Table 2.6: Household access to water, sanitation and electricity by study arm

Variable
Control sites Implementation 

sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

 (Implementation 
vs Control)                         

 % % P-value
1. Has electricity [Yes] 3% 2% 0.5661
2. Source of drinking water    
Improved source 96% 98% 0.2400
  Piped water into dwelling or yard 2% 1% 0.3390
  Piped to neighbour 0% 1%
  Public tap/standpipe 3% 5%
  Tube well or borehole 90% 90%
  Water from protected spring 0% 1%
  Water from unprotected spring 4% 1%
  Rain water 0% 0%
  Tanker truck 0% 0%
 Cart with small tank 0% 0%
 Surface water 0% 1%
Bottled water 0% 0%
Other 0% 0%
Unimproved water source [yes]7 4% 2% 0.2400 
3. Sanitation   0.2833
Flush to piped sewer system 0% 0%
Flush to septic tank 1% 0%
Flush to pit latrine 0% 0%
Flush to somewhere else 0% 0%
Flush, don’t know where 0% 0%
Ventilated improved pit latrine 2% 1%
Pit latrine with slab 23% 22%
Pit latrine without slab/open pit 67% 67%
Composting toilet 0% 0%
Bucket toilet 0% 0%
Hanging toilet/hanging latrine 0% 0%
No facility/bush/field 7% 8%
Other 0% 0%
Type of toilet facility    
Improved toilet facility8 25% 24% 0.8663
Unimproved toilet facility 67% 68%
No facility/bush field 7% 8%
Share facility [Yes]9 28% 35% 0.2187 
Number of Observations 744 857  

 Source: Author calculations from the administered household survey

6 An improved toilet is one where the toilet is used by members of one household (i.e. not shared), and if the facility used by the household separates the waste from 
human contact (WHO/UNICEF Joint Monitoring Programme for Water and Sanitation, 2012).
7 Check DHS indicators online or 2018 DHS for definition and computation. Unimproved water source includes unprotected dug well, unprotected spring, tanker truck/
cart with small tank and surface water.
8 Check DHS indicators online or 2018 DHS (chapter 2) for definition and computation.
9 Only includes improved toilet. Facilities are considered improved if two or more households did not share them.
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 Figure 2.5 shows the proportion of households with access to various types of sanitation stratified by 
districts within the intervention and control sites. Overall, the majority of households in all the districts 
had poor access to sanitation facilities. For instance, 70 per cent of households in Katete district had 
an unimproved toilet facility compared to 71 per cent in Chipata district. The proportion of households 
that had improved sanitation facility was highest in Chongwe district (35%) followed by Petauke district 
(30%) and then Katete district (23%). The results suggest that sanitation among rural households in the 
implementation sites district is still in a critical state.
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 Figure 2.5: Access to improved sanitation (toilet) by ECD participation by district

 Figure 2.6 shows the proportion of households with types of water sources stratified by district within 
the implementation and control sites. In Katete district, nearly all households had access to an improved 
water source while Chongwe district had the lowest proportion of households with access to an improved 
water source (94%).
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Figure 2.6: Access to improved water source by ECD participation by district
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2.9 HOUSEHOLD SHOCKS PREVALENCE AND COPING 
 During the survey, households were asked whether they had experienced any shocks during the six 

months prior to the survey. Economic and social shocks and other unforeseen events make households 
vulnerable, which can have implications for household welfare and child development. Table 2.7 shows 
the household shocks prevalence and coping strategies employed for the top three shocks. The most 
common shocks faced by households in the six months preceding the survey were the sickness of a 
household member (57% of households in implementation and 33% in control sites) followed by agriculture 
shocks such as drought or crop failure (8% of households in implementation sites and 3% in control 
sites). Overall, implementation sites had a higher prevalence of household shocks such as sickness of a 
household member, agricultural shock and loss of other income. The least common shocks experienced 
by the surveyed households were a road accident (1% and 0.4%, respectively) and loss of a job (1% and 
1%, respectively). In general, the primary coping mechanism employed by most of the households to deal 
with shocks related to sickness, accidents, injury, death in the household and broken or stolen equipment 
was the use of savings. For shocks such as unpaid school fees, agriculture-related shocks and loss of 
other income, most of the households did not have any coping mechanism to deal with them. There were 
statistically significant differences in the prevalence of major household shocks such as sickness of a 
household member, agriculture shock and loss of other income in implementation and control sites, with 
the households in the implementation sites having a higher prevalence. These results suggest that the 
interventions need to be well adapted to suit the prevailing context, considering shocks, as these affect 
the well-being of the households and participation in community programmes.

 Table 2.7: Household shocks prevalence and coping by study arm

Variable

Control sites Implementation 
sites Difference

Overall 
(Chipata and 

Chongwe)

Overall (Katete 
and Petauke)

 (Implementation 
vs Control)                         

 % % P-value
Shocks in past 6 months and top three coping 
strategies for each shock.    

Sickness in household  33% 58% 0.0038
1.        Used savings 39% 44% 0.7875
2. Other 22% 14% 0.294
3.        No coping strategy 21% 14% 0.2362
Road Accident 0.4% 1% 0.5954
1.        Other 67% 7% -
2.        Used savings 17% 66% -
3.        No coping strategy 17% 0% -
Injury 2% 3% 0.4274
1.        Used savings 34% 38% 0.8529
2.        Other 37% 7% 0.0161
3.       No coping strategy 22% 30% 0.6268
Unpaid school fees 10% 5% 0.1155
1.        No coping strategy 29% 61% 0.3728
2.        Worked more/longer hours 27% 10% 0.0493
3. Other 21% 13% 0.3275
Death in household 2% 3% 0.5458
1.        Sold animals 26% 9% 0.1739
2.        Borrowed money from relatives 26% 17% 0.5855
3.        Other 38% 2% 0.0006
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Agricultural shock (drought, crop failure, etc.) 3% 8% 0.0126
1.        No coping strategy 50% 56% -
2.        Used savings 23% 12% -
3. Other 9% 15% -
Loss of job 1% 1% 0.3196
1.        Other 88% 42% -
2.        No copying strategy 12% 37% -
3.        Borrowed money from relatives 0% 20% -
Other loss of income 1% 3% 0.0333
1.        No coping strategy 47% 63% -
2.      Other 40% 7% -
3.       Borrowed money from relatives 12% 10% -
Broken/damaged/stolen equipment 9% 4% 0.1022
1.        No coping strategy 45% 37% 0.7373
2.       Used savings 29% 43% 0.4942
3.        Other 14% 8% 0.3628
Number of observations 744 857  

 Source: Author calculations from the administered household survey

 Note: No test statistic because of stratum with single sampling unit
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CHILD AND CAREGIVER 
CHARACTERISTICS, PREGNANCY 
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3.1 HIGHLIGHTS
1. CHILD, PARENT, AND CAREGIVER CHARACTERISTICS

a. The baseline survey captured 2,555 children between the 
age of 0 and 72 months (0 and 6 years) of which 1,198 were 
from control sites, and 1,357 were from implementation 
sites. 

b. Most of the children were in the 36 to 59.9 months age 
group (27% control sites and 31% implementation sites) 
followed by the 6 to 23.9 months age group (20% control 
sites and 23% implementation sites). 

c. Most children were born at a health facility in the control 
sites (95%) and implementation sites (94%). 

d. Relatively more children in the control sites had birth 
certificates (14%) compared to those in the implementation 
sites (9%). However, the differences were not statistically 
significant. During the qualitative interviews, parents and 
caregivers in the implementation sites reported that they 
could register births at the ECD hubs. Still, they expressed 
concern at the delays in the processing of birth certificates.

e. Most parents and caregivers were young people aged 
20 to 29 years in both the intervention (41%) and control 
sites (44%). In the following age groups, the proportion of 
parents and caregivers decreased with increasing age in 
the intervention and control sites.

f. Most parents and caregivers in the implementation sites 
(61%) and control sites (54%) were engaged in farming. As 
such, the timing of the targeted interventions at the integrated 
hubs needs to ensure that scheduled programmes are 
tailored to accommodate the farming activities.

2. COUNSELLING ON PARENTING SUPPORT, INFANT 
AND YOUNG CHILD FEEDING (IYCF), EARLY 
STIMULATION, NUTRITION, HYGIENE AND CHILD 
PROTECTION SERVICES
a. Parenting support and early stimulation counselling were 

significantly higher in implementation sites. 
b. Overall, parents and caregivers received counselling 

mostly on: support on hygiene (68% control sites and 71% 
implementation sites), parenting support (35% control 
sites and 47% implementation sites), and early stimulation 
support (34% control sites and 41% implementation sites). 

c. Relatively few parents received counselling support on 
IYCF and nutrition (38% in implementation and 25% in 
control sites) and child protection (37% in implementation 
and 29% in control sites).

d. More needs to be done in the implementation sites to reach 
a higher share of women in all dimensions of counselling.
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3. PREGNANCY STATUS, NUMBER AND TIMING OF ANC VISITS 
a. About 5 per cent of the parents and caregivers were pregnant at the time of the survey, with 

a significantly higher proportion in the implementation sites (6%) compared to the control 
sites (4%).

b. The average time at which parents and caregivers in the implementation and control sites 
sought ANC was after the first trimester.

c. The most common reasons provided for seeking ANC after the first trimester in both the 
implementation and control sites were not recognizing pregnancy, having any severe health 
problems and unplanned pregnancy.

d.  In general, there were no statistically significant differences in the individual pregnancy, and 
ANC attributes among the parents and caregivers in the implementation and control sites, 
except for the pregnancy status and ever attended ANC attributes.

e. The results suggest that interventions aimed at encouraging early initiation of ANC should 
tailor messages to enable women to identify the signs of pregnancy, understand the benefits 
of early booking and prevention of unplanned pregnancies. 

3.2  BACKGROUND
 This section describes the demographic and socioeconomic characteristics of children aged six years and 

below and their caregivers. The characteristics covered include age, gender, level of education, occupation 
and birth registration status of the child. In addition, some essential information on health services and 
the health-seeking behaviour of caregivers is presented. This information helps in interpreting the findings 
presented in the other sections of the report.

3.3  CHILD, PARENT AND CAREGIVER CHARACTERISTICS
 Table 3.1 shows the background characteristics of 2,555 children aged 0–6 years. About 53.5 per cent of 

the parents and caregivers interviewed were from the implementation sites (Katete and Petauke districts), 
and 46.5 per cent were from the control sites (Chipata and Chongwe districts). Similarly, a higher proportion 
of the children (53%) were from the implementation sites, and 47 per cent were from the control sites. 
Most of the children were in the 36 to 59.9 months age group (27% control sites and 31% implementation 
sites) followed by the 6 to 23.9 months age group (20% control sites and 23% implementation sites). The 
lowest proportion of children was in the 0 to 5.9 months age group, with 7 per cent in the control sites and 
5 per cent in the implementation sites. The proportion of children in the age groups 0 to 5.9 months, 60–71 
months and the 6-year-olds, was significantly higher in the control sites compared to the implementation 
sites. Slightly over half of the children in implementation sites (51%) and just half in control sites (50%) 
were females. Most children were born at a health facility in control sites (95%) and implementation sites 
(94%). The health facility deliveries as captured in the household survey are comparable to the 90.3 per 
cent facility delivery rate reported in the 2018 Zambia ZDHS for Eastern province (ZSA, 2019).

 Childbirth registration is necessary to assure the protection of children’s civil rights, and it is a global 
concern as reflected by the Sustainable Development Goal (SDG) targets 16.9 and 17.19. A significantly 
higher proportion of childbirths in the implementation sites (74%) were registered in the village registers 
or with traditional authorities compared to 57 per cent in the control sites. However, very few had birth 
certificates in both the implementation and control sites. Although relatively more children in the control 
sites had birth certificates (14%) compared to those in the implementation sites (9%), these differences 
were not statistically significant. The 2018 ZDHS report shows that only 6.8 per cent of children under 5 
had births registered in Eastern province and 7.9 per cent in Lusaka province. 
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 Table 3.1: General child characteristics and caregiver characteristics

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
Child Characteristics    
Age (Months)    
0–5.9 months 7% 5% 0.0307
6–23.9 months 20% 23%
24–35.9 months 16% 16%
36–59.9 months 27% 31%
60–71 months 16% 14%
6-year-olds 13% 11%
Gender   0.5225
Male 50% 49%
Female 50% 51%
Birthplace of child (1=facility, 0=no) 95% 94% 0.9263
Birth registered (1=yes, 0=no) 57% 74% 0.0357
Has birth certificate (1=yes, 0=no) 14% 9% 0.239
Number of Observations 1,198 1,357 2,555
Primary Caregiver/Parent Characteristics    
Age (years)    
14 years and below 1% 1% 0.2589
15–19 years 9% 6%
20–24 years 26% 20%
25–29 years 18% 21%
30–34 years 14% 17%
35–39 years 13% 15%
40–44 years 8% 10%
45–49 years 5% 5%
50 years and above 6% 7%
Number of Observations 802 921 1723
Gender    
Male 9% 7% 0.1708
Female 91% 93%
Occupation    
Farming 54% 61% 0.4337
In wage employment 2% 1%
Piece Work 11% 8%
In Business or self-employed 7% 9%
Not working 26% 21%
Number of observations 802 921 1,723

 Source: Author calculations from the administered household survey

 Note: Education categories refer to the highest level of education attended, whether or not that level was 
completed
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 Regarding parents and caregivers, they were mostly young and in the age group 20 to 29 years (41% 
in implementation sites and 44 in controls sites). About 7 per cent of parents and caregivers in the 
implementation sites and 9 per cent in the control sites were adolescents (15 to 19 years old). The 
proportion of parents and caregivers decreased in older age groups, which reflects the relatively young 
Zambian population age structure. In general, the gender distribution of parents and caregivers was 
skewed towards females (93% in implementation sites and 91% in control sites), a reflection of the critical 
role that women play as primary caregivers. This was echoed in the qualitative discussions, where both 
the male and the female caregivers said women were the primary caregivers. 

 As is typical in rural communities, most parents and caregivers in the implementation sites were engaged 
in farming (61%); about 21 per cent were not working and not looking for a job. Only 1 per cent were 
engaged in wage employment. The pattern of participation in economic activities was similar in the control 
sites, where 54 per cent were engaged in farming, 26 per cent not working and not looking for a job and 
only 2 per cent were in wage employment. In general, there were no statistically significant differences in 
the distribution of occupation of the parents and caregivers in the implementation and control sites. Given 
these occupational patterns, the timing of targeted interventions at the integrated hubs needs to ensure 
that scheduled programmes are tailored to accommodate the farming activities. 

 Moving on to birth registration, Figure 3.1 shows large variations in the percentage of children whose births 
are registered in the village register with the traditional authorities and those who have a birth certificate 
(registration with the civil authorities) in both the control and implementation sites (Panel A and B). For 
instance, Kangulu Community School, Kabulonga and Dani hubs in Petauke district (implementation 
site) have at least 95 per cent of children registered by traditional authorities. Still, only 10 per cent of 
these children have birth certificates. However, Titukuke hub, which has the highest proportion of children 
registered by traditional leaders in Petauke, has less than a fifth of children (17%) with birth certificates. 
Similarly, in Katete district (implementation site), the birth of all the children in Chikoti and Chamikango/
Duka hubs was registered with the traditional authorities.

 In contrast, in the rest of the hubs, at least 9 out of 10 children were registered. Notably, none of the 
children in Chikoti hub has a birth certificate. In contrast, Chamikango hub has about 20 per cent of 
children with a birth certificate. In the rest of the hubs in Katete district, only 4 per cent to 9 per cent of the 
children have birth certificates. 

 The pattern is similar in the control sites, with some hubs such as Dambe and Nkomesha having 21 per 
cent and 22 per cent of children aged 0–5 years with birth certificates, respectively. In comparison, other 
hubs have lower proportions, such as Chinkuli (5%) and Maguya (7%). These results suggest the need 
to intensify the interventions aimed at increasing the proportion of the population with birth certificates 
through the Department of National Registration, Passport and Citizenship at the ECD hubs.
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a. Birth registered with traditional authorities (village register)

b. Birth certificate

 Figure 3.1: Proportion of children under 5 whose birth are registered or had a birth certificate by district and ECD hub

 During the discussions with parents and caregivers, it was reported that it was possible to register births 
at the ECD hubs (in Katete and Petauke districts). Still, they expressed concern at the delays in the 
processing time of the birth certificates. One respondent said: ‘Yes we have [registered], but we have not 
received [birth certificates] except those who registered sometime back’ (18–24, FGD Katete district). A 
key informant explained that birth and death registration was not adequately covered mostly in villages 
and rural areas, where there was no formal system of registration. Such barriers affected registration 
processes, and the local people also did not seem to understand the value of obtaining birth and death 
certificates, and this was cited as being a result of the lack of sensitization about the importance of birth 
registration. 
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3.4 COUNSELLING ON PARENTING SUPPORT, EARLY STIMULATION, 
NUTRITION, HYGIENE AND CHILD PROTECTION SERVICES

 Parental counselling and education are crucial for improving ECD. For instance, interventions that involve 
encouraging parents to engage in the stimulation of children from birth to age three positively affect standard 
measures of child development. Counselling support for child nutrition contributes to improvement in child 
nutritional status. Parenting support for early stimulation and playful parenting is so crucial in ensuring 
that children have opportunities for early learning. During the survey, parents and caregivers were asked 
whether they had received counselling on parenting support, infant and young child feeding (IYCF), early 
stimulation, nutrition, hygiene and child protection services. 

 Overall, results show that about 10 per cent of parents and caregivers did not receive any type of 
counselling support service in both the implementation and control sites. The proportion of parents 
and caregivers who did not receive any type of counselling support service was slightly higher in the 
implementation sites (13%) compared to the control sites (8%), but these differences were not statistically 
significant. A higher proportion of parents and caregivers in the implementation and control sites received 
counselling support on hygiene (71% and 68%, respectively), followed by parenting support (47% and 
35%, respectively) and early stimulation support (41% and 34%, respectively) (Table 3.2). Fewer parents 
in the implementation and control sites received counselling support on IYCF and nutrition (38% and 
25%, respectively) and child protection (37% and 29%). There are no statistically significant differences 
across all the parental counselling services, except for IYCF and nutrition support, which is significantly 
higher in the implementation sites. The relatively low proportions of parents and caregivers who have 
received parental counselling, early stimulation, child protection or none of these services suggest that 
the interventions in the implementation sites need to be intensified to have a wider reach.
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 Table 3.2: Proportion (and number) of caregivers receiving counselling on parenting support, infant and 
young child feeding (IYCF), early stimulation, nutrition, hygiene, child protection services, by age group of 
child (0–3 years, and 4–6) by district

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 %Mean %Mean P-value
Proportion of caregivers receiving key services 
by age group of children    
None
0–5.9 months 13% 19% 0.1263
6–23.9 months 9% 12%
24–35.9 months 4% 14%
36–59.9 months 7% 12%
60–71 months 7% 13%
6-year-olds 9% 16%
Total 8% 13%
IYCF and Nutrition    
0–5.9 months 17% 30% 0.036
6–23.9 months 25% 33%
24–35.9 months 26% 45%
36–59.9 months 23% 42%
60–71 months 31% 37%
6-year-olds 26% 37%
Total 25% 38%  
Early stimulation    
0–5.9 months 24% 27% 0.2942
6–23.9 months 30% 36%
24–35.9 months 39% 50%
36–59.9 months 32% 42%
60–71 months 42% 41%
6-year-olds 32% 40%
Total 34% 41%
Parenting support    
0–5.9 months 30% 36% 0.2697
6–23.9 months 32% 49%
24–35.9 months 41% 46%
36–59.9 months 35% 46%
60–71 months 38% 49%
6-year-olds 31% 44%
Total 35% 47%
Hygiene    
0–5.9 months 72% 62% 0.5155
6–23.9 months 69% 71%
24–35.9 months 73% 71%
36–59.9 months 65% 71%
60–71 months 69% 74%
6-year-olds 64% 69%
Total 68% 71%
Child protection    
0–5.9 months 27% 35% 0.2737
6–23.9 months 26% 33%
24–35.9 months 34% 39%
36–59.9 months 27% 36%
60–71 months 37% 40%
6-year-olds 25% 41%
Total 29% 37%
Number of observations 1,189 1,336 2,525

 Source: Author calculations from the administered household survey

 Note: Parental stimulation refers to counselling received by the parents on child stimulation at the hubs 
whereas parental support refers to support provided in the community such as through one-on-one visits
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 Figure 3.2 shows that, generally, a higher proportion of parents and caregivers in the implementation 
sites (Katete and Petauke district) did not receive any type of counselling support services compared to 
those in control sites (Chipata and Chongwe districts). Within the implementation sites, Petauke district 
has a relatively higher proportion of parents and caregivers who did not receive any counselling support 
services. These are located in Titukuke, Kangulu, Nambo, Kabulonga and Dani hubs. In Katete district, 
a relatively higher proportion of parents and caregivers in Galamukani and Chamikango hubs did not 
receive any type of counselling support (14%). The results suggest that programme interventions in the 
integrated hubs need to focus on these areas to ensure that parents and caregivers are provided with the 
counselling and support services which are key for improving child development outcomes.

 

 

Figure 3.2: Proportion of caregivers who have not had any of the training (nutrition, parenting support, early stimulation, 
hygiene, or child protection) by district and ECD hub

 In implementation sites, there was more discussion regarding counselling 
activities at the ECD hubs. Parents and caregivers indicated that they 
are taught how to play with their child(ren) and added that there is a 
positive change in the behaviour of their children when they spend more 
time playing with them. The participants explained that when parents 
play with their children, both parent and child tend to be happier, and 
the bond between them is strengthened. One participant stated that 
“we never used to play with them before and after they were born, 
but for now when you are playing with them, they look at you with 
amusement and know that mum loves me” (18–24, FGD Katete). 
Other parents and caregivers observed that there was a difference in 
behaviour between the older children, who they did not spend time playing 
with, and those that they play with, as explained by one respondent: 
“The older children are not able to sing along to the songs as the 
younger ones do and the other thing is that when matching colours 
the younger ones do it correctly, but the older ones fail, this is as a 
result of the programme they are attending” (18–24, FGD Katete).
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“One participant 
stated that “we 
never used to play 
with them before 
and after they 
were born, but for 
now when you are 
playing with them, 
they look at you 
with amusement 
and know that 
mum loves me” 
(18–24, FGD 
Katete).

 The other activities that parents and caregivers are taught at the Mphalas 
or hubs are related to nutrition, child growth process, playful parenting 
techniques, child protection, and better farming methods. Parents 
and caregivers explained that they are taught how to cook properly to 
retain the nutritional food value, good feeding practices to ensure that 
the children are well nourished, the importance of good nutrition during 
pregnancy, and child safety and security as indicated by the quotes 
below:

 “The other things we learn are cooking, preserving vegetables 
(drying), how many days it takes for the baby to develop in the 
womb and farming practices fully.” (18–24, FGD Katete district)

 “They teach pregnant women the nutritional food to eat, and after 
the child is born, they teach exclusive breastfeeding. We should 
continue giving the baby a balanced diet up to about 2 years so that 
the brain develops fully in 1000 days” (25+, FGD Petauke district)

 “They teach us to protect our children against water and fire 
accidents” (25+, FGD Katete district).

 In terms of benefits, the parents and caregivers acknowledged that the 
parent counselling programmes are not only beneficial for the mothers 
and children, but by also involving men they have resulted in changes in 
attitudes towards play among the menfolk. Other participants indicated 
that the key messages delivered through the programmes are simplified, 
which makes it easier for the less educated parents and caregivers to 
participate. The parents and caregivers also acknowledged that the 
nutrition lessons have helped to reduce malnutrition in the area, whereas 
early learning classes have contributed to a reduction in child herding 
practices in the area, as young boys start school early. Some participants 
highlighted the following benefits:

 “There is a benefit because even fathers have learnt the importance 
of playing with children because they become active” (18–24, FGD 
Katete district) 
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 “Our children are growing up very clever because of the pre-grades 
that the programme has introduced. The programme is shaping the 
future of our children which means the villages will better off in 
future because many children will be educated” (18–24, FGD Katete 
district).

 “Our babies are growing up healthy and active, the programmes 
are very good and simplified that even us who are not learned are 
able to learn something together with our children, in future, we 
may even be able to know how to write a letter” (18-24, FGD Katete 
district)

 “I have liked Mphala because it has managed to keep our children 
in school, in the past at age 7 years children were made to look after 
livestock in the bush, but now after mphala they all go to grade 1” 
(25+, FGD Katete district)

 The male respondents indicated that the main challenge they face in 
participating in the community programmes is that they are breadwinners 
and often have to go out to provide for their family. This usually overlaps 
with the time community programmes are scheduled as highlighted, in 
the responses below. Other male respondents reported that they felt that 
the programmes were mainly targeted towards women, and they are 
often not directly involved. Nevertheless, they pointed out that they learn 
from their wives and still benefit from the programmes.

 “Obstacles are there on my side because the time we are supposed 
to attend training, we are at work, so we lack time to participate in 
the training/teachings” (25+, FGD Petauke district)

 “Here in the village things are tough, from time to time as a man you 
have to hustle to find food and money for the family, so we end up 
missing these meetings” (25+, FGD Petauke district)

“Our babies 
are growing 
up healthy 
and active, the 
programmes are 
very good and 
simplified that 
even us who 
are not learned 
are able to 
learn something 
together with our 
children, in future, 
we may even be 
able to know how 
to write a letter” 
(18-24, FGD 
Katete district)
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 “It’s mostly women who are called upon, because it’s mostly them 
who spend more time with the children but sometimes we are 
considered” (25+, FGD Petauke district)

 “Since we are not directly involved, the only way we learn is when 
our wives come home and share what they have learnt” (25+, FGD 
Petauke district)

 One of the approaches to encourage community participation in the 
counselling programmes is through door-to-door visits by the community-
based volunteers (CBVs). There were mixed messages about the 
frequency of home visits by CBVs. Some parents and caregivers 
reported that they are visited as often as 2–3 times per month, subject to 
their availability, while others said that they had not been visited by the 
CBVs despite being told that they would. Participants who had not been 
visited were not sure why this was the case, as indicated in the quotes 
below.

 “[They visit us] two to three times in a month depending on how 
flexible our programmes are. They always ask us when it would be 
convenient to visit us, and it’s up to us to tell them when” (25+, FGD 
Katete district)

 “Sometimes they visit once a month because they also have other 
businesses to handle” (18–24, FGD Katete district)

 “We were only visited once after registration when they came to 
ask how I breastfeed my child. That was the only time I was visited” 
(25+, FGD Katete district)

 Although most parents and caregivers are generally receptive to 
invitations to participate in counselling programmes aimed at enhancing 
child development, there is resistance among a few. The parents and 
caregivers reported that some community members reside within the 
catchment area of the ECD hubs. Still, they ignore invitations to attend 
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training programmes due to ignorance or negligence. In contrast, others 
engage their children in cattle herding practices. Other participants 
indicated that the lack of participation in the ECD programmes is due to 
poor leadership and lack of transparency, which discourages community 
members from participating. When asked what makes people decide 
not to participate in the community programs, one respondent stated 
that: “Poor leadership; people in leadership suppress others. If 
the leadership is good, things can be better” (18–24, FGD Katete 
district). Other respondents indicated that:

 “When donations meant for the children come, they do not get to 
the intended beneficiaries. They just end up in the leaders’ homes 
and the people they favour for some reason. This discourages 
some people from participating” (18–24, FGD Katete district)

 “It is all about negligence because they think it is a waste of time” 
(18–24, FGD Katete district)

 “Others are just lazy, and they deliberately ignore invitations to 
come” (18–24, FGD Katete district)

3.5 PREGNANCY STATUS, NUMBER AND TIMING 
OF ANC VISITS 

 Access to antenatal care (ANC) services, the frequency and the timing of 
the visit are key for the survival of mother and child. During ANC, health 
providers can identify and manage the risk of morbidity and mortality 
for the mother and child. Table 3.3 shows the percentage distribution 
of parents and caregivers who were pregnant or ever pregnant, ANC 
use and timing of the first ANC visit. Panel A shows that, on average, 5 
per cent of the parents and caregivers were pregnant at the time of the 
survey, with a significantly higher proportion in the implementation sites 
(6%) compared to the control sites (4%). Almost all the 1,473 female 
respondents surveyed had ever been pregnant, and the percentage 
distribution of respondents was similar in the control, and implementation 
sites (99% and 98%, respectively). 

 Although the percentage of female respondents who have ever 
attended ANC for the current or last pregnancy was near-universal, 
this was significantly higher in the control sites (100%) compared to the 
implementation sites (98%). On average, the parents and caregivers in 
the implementation and control sites sought ANC after the first trimester. 
The timing of the first ANC visit as slightly higher in the control sites (3.46 
months) compared to implementation sites (3.37 months). However, 
these differences were not statistically significant. The results suggest 
the need to intensify interventions aimed at encouraging early initiation 
of ANC within the first trimester. 

 The surveyed parents and caregivers received ANC an average of five 
times for the previous or current pregnancy, and the distribution was 
similar in the implementation and control sites. In general, there were no 
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statistically significant differences in the individual pregnancy and ANC attributes among the parents and 
caregivers in implementation and control sites, except for the pregnancy status and ever attended ANC 
attributes.

 During the survey, parents and caregivers were asked about their beliefs and practices towards 
pregnancy and ANC (Table 3.3, Panel B). Among the parents and caregivers who sought ANC care after 
the first trimester, on average about one third (33%) believe that attending ANC after the first trimester 
is right. A disaggregation of the analysis by intervention status shows that a slightly higher proportion of 
parents and caregivers in the control sites (35%) believe that initiating ANC visits after the first trimester 
is right compared to those in implementation sites (32%). However, these differences are not statistically 
significant. Furthermore, the majority of parents and caregivers in the intervention and control sites 
believe that the number of ANC visits that they had for the current, or last pregnancy was right (74% and 
69%, respectively). Concerning intake of iron tablets, a higher proportion of parents and caregivers in 
the implementation sites reported that they took iron in the past seven days (63%) compared to 52 per 
cent in the implementation sites, but this difference was not statistically significant. On a scale of 0 to 3, 
almost all the parents and caregivers (average rating of 2.98) felt that taking iron supplements during 
pregnancy is essential, and the pattern was similar in the control and implementation sites. A significantly 
higher proportion of the parents and caregivers in the control sites took vitamin A supplements after child 
delivery (95%) compared to those in the implementation sites (82%). In general, there were no statistically 
significant differences in parents and caregiver beliefs on the adequacy of the timing and number of ANC 
visits, the practice of taking iron supplements and the awareness of the importance of taking vitamin A 
supplements after the delivery of a child in control and implementation sites.

 Table 3.3: Pregnancy, use of ANC and timing of first ANC, and ANC beliefs by study arm

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
PANEL A: Pregnancy and ANC    
Caregiver currently pregnant 4% 6% 0.0206
Caregiver ever been pregnant 99% 98% 0.295
Ever attended antenatal for current or last 
pregnancy 100% 98% 0.0082

Timing of first antenatal visit 3.46 3.37 0.3866
Number of times received antenatal care for 
current or last pregnancy 4.94 5.04 0.2421

Number of observations 677 796 1473
PANEL B: Caregiver beliefs    
Timing for first antenatal visit for current 
or last pregnant was right [For those who 
attended after 3 months]

35% 32% 0.4796

Number of antenatal visits for current or last 
pregnancy was right 69% 74% 0.1989

Took Iron/Iron Folate in the last 7 days 52% 63% 0.2913
Taking iron supplements during pregnancy is 
important [Score 0–3] 2.98 2.98 0.8142

Took vitamin A after delivery of the child 95% 82% 0.0000
Number of observations 677 796 1473

 Source: Author calculations from the administered household survey

 Parents and caregivers who did not attend ANC in the first trimester were asked their reasons for not doing 
so. The most common reasons provided were the delay in recognizing pregnancy (21% in implementation 
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and 27% in control sites), having no serious health problems (17% in implementation and 23% in control 
sites), and unplanned pregnancy (17% in implementation and 14% in control sites). Notably, about twice 
as many parents and caregivers in the control sites had inadequate knowledge of the benefits of booking/
setting appointments of parents and caregivers compared to those in the implementation sites. These 
results suggest that interventions aimed at encouraging early initiation of ANC could tailor messages to 
enable women to identify the signs of pregnancy, understand the benefits of early booking and prevention 
of unplanned pregnancies (Figure 3.3).

 

 Figure 3.3: Reasons for not seeking antenatal care in the first three months by district 

 Regarding the benefits of seeking ANC, most parents and caregivers in both the control and implementation 
sites reported that ANC enables women to prepare for birth and complications that may arise and 
facilitates the receipt of immunisation, iron and other supplements. In general, relatively more parents 
and caregivers in the implementation sites reported the specific benefits of ANC compared to those in the 
control sites.

 

 Figure 3.4: Benefits of antenatal care by implementation and control site
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 Figure 3.5: Benefits of antenatal care
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CHILD DEVELOPMENTAL 
OUTCOMES AND ECD 
ATTENDANCE RATES             4
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4.1 HIGHLIGHTS

1. ECD ATTENDANCE: 
a. Attendance in ECD hubs and ECE centres was 54 per cent 

in implementation sites (38% ECD and 16% ECE) and 14 
per cent in control sites (since there are no ECD hubs).

b. While attendance rates for ECD hubs for children below 
the age of 5 years were high, with as many as 50 per cent 
of children attending ECD, there were few or no children 
below the age of 5 attending ECE centres in control sites.

c. The most common reason given for not taking their children 
to ECD hubs or ECE was that the children were too young.

d. Cost and distance seem to be more of a barrier to taking 
children to ECE centres in control sites than in the 
intervention sites.

e. Increasing access to early learning in control sites may rely 
on ensuring that centres are built close to the community, 
so that very young children do not have to walk far.

2. DEVELOPMENT MILESTONES:
a. A total of 780 children in implementation sites (Katete 

and Petauke districts = 398) and control sites (Chipata 
and Chongwe districts = 382) sites were assessed for 
neurodevelopmental milestones in five domains, namely 
cognitive, fine motor, gross motor, social, and language.

b. Age-standardized developments scores were slightly 
higher in implementation sites than control sites.

c. Children attending ECD hubs had significantly higher 
scores than their counterparts who were going to ECE 
centres or not attending ECD hubs.
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4.2 BACKGROUND
 One of the key interventions in the ECD programme is to get children to ECD hubs, which provide an 

integrated set of services, including early education, health, and child protection services. Through a 
play-based training programme, ECD hubs are envisaged to innovate beyond the current ECE model, 
and it is hypothesized that children attending ECD hubs will develop higher developmental outcomes such 
as cognitive skills, gross motor skills, social skill, fine motor skills, as well as language and expression. 
The ECD baseline study collected information on ECD attendance, ECE attendance and developmental 
outcomes of children regardless of ECD attendance. While it is not expected that developmental 
milestones for children attending ECD hubs are higher at baseline, we expect that at midline and endline, 
the improvement in development outcomes will be much higher in children attending ECD than those 
attending ECE. Importantly, for the programme to have a real impact, development outcomes for randomly 
selected children in intervention areas should be higher than in control areas.

4.3 ECD AND ECE ATTENDANCE
 Attendance in public ECE centres was almost the same in control sites (14%) and implementation (16%) 

sites (Table 4.1). For implementation sites, an additional 38 per cent of children attended ECD hubs, 
bringing the total ECD and ECE attendance to 54 per cent.

 Breaking up total ECD and ECE attendance by age group, only 1 in 100 among children under than 24 
months (2 years) attend ECE in control sites, while up to 20 in 100 in implementation sites attend ECE 
or ECD (mostly ECD). In implementation sites, half of all children aged 24–35.9 months (2 and 3 years) 
and almost 7 in 10 children aged 36–59.9 months (3-5 years) attend ECE or ECD (mostly ECD). This 
contrasts sharply with control sites where only 4 per cent of all children aged 24–35.9 months and 11 per 
cent of children aged 36–59.9 months attend ECE centres. The share attending ECE centres in control 
sites increases to about 3 in 10 for children who are between 5 and 6 years, but this is less than half the 
share of children with opportunities to attend ECE/ECD in implementation sites (more than 8 in 10 among 
children aged 5 and 6).

 Table 4.1: ECD hub attendance, by study arm
Variable Control sites Implementation sites Difference

Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)  

% % P-value
Total ECD/ECE attendance 14% 54% 0
Total ECE attendance 14% 16%
Total ECD attendance 0% 38% 0
Attendance of ECD/ECE hubs 
by age
0–5.9 months 1% 14% 0.006
6–23.9 months 1% 20% 0
24–35.9 months 4% 51% 0
36–59.9 months 11% 68% 0
60–71 months 36% 83% 0.0001
6-year-olds 32% 82% 0.0002
Number of observations 1,198 1,357 2,555

 Source: Author calculations from the administered household survey

 There was wide variation in total ECD and ECE attendance rates by ECD hub/ECE centre, with all areas in 
implementation districts having higher attendance than control districts (Figure 4.1). Overall Katete district 
had the highest attendance rates. In villages around Katete district hubs, attendance rates were highest 
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in Chikoti (82%) and lowest in Kholowa (44%). Attendance rates in Chamikango/Duka, Chamikango, 
Chipepe and Galamukani ranged between 52 per cent and 57 per cent. The ECD hub in Petauke district 
that had the highest attendance was Katambo (71%) with the lowest being Kabulonga hub (29%). The 
other hubs in Petauke district had attendance rates in the range of 38 per cent and 56 per cent.

 ECE centres in Chongwe district had much higher ECE attendance rates (21% in Nkomesha and 18% 
in Chinkuli) compared to centres in Chipata district, which had attendance rates of between 6 per cent 
and 16 per cent. Katandala hub had the highest attendance rate (16%) while Dambe hub had the lowest 
(6.3%). 

 

 

Figure 4.1: ECD hub/ECE centre attendance by ECD hub/ECE centre by district and hub/centre

 Parents and caregivers who were not taking their children to an ECD hub or ECE centre were asked to 
give reasons for their choice. They could give more than one reason (Figure 4.2). In implementation sites, 
the most common reason reported by 8 in 10 caregivers was that children were too young, with about 6 
in 10 reporting the same in control sites. While less than 1 in 10 parents and caregivers gave the reason 
that it was expensive or that it was too far, almost 2 in 10 in control sites indicated that cost and distances 
were the reasons for not taking children to ECE centres.
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 Figure 4.2: Reasons for not taking the child to ECD hub or ECE centre by district  

 We asked parents and caregivers to state which age they would prefer to have their children start attending 
ECD hubs or ECE centres (Figure 4.3). Parents and caregivers in Katete district hubs were more open to 
younger children attending ECD or ECE followed by Petauke district (preferred average age across hubs 
ranging from 2.3 years to 4.1 years). In control districts, on the other hand, the preferred age ranged from 
4.3 years to 5.2 years. 

 

Figure 4.3: Preferred age for a child to attend ECD hub or ECE centre
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4.4 CHARACTERISTICS OF CHILDREN IN THE NEURODEVELOP-
MENTAL ASSESSMENT SAMPLE

 From the 2,555 children in the ECD baseline, 780 were in the neurodevelopment assessment sample. The 
key characteristics of children in the neurodevelopment assessment in both control and implementation 
sites are shown in Table 4.2 (see Appendix C for the results by districts). Children in the neurodevelopmental 
sample were on average 3 years old, with those in control sites slightly older (42 months) than those in 
implementation sites (35 months). Thus, the scores were age-standardized. 

 The sample consisted of an equal share of girls and boys in both control sites (45%) and implementation 
sites (49%). Most of the children were born in health facilities (control = 95%, implementation = 94%) 
but the proportion of children who had their births registered was slightly fewer in control sites (57%) 
compared to implementation sites (70%). Overall, 15 per cent of the children in the neurodevelopmental 
sample were attending ECE centres in control sites, with a slightly lower share (12%) in implementation 
sites. However, the share of children in the neurodevelopmental sample attending some early learning 
centre (ECD hub or ECE centre) was 50 per cent in implementation sites.  

 Table 4.2: Characteristics of children in the neurodevelopmental assessment 

Variable

Control sites Implementation sites Difference
Overall 
(Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs Control)  

 % % P-value
Age in months – Mean [0–72 
months] 42.19 35.35 0

Girls 45% 49% 0.1929
Born in health facility 95% 94% 0.8358
Birth registered 57% 70% 0.1488
Attends ECD hub 0% 38% 0
Attends other ECE centre 15% 12% 0
Average monthly household 
income-Mean (SD) 615.4(96.0) 490.7 (56.6) 0.1021

Stunted (percentage) 35% 37% 0.7374
Wasting (percentage) 4% 3% 0.6077
Number of observations 382 398 780

 Source: Author calculations from the administered household survey

 The average monthly income was slightly higher in control sites (ZMW615.4) than in implementation sites 
(ZMW490.7), but the difference was not statistically significant. Similarly, nutritional outcomes – stunting 
and wasting – were not statistically different between control sites (stunting = 35%, wasting = 4%) and 
implementation sites (stunting = 37%, wasting = 3%). 

4.5 DEVELOPMENTAL MILESTONES
 The ECD programme is premised on an integrated approach to child development that aims to ensure 

that a child develops in all major domains: cognitive, fine motor, gross motor, social, and language. The 
ECD baseline study conducted a neurodevelopmental assessment of 382 children in control sites and 
398 children in implementation sites. As mentioned earlier, the study used the Malawi Developmental 
Assessment Tool (MDAT) to assess children in the four out of the five domains (fine motor, gross motor, social, 
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and language). Since the MDAT does not have a cognitive component, the Rapid Neurodevelopmental 
Assessment (RNDA) tool was used to assess children’s cognitive development. 

 Table 4.3 reports the average scores (and standard deviations) across all five domains by ECD 
attendance. Beginning with the cognitive domain which had a range of 1 to 42, we find a higher score 
of 29.88 (maximum possible 42) in control sites compared to 28.07 in implementation sites. In a typical 
assessment where one looks at whether children are able to get everything (100%), this would mean that 
children achieved 71 per cent in control sites and 67 per cent in implementation sites. This difference, 
however, is only significant at the 10 per cent level, implying that the cognitive score differences in control 
and implementation sites are not very strong. 

 The fine motor domain, gross motor, social, and language domains had a range of 1–34. Without 
accounting for the age of children, control sites had significantly higher scores than implementation 
sites in all developmental domains. Interestingly, children performed worse on average in fine motor and 
language than in gross motor and social domain in both control sites (fine motor = 26.9/34, language 
= 25.9/34 vs gross motor = 28.4/34, social = 28/34)) and implementation sites (fine motor = 24.8/34, 
language = 23.1/34 vs gross motor = 27/34, social = 27/34)). 

 Table 4.3: Child development outcomes, by study arm 

Variable
Control sites Implementation sites Difference
Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)  

 Mean Mean P-value
Cognitive domain (1–42) 29.88 28.07 0.0603
Fine motor domain (1–34) 26.91 24.76 0.0012
Gross motor domain (1–34) 28.35 26.97 0.0083
Social domain (1–34) 28.03 26.66 0.0002
Language domain (1–34) 25.92 23.09 0.0234
Number of observations 382 398 780

 Source: Author calculations from survey data
 
 A simple comparison of scores without regard to a child’s age is misleading; older children are more likely 

to have higher development accounts. We thus need to adjust the score so that the comparison is for 
children of the same age. Once adjusted for age, children in implementation sites have significantly higher 
scores on cognition, gross motor, and social domains (Figure 4.4). The cognition domain is more precisely 
estimated with very tight confidence intervals.
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 Figure 4.4: Child developmental score adjusted for age

 It is important to see whether it is children attending ECD hubs that are driving developmental scores 
up in implementation sites. We find that children attending ECD hubs have age-standardized scores 
in all domains compared to children attending ECE or children not attending ECD or ECE (Table 4.4). 
Although significant, the differences are not very big. If the ECD programme is effective, the gap in these 
developmental outcomes should widen at follow-up.

 Table 4.4: Age-standardized child development outcomes by ECD hub, ECE centre, and no attendance

Domain  Attending 
ECD Attending ECE Not attending 

any
Number of 

observations
Cognitive domain 
(1–42)

Mean score 
[95% CI] 31.2 [ 31-31.3] 27.2 [20.6-33.8] 30.1 [29.4-30.8] 711

Fine motor 
domain 1–34)

Mean score 
[95% CI] 27.3 [27.0-27.5] 25.9 [24.4-27.5] 26.7 [24.9-28.4] 711

Gross motor 
domain (1–34)

Mean score 
[95% CI] 29.3 [28.9- 29.7] 27.2 [25.5 -29.0] 28.3 [27.3- 29.2] 711

Social domain 
(1–34)

Mean score 
[95% CI] 29.5 [28.8-30.2] 26.5 [24.7   28.4] 27.9 [26.7-29.3] 711

Language 
domain 1–34)

Mean score 
[95% CI] 26.4 [25.9-26.8] 24.6 [22.6-26.6] 25.7 [24.4-26.9] 711

 Source: Author calculations from survey data
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CHILD HEALTH AND 
NUTRITION5
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5.1 HIGHLIGHTS

1. NUTRITIONAL OUTCOMES
a. Stunting among children aged 0–6 years was higher in the 

control sites (36%) than in implementation sites (32%). This 
was true across all age groups.

b. In both control and implementation sites, stunting was 
highest in the youngest age group of 6–23.9 months 
(control = 45%, implementation = 44%). It then fell gradually 
– with sharper falls in implementation sites until it reached 
the lowest level in the oldest age group of 60–71 months, 
where only 13 per cent were stunted in the control sites and 
14 per cent in the implementation sites.

c. Similarly, underweight prevalence was higher in control 
sites than the implementation sites (11% vs 8%). In the 
control sites, underweight prevalence was highest among 
those aged 36–59.9 months (14%) and lowest (8%) in 
children age 60–71 months.

d.  However, wasting was broadly similar across study arms, 
though it was slightly higher in implementation (4%) than 
control sites (3%).

e. In both the implementation and control sites, wasting did 
not vary much across the age groups but appeared to be 
significantly higher in 60–71 months age group compared 
to all other younger age groups.

2. CHILDREN WITH MINIMUM DIETARY DIVERSITY 
AND MINIMUM ACCEPTABLE DIET
a. The proportion of children with minimum dietary diversity 

was significantly higher in the implementation sites (50%) 
than in the control sites (28%), and this was true across all 
age groups (except for age group 24–35.9 months).

b. The proportion of children aged 6–23.9 months who are fed 
a minimum acceptable diet was higher in implementation 
sites (breastfeeding = 24%, not breastfeeding = 9%) than 
in control sites (breastfeeding = 11%, not breastfeeding = 
3%).

c. Overall, more children had received vitamin A capsule in the 
six months preceding the baseline study in the control sites 
(89%) than in the implementation sites (83%), although this 
difference is not statistically significant.
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3. BREASTFEEDING AND WEANING: PREVALENCE AND PRACTICES
a. Overall, there was no significant difference in the proportion of children ever breastfed 

between the implementation and control sites. However, more children had been exclusively 
breastfed in implementation sites (56%) than in control sites (7%), and this difference is 
statistically significant.

b. Most mothers initiated breastfeeding in the first hour after birth, and there were no significant 
differences between the implementation sites and control sites.

c. There was no significant difference between the implementation and control sites on the 
average age when infants were started on complementary solid or semisolid foods, but most 
of these were given other liquids with breastfeeding before 5.9 months.

d. Overall, more children were given liquids or solid foods with breastfeeding (5.9 or younger) 
in control sites (93%) than implementation sites (44%), and this difference is statistically 
significant.

e. For children older than 6 months, more children were given liquids or solid foods with 
breastfeeding in implementation sites (22%) than control sites (18%), although this difference 
is not statistically significant.

4. PREVALENCE OF CHILDHOOD DIARRHOEA AND MAJOR SICKNESS AND 
CARE-SEEKING BEHAVIOUR AND TREATMENT
a. There were no significant differences in the major illnesses reported between the control and 

implementation sites in the two weeks preceding the ECD baseline survey.  

b. However, more children (88%) that reported a major illness in implementation sites received 
treatment as compared to 81 per cent in control sites.

c. 1 in 10 children experienced diarrhoea prior to the ECD baseline, and this was true in both 
control and implementation sites.

d. Care seeking for diarrhoea was, however, significantly higher in control than implementation 
sites.

e. More children (83%) in the implementation sites received deworming (Ante-helminth) tablets 
within the six months preceding the ECD baseline survey as compared to 70 per cent in the 
control sites, and this difference is statistically significant.

5. CHILDHOOD IMMUNISATION, VACCINATION KNOWLEDGE, PRACTICES AND 
BELIEFS
a. There were more children aged 12–23 months who were fully immunised in implementation 

sites (91%) than in control sites (86%) by the time of the ECD baseline survey. 

b. Overall, implementation sites had more parents and caregivers (67%) than control sites 
(54%) who believed that vaccinations are meant to treat illness when children are sick.

c. The proportion of parents and caregivers who believed that vaccinations prevent children 
from falling sick did not vary across the implementation and control sites.
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5.2 BACKGROUND
 Health and nutrition of a child is an important outcome of responsive caregiving and is a key determinant of 

a child’s long-term health and economic outcomes. Information on a wide range of key nutrition and child 
health indicators for children 0–6 years was collected for the ECD baseline study in the implementation 
and control sites. The information that was collected includes data on anthropometry, dietary intake, 
immunisation, breastfeeding, illness and care-seeking. 

5.3 NUTRITIONAL OUTCOMES: ANTHROPOMETRIC SCORES 

 The nutritional status of children 0–6 years is an important proxy measure of children’s health. The 
anthropometric data on height and weight collected in the ECD baseline study permit the measurement 
and evaluation of the nutritional status of young children in the implementation and control sites. Using 
the anthropometric data, stunting, underweight, and wasting can be computed. Stunting is an indicator of 
linear growth retardation and cumulative growth deficits in children. Stunting reflects a failure to receive 
adequate nutrition over a long period and can be affected by recurrent and chronic illness. Stunting, 
therefore, represents the long-term effects of undernutrition in a population and is not sensitive to recent, 
short-term changes in dietary intake.

 Underweight represents a failure to receive adequate nutrition in the short period immediately preceding 
the survey and may be the result of inadequate food intake or a recent episode of illness, which causes 
loss of weight and the onset of malnutrition. Wasting, on the other hand, is an important indicator of acute 
malnutrition and may even signal disease.

5.3.1 STUNTING
 On average, 36 per cent of the children aged 6–71 months in the control sites were stunted as 

compared to 32 per cent in the implementation sites (Table 5.1). Stunting was higher in the control 
sites across all the age groups. In both control and implementation sites, stunting was highest 
in the youngest age group 6–23.9 months (control = 45%, implementation = 44%). It then fell 
gradually – with sharper falls in implementation sites until it reached the lowest level in the oldest 
age group 60–71, where only 13 per cent were stunted in the control sites and 14 per cent in 
the implementation sites. These patterns underscore that growth faltering occurs early in life, and 
nutritional interventions should be strengthened in the first three years of life.

 Table 5.1: Stunting prevalence by study arm and age

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Stunting:    
6–23.9 months 45% 44% 0.8234
24–35.9 months 51% 37% 0.0035
36–59.9 months 36% 28% 0.0498
60–71 months 14% 13% 0.8935
All 36% 32% 0.107
Number of observations 908 1,093 2,001

 Source: Author calculations from the administered household survey. 

 Note: Number of observations excludes the 6-year-olds, 72 months.
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 There was also a wide variation in stunting rates across ECD hubs in both the implementation and control 
sites (Figure 5.1). For example, in Petauke district, the highest proportion of stunted children (37%) was in 
villages around Katambo ECD hub and the lowest (26%) in the villages around Kabulonga hub. Similarly, 
for Katete district, the highest proportion of stunted children (38%) was in villages around Chamikango 
ECD hub and the lowest (12%) in the villages around Chikoti hub. In the control sites, the highest proportion 
of stunted children (40%) was in villages around Nkomensha primary school hub and the lowest (32%) in 
the villages around Chinkuli primary school in Chongwe district. Similarly, for Chipata district, the highest 
proportion of stunted children (45%) was in villages around Dambe and the lowest (30%) in the villages 
around Maguya Zone School.

 

 Figure 5.1. Proportion of all children who were stunted by study arm and hub

5.3.2 UNDERWEIGHT 
 Overall, 8 per cent of the children aged 6–71 months in implementation sites were underweight as 

compared to 11 per cent in the control sites (Figure 5.2). The rates of underweight prevalence were 
almost the same across the age groups in the implementation sites. In the control sites, underweight 
prevalence was highest among those age 36–59.9 months (14%) and lowest (8%) in children age 
60–71 months. Underweight prevalence was significantly higher in the control sites among those 
age 36–59.9 months (14%) as compared to the same age group in the implementation sites.
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 Table 5.2: Underweight prevalence by study arm
Variable

Control sites Implementation 
sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Underweight:    
6–23.9 months 10% 8% 0.4186
24–35.9 months 11% 9% 0.6392
36–59.9 months 14% 9% 0.0053
60–71 months 8% 8% 0.8716
All 11% 8% 0.055
Number of observations 949 1,093 2,042

 Source: Author calculations from the administered household survey

 There are some variations in underweight rates across ECD hubs in both the implementation and 
control sites (Figure 5.2). However, most villages around the ECD hubs in the control sites have a 
higher proportion of underweight children as compared to those in the implementation sites. For 
example, in Chongwe district, the highest proportion of underweight children (16%) was in villages 
around Nkomensha primary school and the lowest (13%) in the villages around Chinkuli. Similarly, 
for Chipata district, the highest proportion of underweight children (13%) was in villages around 
Nsingo and the lowest (7%) in the villages around Maguya Zone School. In the implementation 
site (Katete district), the highest proportion of underweight children (13%) was in villages around 
Chamikango ECD hub and the lowest (6%) in the villages around Chipepe ECD hub. Similarly, for 
Petauke district, the highest proportion of underweight children (15%) was in villages around Dani 
and the lowest (4%) in the villages around Nambo ECD hub.

 

 Figure 5.2: Proportion of all children who were underweight by district and hub
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5.3.3 WASTING 
 Overall, 4 per cent of the children aged 6–71 months in the implementation sites were wasted 

as compared to 3 per cent in the control sites (Table 5.3: Wasting prevalence by study arm). In 
both the implementation and control sites, wasting did not vary much across the age groups but 
appeared to be significantly higher in the 60–71 months age group compared to all other younger 
age groups. 

 Table 5.3: Wasting prevalence by study arm

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Wasting:    
6–23.9 months 3% 4% 0.3076
24–35.9 months 3% 2% 0.5668
36–59.9 months 2% 3% 0.3364
60–71 months 5% 7% 0.154
All 3% 4% 0.1771
Number of Observations 907 1,061 1,968

 Source: Author calculations from the administered household survey

 Although there were some variations in wasting rates across ECD hubs in both the implementation 
and control sites (Figure 5.3), most villages around the ECD hubs in the implementation sites had 
a higher proportion of wasted children as compared to those in the control sites. For example, in 
Katete district, the highest proportion of wasted children (12%) was in villages around Chikoti ECD 
hub and the lowest (0%) in the villages around Chamikango/Duka ECD hub. Similarly, for Petauke 
district, the highest proportion of wasted children (7%) was in villages around Dani and the lowest 
(0%) in the villages around Nambo. In the control sites, Chongwe district, the highest proportion 
of wasted children (6%) was in villages around Nkomensha and the lowest (5%) in the villages 
around Chinkuli. Similarly, for Chipata district, the highest proportion of wasted children (3%) was 
in villages around Nsingo and the lowest (1%) in the villages around Katandala.

  

Figure 5.3. Proportion of children who were wasted by district and ECD hub
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 During the qualitative interviews, parents and caregivers in the intervention and the control sites 
stated that they took their children to the under-five clinic to, among other things, monitor child 
growth and nutrition. The main reasons given for taking children to the clinics included: wanting 
to know the weight of the child and how they are doing (regular anthropometric measurements, 
i.e. weight and height of children), keeping track of the child’s growth pattern, learning more about 
child’s health, nutrition and how the baby feeds as well as prevention of malnutrition.

 “We want to know how healthy our children are growing, and we do it [attend under-five clinic] 
every month. We compare the child’s weight at every under-five visit so that we ascertain whether 
the child is gaining weight or not. If the weight is decreasing, we are advised on the diet for the 
child, and if the weight is okay, they encourage us to continue with what we are giving the child... 
The child is weighed at the under-five clinic, and if the weight is low, then it’s a sign that the child 
is unwell and needs attention, and if the weight is okay, it shows that the baby’s health is good” 
(Petauke district, FGD Women 25 years and above)

 “When a child is not growing well, the child may be malnourished and at the under-five clinic they 
will be able to see. They will be able to see the sickness a child has” (Chipata district, FGD Women 
25 years and above)

 “We are taught to prepare porridge with ingredients such as groundnuts, soya flour or pounded 
kapenta. This makes the baby’s weight to go up” (Chongwe district, FGD Women 25 and above)

 It was also noted that lack of food for the children was a source of concern in the villages in the 
intervention sites (Katete and Petauke districts). A mother in Petauke district (Dani, 18 to 24 years) 
said: “If we do not harvest enough food we get worried that our children may be malnourished due 
to hunger”. Likewise, a mother in Katete district (Chipepe, 25 years and above) said: “We usually 
have a shortage of food for our children to eat at school. They leave home very early and come 
back late, so food is not supposed to be in short supply.” Another father in Katete district (Chipepe, 
25 years and above) said: “We want our children to have good health. This requires parents to take 
good care of children and work hard to provide food for the children to be healthy.”

5.4 MINIMUM DIETARY DIVERSITY, MEAL FREQUENCY, MINIMUM 
ACCEPTABLE DIET AND MICRONUTRIENTS 

 Minimum dietary diversity is a proxy measure of diet adequacy, specifically micronutrient adequacy. The 
cut-off of at least four out of seven possible food groups was selected by UNICEF because it is associated 
with better quality diets for both breastfed and non-breastfed children. Consumption of foods from at least 
four food groups on the previous day suggests that in most populations the child had a high likelihood of 
consuming at least one animal-source food, one fruit or vegetable and a portion of staple food (grain, root 
or tuber) during that day. 

 Minimum meal frequency measures the frequency of complementary food intake and is a proxy for energy 
intake from foods other than breastmilk. Starting at around six months of age, breastmilk alone is no longer 
able to meet the dietary needs of the infant. Safe, nutritious complementary foods are needed in addition 
to breastmilk (or appropriate replacement milk). Minimum meal frequency is an indicator of adequate 
energy intake to sustain growth needs based on the WHO guidelines for complementary feeding of the 
breastfed and non-breastfed child. The indicator proportion of the children receiving a minimum meal 
frequency is defined as a percentage of breastfed and non-breastfed children aged 6–23 months who 
received solid, semisolid, or soft foods (including milk feeds for non-breastfed children) the minimum 
number of times or more during the day before the ECD baseline survey. 
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 Infant and young child feeding (IYCF) practices (minimum acceptable diet) take into account the number 
of food groups consumed, feeding frequency and consumption of breastmilk or other types of milk or milk 
products. Breastfed children are considered to be fed within the minimum standards if they consume at 
least four food groups and receive food other than breastmilk. Minimum acceptable diet is the proportion 
of children 6–23.9 months of age who receive a minimum acceptable diet (apart from breastmilk).

 Regarding micronutrients, infants and children have increased vitamin A requirements to promote rapid 
growth and to help combat infections. Inadequate intake of vitamin A at this age could lead to vitamin A 
deficiency, which, when severe, may cause visual impairment (night blindness) or increase the risk of 
illness and mortality from childhood infections such as measles and those causing diarrhoea.10

5.4.1 MINIMUM DIETARY DIVERSITY

 The proportion of children with minimum dietary diversity was significantly higher in the 
implementation sites (50%) than in the control sites (28%) (Table 5.4). The proportion of children 
with minimum dietary diversity was significantly higher across all the age groups (except for age 
group 24–35.9 months) in the implementation sites as compared to the control sites.

 Table 5.4: Dietary diversity and micronutrients by study arm

Variable
Control sites Implementation 

sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Age group    
6–23.9 months 22% 46% 0.0005
24–35.9 months 30% 49% 0.1386
36–59.9 months 28% 53% 0.0124
60–71 months 31% 49% 0.0531
6-year-olds 28% 51% 0.0052
All 28% 50% 0.008
Number of observations 1,113 1,296 2,409

 Source: Author calculations from the administered household survey

 Although there was a wide variation in dietary diversity across ECD hubs in both implementation 
and control sites (Figure 5.4), most villages around the ECD hubs in the implementation sites 
had a higher proportion of children with minimum dietary diversity as compared to those in the 
control sites. For example, in Katete district, the highest proportion of the children with minimum 
dietary diversity (67%) was in villages around Chikoti ECD hub and the lowest (15%) in the villages 
around Chamikango hub. Likewise, for Petauke district, the highest proportion of the children with 
minimum dietary diversity (46%) was in villages around Kabulonga ECD hub and the lowest (32%) 
in the villages around Nambo ECD hub.

 In the control sites, Chongwe district, the highest proportion of children with minimum dietary 
diversity (29%) was in villages around Nkomensha primary school and the lowest (15%) in the 
villages around Chinkuli. Similarly, for Chipata district, the highest proportion of children with 
minimum dietary diversity (35%) was in villages around Dambe and the lowest (13%) in the villages 
around Maguya Zone School.
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 Figure 5.4: Proportion of children 6–23.9 months with minimum dietary diversity by district and hub

5.4.2 MINIMUM MEAL FREQUENCY, MINIMUM ACCEPTABLE DIET, AND 
MICRONUTRIENTS 

 Minimum meal frequency and minimum acceptable diet are computed for children 6–23.9 months 
separately for those breastfeeding and those not breastfeeding (Table 5.5, Panel A). In both the 
implementation and control sites, the proportion of children aged 6–23.9 months with minimum 
meal frequency was higher for those who were breastfed as compared to those who were not 
breastfed. Control sites had slightly more breastfed children with minimum meal frequency (52%) 
than implementation sites (51%). Similarly, the proportion of children who were not breastfed with 
minimum meal frequency was considerably higher in implementation sites (about 12%) than control 
sites (about 5%).

 Regarding minimum acceptable diet (Table 5.5, Panel B), generally, in both the implementation and 
control sites, there was a higher proportion of children aged 6–23.9 months who were breastfeeding 
than those not breastfeeding who were fed a minimum acceptable diet. The proportion of children 
aged 6–23.9 months who were fed a minimum acceptable diet was higher in implementation sites 
(breastfeeding = 24%, not breastfeeding = 9%) than in control sites (breastfeeding = 11%, not 
breastfeeding = 3%). 
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 Table 5.5: Minimum meal frequency, minimum acceptable diet and vitamin A for children 6–23.9 months
Variable Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Panel A: Minimum meal 
frequency    

Breastfeeding 52% 51% 0.9366
Not breastfeeding 5% 12% 0.1131
Panel B: Minimum acceptable 
diet    

Breastfeeding 11% 24% 0.0881
Not breastfeeding 3% 9% 0.2028
Child has received vitamin A 
capsule in last six months (n) 89% 83% 0.0566

Number of observations 240 308 548
 Source: Author calculations from the administered household survey

 When stratified by district and hub, results show wide variation across hubs in the proportion of 
children aged 6–23.9 months with minimum acceptable diet (Figure 5.5). For example, in Katete 
district, the highest proportion of children aged 6–23.9 months with minimum acceptable diet (67%) 
was in villages around Chikoti ECD hub and the lowest (0%) in the villages around Chamikango/
Duka ECD hubs. Similarly, for Petauke district, the highest proportion of children aged 6–23.9 
months with minimum acceptable diet (21%) was in villages around Katambo ECD hub and the 
lowest (0%) in the villages around Titukuke and Nambo ECD hubs.

 In the control site (Chongwe district), the highest proportion of children with minimum acceptable 
diet (13%) was in villages around Nkomensha primary school and the lowest (4%) in the villages 
around Chinkuli. Similarly, for Chipata district, the highest proportion of children with minimum 
acceptable diet (21%) was in villages around Dambe and the lowest (0%) in the villages around 
Nsingo and Maguya Zone School.

 

 
 Figure 5.5: Proportion of children 6–23.9 months with minimum acceptable diet by district and hub
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 Turning to micronutrients, overall, more children had received vitamin A capsule in the six months 
preceding the baseline study in the control sites (89%) than in the implementation sites (83%), and 
the difference is statistically significant (10% level) (Table 5.5).

 In qualitative discussions, caregivers from the intervention and control sites mentioned that they 
fed their children as they were advised by community health workers and health workers during 
under-five activities. These activities were held at least once a month. They noted that not following 
this feeding guidance sometimes made the children sick or that their weight would be stunted. 
Caregivers were generally able to explain how to feed their children, depending on their age, and 
how mothers should deal with issues of low breastmilk supply. 

 

 

“When a child is born we just breastfeed them, at 6 months we give them porridge them afterwards 
that is when we give them solid food and water” (Women 25+ years, FGD, Kholowa Village, Katete 
district)

 “When you have been told at the clinic that your breast has a problem [low milk supply], you have 
to be serious with porridge preparing with groundnuts, also buying milk for babies and you have to 
prepare the porridge in the morning and in the afternoon, and the child will grow very well” (Women 
25+ years, Katandala, Chipata district)

 The respondents (both males and females) in the intervention and control sites reported that babies 
need to consume foods from at least a minimum of four food groups. The four food groups should 
be at least one animal-source food (e.g. eggs, fish, cow’s milk), one fruit or vegetable and a staple 
food (grain, root or tubers) during that day.

 “We are taught about nutrition and how to give a balanced diet to the child, how to prepare porridge 
with pounded kapenta or dried pounded pumpkin leaves” (Petauke district, FGD women, 25 years 
and above) 
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 “They teach pregnant women, the nutritional food to eat, and after the child is born, they teach 
exclusive breastfeeding. We should continue giving the baby a balanced diet up to about two years 
so that the brain develops fully in 1000 days” (Petauke district, FGD women, 25 years and above)

 There were mixed views from the respondents about the minimum number of times that breastfed 
and non-breastfed children aged 6–23 months receive their meal per day. In general, there seems 
to be a lack of diversity in the meals given to babies, as evidenced by the quotes below:

 “In the morning when we finish our chores, we give the baby porridge with groundnuts, at midday 
as we have our lunch we again give the child porridge with groundnuts” (FGD women, 25 years and 
above Katete district)

 “As for me in the morning I give the child porridge with salt and groundnuts at midday I give fruit if 
it’s available and, in the evenings, again I give porridge with groundnuts” (FGD women, 25 years 
and above Katete district)

 “In the morning we give the child porridge, at midday and afternoons we give the child porridge” 
(FGD women, 25 years and above Katete district)

 Feeding the children was widely viewed to be a gender role. The women in the control site (Chinkuli 
Village) mentioned that while it was their male partners’ duty to ensure that there was sufficient 
food in the household for the children, the mothers were supposed to ensure that the children 
were well fed and well looked after, and it was a general belief that women without male partners 
were disadvantaged. However, single-parent homes were cited as being able to raise their children 
fairly well and sometimes even better than two-parent homes. A woman from Chinkuli Village in 
Chongwe district said: “Some people are not married, and they have children, and they look after 
those children very well. Some are married, but they do not look after the children well” (18 to 24, 
Chinkuli Village, Chongwe district). However, others still felt that leaving their children in the care 
of unmarried people would cause their children to be ill-treated (starved) or not guided well on the 
right conduct and that grandparents were the best caregivers and teachers, due to their experience. 

5.5 BREASTFEEDING AND WEANING: PREVALENCE AND 
PRACTICES 

 Breastfeeding has many health benefits for both the mother and infant. Breastmilk contains all the 
nutrients an infant needs in the first six months of life. Breastfeeding protects against diarrhoea and 
common childhood illnesses such as pneumonia and may have longer-term health benefits for the mother 
and child, such as reducing the risk of being overweight, and obesity in childhood and adolescence. 
Breastfeeding has also been associated with higher intelligence quotient (IQ) in children.

 Overall, there is no significant difference in the proportion of children ever breastfed between the 
implementation and control sites, but significantly more children were exclusively breastfed in 
implementation sites (56%) than in control sites (7%) (Table 5.6, Panel A). Exclusive breastfeeding means 
that an infant receives only breastmilk from his or her mother or a wet nurse, or expressed breastmilk, and 
no other liquids or solids, not even water.11 

11 UNICEF, 2014.
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 Table 5.6: Breastfeeding and weaning: prevalence and practices by district

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
    
Panel A    
Breastfeeding prevalence    
Child ever breastfed 97% 97% 0.8109
Child exclusively breastfed 7% 56% 0.0001
Panel B    
Breastfeeding and weaning practices    
1. Time after birth when child was put to 
breast (n) 0.98 0.73 0.4281

2. Perceived importance of starting 
breastfeeding at that time after birth (Score) 3.39 3.11 0.0154

3. Age of child at introduction of solid foods 
(Average age in months) (n) 5.92 5.99 0.2948

4. Child given liquids or solid foods with 
breastfeeding (5.9 or younger) (n) 93% 44% 0.0001

5. Child given liquids or solid foods with 
breasting (six or more months) (n) 18% 22% 0.687

 Source: Author calculations from the administered household survey

 Stratified by district and hub, in both the implementation and control sites, results show variation across 
hubs in the proportion of children exclusively breastfed (Figure 5.6). For example, for the implementation 
sites, in Katete district, the highest proportion of children exclusively breastfed (80%) was in villages 
around Chipepe ECD hub and the lowest (0%) in the villages around Chikoti, Chamikango and Duka ECD 
hubs. Similarly, for Katete district, the highest proportion of children exclusively breastfed (80%) was in 
villages around Titukuke and Kangulu Community School ECD hubs and the lowest (50%) in the villages 
around Dani ECD hub. 

 In the control site (Chongwe district), the highest proportion of children exclusively breastfed (17%) was 
in villages around Chinkuli primary school and the lowest (7%) in the villages around Nkomensha primary 
school. Similarly, for Chipata district, the highest proportion of children exclusively breastfed (25%) was in 
villages around Dambe and the lowest (0%) in the villages around Nsingo and Maguya Zone School.
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 Figure 5.6: Proportion of children exclusively breastfed by district and hub

 With regard to breastfeeding practices, most of the mothers initiated breastfeeding in the first hour after 
birth (Table 5.6, Panel B). There were no significant differences between the implementation sites and 
control sites in terms of initiation of breastfeeding. Early initiation of breastfeeding is important for both 
the mother and the child. Early suckling stimulates the release of prolactin, which helps in the production 
of milk, and oxytocin, which is responsible for the ejection of milk. Oxytocin stimulates contraction of the 
uterus after childbirth and reduces postpartum blood loss. Colostrum is highly nutritious and contains 
antibodies that provide natural immunity to the infant.12 The results in Table 5.6 above show that the 
majority of mothers and caregivers agreed that it is very important to start breastfeeding in the first hour 
after birth. There were no significant differences across the implementation and control sites on the 
perceived importance of starting breastfeeding within the first hour after birth. The main reasons across 
the districts why mothers did not breastfeed in the first hour after birth included: mother needed medical 
attention, the baby needed medical attention, and there was no milk in the mother’s breast (Figure 5.7). 

12 Central Statistical Office (CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF International, 2014. 
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 Figure 5.7: Reasons for not putting child to breast earlier, by district

 Introducing breastmilk substitutes to infants before six completed months can contribute to breastfeeding 
failure. These substitutes, such as milk formula, other kinds of milk, and porridge, lack important nutrients 
such as fatty acids and antibodies required to improve the health of the baby. Furthermore, possible 
contamination of these substitutes exposes infants to the risk of illness.13 There was no significant 
difference between the implementation and control sites on the average age when infants were started 
on complementary solid or semisolid foods, but most of these were given other liquids with breastfeeding 
before 5.9 months (Table 5.6, Panel B). Overall, more children were given liquids or solid foods with 
breastfeeding (5.9 or younger) in control sites (93%) than implementation sites (44%), and this difference 
is statistically significant. For children older than 6 months, more children were given liquids or solid foods 
with breastfeeding in implementation sites (22%) than control sites (18%), although this difference is not 
statistically significant.

 During the qualitative interviews, most of the respondents in the intervention and controls sites were 
aware of the good breastfeeding practices, including hygiene. They reported that the baby is supposed to 
be breastfed immediately after birth. The baby is only supposed to be given breastmilk until they are six 
months old because it is important for the health of the baby. 

 “Immediately the baby is born, the baby is supposed to start breastfeeding. This is because the first milk is 
so important to the health of the baby. So upon being born, the baby must start breastfeeding because the 
birth of the baby also shows that the breasts are ready to supply milk for the baby to breastfeed” (Katete 
district, FGD men 18–24 years)

13  DHS, 2015.
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 “At the clinic, they say that you don’t have to come straight from washing plates and breastfeed the child, 
but you are supposed to wash your hands and then breastfeed the child” (Chipata district, FGD women, 
25+ years)

 Most of the respondents from the two districts were aware that mothers are supposed to breastfeed 
exclusively for six months because it is important for the health of the baby. They were aware that 
semisolids or other foods are only given to the baby at six months or more. However, when asked whether 
they manage to adhere to the exclusive breastfeeding guidelines, some respondents indicated that they 
are not always successful at doing so.

 “Yes, they only breastfeed for six months. In the seventh month, that is when we introduce them to light 
porridge. That’s when they start eating.” (Katete district, Kholowa, FGD, men 25+ years)

 “They just live on breastmilk. They do not eat anything else apart from milk, all the nutrients they need are 
found in milk” (Petauke district, Dani, FGD, women 25+ years)

 “Sometimes we do [exclusively breastfeed]. Sometimes we do not” (Chongwe district, Nkomesha, FGD, 
women 25+ years)

 The parents and caregivers understand that babies should only be introduced to other foods at six months 
or more. They are also aware that mothers are supposed to continue breastfeeding the babies in addition 
to giving them porridge or other semisolid foods. 

 “The baby should only start eating or drinking other things after 6 months. There is a reason for this. The 
baby’s intestines are very frail to handle solid food so breastmilk only is the best. Even after 6 months 
when it is starting on other food staff, it does not go direct to hard staff. You start on a very light note. Some 
prefer to start with sugar solution while others go with shake and sip” (Katete district, FGD men 18–24 
years).

 “When they are 6 months we give them an orange, cassava or even soft nshima if they manage to eat. 
We avoid giving them solid food. It’s us mothers who eat solid food so that the baby can access it through 
breastmilk” (Katete district, FGD women 18–24 years)

 Bottle-feeding was not usually done as it was referred to as being “for people in urban areas or for those 
who worked”. Alternatives for those who could not afford bottle-feeding or women who could not produce 
breastmilk was goat milk or store-bought milk, and munkoyo (maize drink) and light porridge too. One 
respondent explained how to make milk substitute as follows: “we grind the groundnuts and soak them 
in water. Then we sieve the ground mixture, and the drained liquid is what we use by adding sugar and 
putting either in the feeding bottle or in the cup” (Maguya Village, Chipata district, 25+years,).

5.6 MAJOR CHILDHOOD SICKNESSES, CARE-SEEKING BEHAVIOUR 
AND TREATMENT

 Major illnesses such as malaria, as well as dehydration from severe diarrhoea, are major causes of 
childhood morbidity and mortality in Zambia. According to the WHO, diarrhoeal diseases remain the 
second leading cause of mortality and morbidity in children under five years of age, accounting for one 
in nine child deaths globally.14 Identification of childhood illness and prompt treatment is an important 
indicator of responsive caregiving. The ECD baseline study collected information on the prevalence of 
childhood diarrhoea and major sickness in the two weeks preceding the survey, and on care-seeking 
behaviour and treatment (Table 5.7). 

 There were no significant differences in reported major illnesses between the control and implementation 
sites in the two weeks preceding the ECD baseline survey (Table 5.7, row 1). More children (88%) that 
reported a major illness in implementation sites received treatment as compared to (81%) in control sites. 

14 Walker et al., 2013.
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This finding is higher than the results of Zambia’s most recent DHS survey for rural populations (70.0%).15  
Regarding diarrhoea, more children (11%) experienced diarrhoea in the two weeks prior to the ECD 
baseline survey in implementation sites as compared to 9 per cent in the control sites. Providing fluids 
and a treatment package of ORS and zinc coupled with continued feeding of the child, which includes 
increased fluid intake and breastfeeding, is crucial for treatment.16 17 Only 10 per cent of parents and 
caregivers in implementation sites reported giving zinc as compared to 12 per cent in control sites, 46 per 
cent reported giving oral rehydration therapy (ORT) in implementation sites as compared to 42 per cent 
in control sites, and 9 per cent reported giving both to their children as treatment during these episodes of 
diarrhoea in implementation sites as compared to 8 per cent in control sites. In summary, there were no 
significant differences between the implementation and control sites in treatment-seeking.

 Table 5.7: Childhood illnesses, care-seeking behaviour and treatment by study arm

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
1. Major illnesses and treatment    
Did child have major illness in last two weeks? (Yes) 2% 3% 0.1053
Received treatment for this illness? (Yes) 81% 88% 0.4536
2. Diarrhoea, treatment and care seeking    
Did child have diarrhoea in last two weeks? (Yes) 11% 9% 0.1213
Number of observations 1103 1275 2378
Sought treatment for diarrhoea (Yes)    
a. Received zinc (Among those seeking treatment) 12% 10% 0.823
b. Received ORS (Among those seeking treatment) 42% 46%
c. Received both zinc and ORS (Among those 
seeking treatment) 8% 9%

3. How much given to child to drink during diarrhoea 3.19 3.44  
4. Do you think this was the right quantity of fluid to 
give child during his/her diarrhoea [Yes] 70% 78% 0.5243

a. Government hospitals/health centre/health post 45% 44% 0.0189
b. Private hospital/Clinic 0% 3%
c. Community Bases agent 1% 1%
d. Traditional practitioner 3% 2%
e. Other 52% 50%
Number of observations 123 108 231
    
5. Deworming    
Receiving deworming (Ante-helminth) tablets within 
the last 6 months 72% 83% 0.0399

Number of observations 165 200 365
 Source: Author calculations from the administered household survey

 On fluid intake during childhood diarrhoea episodes, a majority of parents and caregivers did not increase 
the amount of fluid given to a child during the diarrhoea episodes in the two weeks preceding the ECD 
baseline survey. It is a matter of concern that 78 per cent of parents and caregivers in the implementation 
sites as compared to 70 per cent in the control sites said that the noted lower amount of fluids  was the 
right quantity of fluids to give to their children.

 Mothers of children who had diarrhoea were asked about places where they sought care for diarrhoea. In 
implementation sites, about 44 per cent of children with diarrhoea were taken to a government hospital or 

15 Central Statistical Office (CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF International, 2014. 
16  Perin et al., 2015. 
17  UNICEF, 2010. 
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health facility for treatment while 50 per cent sought care for diarrhoea at other places. Similarly, in control 
sites, about 45 per cent of children with diarrhoea were taken to a government hospital or health facility 
for treatment while 52 per cent sought care for diarrhoea at other places. The differences in seeking care 
between the control and implementations sites are statistically significant.

 There were significant differences between the implementation and control sites in terms of the proportion 
of children who had received deworming (Ante-helminth) tablets within last six months preceding the ECD 
baseline survey. More children (83%) in the implementation sites received deworming (Ante-helminth) 
tablets within the six months preceding the ECD baseline survey as compared to 70 per cent in the control 
sites.

 During the qualitative interviews, parents and caregivers in the intervention and control sites indicated that 
malaria, diarrhoea, malnutrition and pneumonia were a source of concern and leading contributors to the 
high number of under-5 deaths. A father in Petauke district (Minga, above 25 years) said: “diseases like 
malaria are of great concern in this community due to lack of mosquito nets”. In all the sites, respondents 
provided similar responses on how they deal with illness among the children. These included taking 
them to the health facility, clinic, hospital, or community health worker; visiting a traditional healer or 
witch doctor; prayer; or relying on traditional remedies involving herbs or the application of tattoos. It was 
observed that parents were knowledgeable about the management of childhood diseases, and as such, 
fewer parents and caregivers were seeking care from the traditional healers. A father in Katete district 
(Kholowa, 18–24 years) said: “When a child is sick we need to rush him/her to the hospital/health centre 
so that the medical personnel can examine him/her because they are trained to tell what is needed when 
what part of the body is paining”. Another father in Petauke district (Minga, 18 to 24 years) said: “We 
cannot start by going to the traditional healer before the child is taken to the clinic. If I start by going to 
the traditional healer, they will not be able to diagnose diseases like malaria. So the best is to go to the 
health facility.” A father in Katete district (Chipepe, 18 to 24 years) noted: “When a child falls ill you need 
to have some money at hand because these days they give prescriptions at the clinic and ask you to buy 
medicines”.

 However, most of the fathers and mothers in all the sites reported that they only take their sick children 
to traditional healers or witch doctors if they cannot get the help that they need from the health facility 
and when the sickness persists. These fathers and mothers further said that epilepsy and unexplained 
abrupt illnesses, which in most cases are linked to witchcraft (where children are bewitched or witchcraft is 
suspected), are the main push factors for seeking care from traditional healers or witch doctors by parents 
as opposed to the health facility. This is evidenced by the quotes below:

 “There are situations where a child is taken to the hospital, but he is not diagnosed with anything. This is 
when they go to traditional healers so that they can try their diagnosis traditionally. After this, when they 
find something that is when they are told what is wrong with their child, and they are told whether the baby 
was bewitched or not. If so, they then go ahead and administer traditional medication, it is the only way to 
deal with a disease which results from being bewitched. It cannot be treated by any medications from the 
health facility” (Petauke district, FGD men 18–24 years)

 “If a disease persists we request for a referral to St Francis Hospital, if it also fails we then consult 
traditional healers then we find help … In fact, some doctors advise us to go to traditional healer.” (Katete 
district, FGD men 18–24 years)

 While most of the fathers and mothers in the intervention and control sites reported using these traditional 
medicines and treatments or visiting a traditional healer as a last resort, there are still parents who bring 
their children to the traditional healer first as opposed to the health facility when a child falls ill. A mother 
in Katete district (Kholowa, 25 years and above) said: “Sometimes we start with traditional herbs, if the 
child does not change we take them to the health facility, and the opposite is the case when we start 
with the health facility, and the child does not show improvement, we take them to the traditional healers 
(traditional medicines).” Similarly, a father in Petauke district (Stambuli, 25 years and above) said: “Most 
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parents here are very ignorant and they trust so much in traditional medicines better than going to the 
clinic and in the process, they damage the child’s immune system. They administer these traditional 
medicines even to very small babies, and most of them end up dying.” Another father in Katete district 
(Kholowa, 18 to 24 years) said: “When a child is sick, the parents are supposed to take him to the hospital. 
But others still prefer to cut tattoos on the babies which causes loss of blood.”

 Similarly, respondents in the control sites indicated that traditional medicine was sought, usually for 
conditions that were thought to be untreatable at the health facility. Some other illnesses described such as 
ulongolongo (veins on the stomach), chamukamwa (rash on the upper jaw) required the use of traditional 
medicine, usually provided by older people such as their grandparents. A young caregiver from Chinkuli 
Village said: “The grandmother is the one who looked for traditional medicine, she put the medicine in 
water and used that water to bath him. Then the stool used to come out greenish and blackish, meaning 
they were coming out” (Woman 18 to 24 years, Chongwe district). Illnesses such as Kalekelela, Kalimba 
and Musamfu (convulsions or epilepsy) were treated right at home: “(...) Kalimba (...) this thing holding 
the tongue? (...) others just use a razor blade to cut it. My child had it, and they cut it using a razor blade 
(Woman 18 to 24, Chinkuli Village, Chongwe). 

 At Dambe village in Chongwe district, these views were echoed when the caregivers noted how sometimes 
the health facility failed them, and they needed to consult traditional medicine: 

 “[There is a] cough that is as a result of bewitching. This is the cough where even when you go to the 
hospital nothing changes, and they don’t even give you medicine, and the child even coughs blood.”

 “If a child is suffering from the sicknesses that make babies not to want to breastfeed and we go to the 
clinic, then other babies can also get this disease. Sicknesses that make a child scared. These sicknesses 
require traditional medicine, and I don’t know the name” (women, 18 to 39, Dambe Village, Chipata 
district)

 Interestingly, some caregivers in Chongwe district reported praying at home, or taking their children to their 
pastors for prayers, and when they stabilized, they would then proceed to the health facilities. In some 
instances where the children were thought to be ill due to the actions of their parents, some remedies 
were sought. A respondent in Chinkuli Village, when asked what traditional medicine they used on their 
children said: 

 “There are different types depending on the disease that has befallen the child. Like a two weeks old baby 
may have chest pains because the father held her after being with a girlfriend and the child will be affected 
in the chest, for such a situation that is where you chew some leaves and spit on the child, and it will be 
okay” (older woman, 25+, Chinkuli Village, Chongwe district)

5.7 IMMUNIZATION AND DEWORMING: PRACTICES AND ATTITUDES
 Immunization is key to improving the health and welfare of children. According to WHO guidelines, children 

are considered fully immunised when they have received one dose of the vaccine against tuberculosis 
(BCG), three doses each of the DTP and polio vaccines, and one dose of measles vaccine. BCG is given 
at birth or at first clinical contact; DTP and polio require three doses at approximately age 6, 10, and 14 
weeks; and the measles vaccine is given soon after age 9 months and one and half years. The ECD 
baseline study collected information on childhood immunisation, vaccination knowledge, practices and 
beliefs (Table 5:8 and Table 5.9). 

 There were more children aged 12–23 months who were fully immunised in implementation sites (91%) 
than in control sites (86%) by the time of the ECD baseline survey, although this difference is not statistically 
significant. 
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 Table 5:8: Childhood immunisation by study arm

Variable
Control sites Implementation sites Difference
Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
1. Immunization    
Children fully immunised 86% 91% 0.2063
Number of observations 682 690 1,372

 Source: Author calculations from the administered household survey

 In general, most of the parents and caregivers in the implementation sites and control sites agreed that 
they generally do what their doctor or health-care provider recommends regarding vaccines for their 
children, with significantly more in the control sites (Table 5.9). 

 Table 5.9: Vaccinations knowledge, practices and beliefs by study arm

Variable
Control sites Implementation sites Difference
Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Generally, I do what my doctors or 
health-care provider recommends 
about vaccines for my child/children 
[Score 1–5]

4.47 4.35 0.0033

Vaccinations can make a child sicker 
than they already are. (True) 4% 5% 0.6657

Vaccinations are meant to treat 
illness when a child is sick. (True) 54% 67% 0.3358

Vaccinations contain viruses in them 
that can make a child sick. (True) 9% 4% 0.0879

Vaccinations prevent children from 
failing sick. (True) 89% 93% 0.2409

Childhood vaccines are important for 
my child’s health [SCORE] 4.38 4.49 0.0109

Childhood vaccines are effective 
[SCORE] 4.35 4.45 0.188

Having my child vaccinated is 
important for the health of others in 
the community [SCORE]

4.29 4.33 0.1159

All childhood vaccines offered by 
the government programme in my 
community are beneficial [SCORE]

4.36 4.40 0.5409

New vaccines carry more risks than 
older vaccines [SCORE] 2.52 2.42 0.004

The information I receive about 
vaccines from vaccine programme is 
reliable and trustworthy [SCORE]

4.42 4.37 0.1066

Getting vaccines is a good way to 
protect my child/children [SCORE] 4.40 4.37 0.4878

I am concerned about serious 
adverse effects of vaccines [SCORE] 2.65 2.63 0.0158

My child/children does or do not 
need vaccines for diseases that are 
not common anymore [SCORE]

2.54 2.37 0.0615

Number of observations 1,198 1,358 2,556
 Source: Author calculations from the administered household survey
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 Additionally, implementation sites had slightly more parents and caregivers (5%) than control sites (4%) 
who believed that vaccinations could make a child sicker than they already are. This difference is not 
statistically significant.

 Overall, implementation sites had more parents and caregivers (67%) than control sites (54%) who 
believed that vaccinations are meant to treat illness when children are sick, although this difference 
is not statistically significant. Further, overall, more parents and caregivers (9%) in control sites than 
implementation sites (4%) believed that vaccinations contain viruses in them that can make a child sick, 
although this difference is not statistically significant. Furthermore, the proportion of parents and caregivers 
who believed that vaccinations prevent children from falling sick did not vary across the implementation 
and control sites.

 Most of the parents and caregivers agreed to the following statements, and there are no statistically 
significant differences between implementation and control sites: Childhood vaccines are effective; 
Having my child vaccinated is important for the health of others in my community; All childhood vaccines 
offered by the government programme in my community are beneficial; My child/children does or do not 
need vaccines for diseases that are not common anymore; The information I receive about vaccines from 
the vaccine programme is reliable and trustworthy; and Getting vaccines is a good way to protect my child/
children from disease.

 Additionally, most of the parents and caregivers disagreed with the following statements, and there are 
statistically significant differences between implementation and control sites: Childhood vaccines are 
important for my child’s health; New vaccines carry more risks than older vaccines; and I am concerned 
about serious adverse effects of vaccines. 

 Parents and caregivers from both the intervention and control sites mentioned how they took the children 
for the under-5 clinic at least once a month. Here their children received immunisations and their growth 
was monitored (children were weighed on the scale). Some vaccines mentioned were against polio, 
measles ... and protection from other diseases. A caregiver said “They put medicine in the eyes and 
the mouth” (young woman, 18 to 24, Chinkuli Village, Chongwe district). In general, most of the parents 
and caregivers were not able to state the names of the vaccines and what they prevent, as explained by 
one caregiver: “They [health workers] do tell us, but we have just forgotten” (FGD women 18-24, Katete 
district).

 The respondents in the intervention and control sites reported that it is necessary for children to be 
vaccinated. It was observed that the parents and caregivers are very active in following vaccination 
schedules during the Ministry of Health’s Child Health Week, and also take children for vaccination at the 
hubs, zonal centres and under-5 clinics. Prevention of diseases such as tetanus, smallpox, chickenpox, 
yellow fever, polio, etc. is the main reason parents take their children for vaccinations. Parents and 
caregivers also believe that vaccinated children are protected especially during disease outbreaks, and 
they grow healthy.

 “It prevents a child from catching some diseases. In this area, there is an outbreak of chickenpox, so if 
the children are not vaccinated, they become vulnerable to diseases like this one. Sometime back when 
there were no vaccinations, a lot of children used to get infected by chickenpox” (FGD men 25 years and 
above, Katete district, Kholowa)

 “These injection are important because they prevent diseases like measles and polio” (FGD women, 25+, 
Chipata district, Maguya)

 It was generally noted in all the sites that under-5 activities were encouraged for all women and that other 
services, other than immunisation, were integrated when health workers, including community health 
workers, visited the communities during outreach sessions.
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RESPONSIVE CAREGIVING 
AND EARLY STIMULATION6
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6.1 HIGHLIGHTS
1. RESPONSIVE FEEDING

a. 74% of parents and caregivers in the intervention sites 
and 68% in the control sites reported practising at least 
one positive feeding practice when a child refuses to eat. 
Similarly, negative feeding practices were less prevalent in 
intervention sites (61%), compared to control sites (72%).

b. The most common positive feeding practice when a 
child refuses to eat was providing other food options 
(intervention = 49% and control sites = 49%). The most 
prevalent negative feeding practice was forcing a child to 
eat (intervention = 36% and control sites  = 43%).  

2. PLAYFUL PARENTING – TIME PLAYING WITH 
CHILDREN
a. Slightly less than half (49%) of the parents and caregivers 

in the implementation sites and slightly over half in the 
control sites (53%) reported spending more than an hour 
on a typical day playing with their children aged between 0 
and 3 years.

b. The reported main barriers to playful parenting were too 
much housework (51% in intervention sites and 44% in 
control sites), too much other work or long working hours 
(41% in intervention sites and 31% in control sites), and not 
enough time in the day (31% in intervention sites and 16% 
in control sites).

c. In general, relatively more parents and caregivers in the 
intervention sites told stories, sang songs, read books or 
looked at picture books with the child and played with the 
child compared to those in the control sites. 

3. STIMULATION KNOWLEDGE, ATTITUDES, AND 
PRACTICES
a. Overall, parents and caregivers in control sites had better 

knowledge and beliefs on child stimulation than those in 
intervention sites, and these differences are statistically 
significant.

b. However, a good share of parents and caregivers had poor 
stimulation knowledge and beliefs. For example, almost 45 
per cent of the parents and caregivers in the implementation 
sites and 32 per cent in the control sites believe that babies 
only understand words they can say.

4. KNOWLEDGE AND ATTITUDES TOWARDS PLAYFUL 
PARENTING
a. Overall, a relatively higher proportion of parents and 

caregivers in implementation sites had good attitudes 
towards playful parenting than those in the control sites, 
and these differences are statistically significant.
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b. Most parents and caregivers surveyed in the intervention and control sites reported that 
playing could help children develop socializing and communication skills and can improve 
communication, creativity and problem-solving skills.

 EARLY STIMULATION: OWNERSHIP OF BOOKS AND TOYS
a. Only 1 in 10 children (11%) were reported to own a children’s book or picture book in the 

implementation sites, with significantly fewer children owning books in the control sites (7%).

b. Compared to the control sites, significantly more children in the implementation sites play 
with home-made toys/play materials (77% and 60%, respectively) and with household 
objects bowls, pots, or outside objects, sticks and stones (91% and 90%, respectively). 

c. Significantly more children in the control sites play with purchased or manufactured toys 
compared to those in the implementation sites (28% and 20%, respectively).

6.2 BACKGROUND
 An important component of the nurturing care framework (NCF) is responsive caregiving, which helps 

in early stimulation. Interventions that promote responsive feeding and encourage play as well as 
communication activities between the caregivers and the child are crucial. The playful and enabling 
environment helps children to have high-quality early childhood experiences.

6.3 RESPONSIVE FEEDING
 Responsive feeding is an approach that divides the responsibility for taking meals and snacks between 

parents and child. On the one hand, the parent provides a safe and nurturing environment and offers 
healthy meals and snacks in age-appropriate portions and on the other hand, the child decides whether, 
which foods and how much to eat. With the responsive feeding approach, the parent provides, and the 
child decides.18 For instance, for a child who refuses to eat, positive feeding practices relate to practices 
that encourage the child to eat such as caressing, playing with the child, providing entertainment or giving 
other types of food. Negative feeding practices relate to forcing the child to eat, beating the child and 
threatening the child. The ECD baseline study collected information on responsive feeding (Table 6.1). 
Lines 1 to 8 in Table 6.1 show the percentage of parents and caregivers reporting using negative feeding 
practices (line 1 to 3) and positive feeding practices (line 4–7). Lines 8 to 11 present summary measures 
or indices of feeding practices.

 Almost a quarter (74%) of parents and caregivers in the implementation sites and 68 per cent in the 
control sites reported practising at least one positive feeding practice when a child refuses to eat (Table 
6.1, line 9). The most common positive feeding practice when a child refuses to eat is providing other food 
options (49% in implementation sites and 49% in control sites), caressing a child (34% in implementation 
sites and 21% in control sites), or playing with a child (14% in implementation sites and 9% in control sites) 
(Table 6.1, line 4 to 7). Although all the positive feeding practices were slightly higher in the implementation 
sites than the control sites, these differences were not statistically significant.

 Regarding negative feeding practices, significantly fewer parents and caregivers in the implementation 
sites (61%) than control sites (72%) report practising at least one negative feeding practice (Table 6.1, row 
9). The only prevalent negative feeding practice in the implementation and control sites is forcing a child 
to eat (36% and 43%, respectively) (Table 6.1, line 1 to 3).

 Overall, both the indices that measure the average number of positive and negative feeding practices 
show that significantly more parents and caregivers use positive feeding practices in the implementation 
sites compared to those in the control sites. In the same vein, fewer parents and caregivers in the 
implementation sites use negative feeding practices compared to those in the control sites (Table 6.1, line 
10 and 11). 

18 Early Childhood National Centres (n.d.). 
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 Table 6.1: Responsive feeding, by study arm

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
What do you do when your child refuses to eat?    
1. Force child to eat 43% 36% 0.1943
2. Beat child 0.5% 1% 0.1000
3. Threaten child 6% 3% 0.3329
4. Caress child 21% 34% 0.2038
5. Play with child 9% 14% 0.2001
6. Provide entertainment 6% 3% 0.1498
7. Give other type of food 49% 49% 0.9229
8. Practising at least one positive feeding practice 68% 74% 0.1578
9. Practising at least one negative feeding practice 72% 61% 0.0602
10. Index of mother practising negative feeding 
practices 0.804 (0.075) 0.667 (0.034) 0.0000

11. Index of mother practising positive feeding 
practices .850 (0.059) 1.008 (0.041) 0.0000

Number of observations 1,275 1,103  
 Source: Author calculations from the administered household survey

 When stratified by site and district, results show some variation across ECD/ECE hubs in the proportion 
of parents and caregivers who used at least one positive feeding practice (Figure 6.1). For example, in 
Katete district (implementation site), while almost 82 per cent of parents and caregivers in villages around 
Chipepe ECD hub reported at least one positive feeding practice, only 62 per cent reported at least one 
positive feeding practice in the villages around Duka hub. Similarly, for Petauke district (implementation 
site), 84 per cent of parents and caregivers reported at least one positive feeding practice in Titukuke hub 
and only 66 per cent in Kabulonga hub. For the hubs in the control sites, the highest proportion of parents 
and caregivers practising at least one positive feeding practice was in Katandala hub (76%) (Chipata 
district) and the lowest was in Dambe hub (42%) (Chipata district).
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Figure 6.1: Responsive feeding: percentage with at least one positive feeding practice by district and ECD hub
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 During the qualitative interviews, the parents and caregivers in the intervention and control sites mainly 
highlighted positive feeding practices. The parents and caregivers reported that they feed the children at 
designated times of day, respond to cues for the need for water or a drink and provide midday snacks, 
if available. For instance, in the morning, as they clean up the house, they ensure that they prepare the 
porridge, and then provide a mid-morning snack, if available, and lunch and dinner are provided to the 
child at the same time as other members of the household. The parents and caregivers indicated that 
when the children are hungry, they would often cry a lot, or point at the food or water that they want, while 
others lick their fingers. The parents and caregivers then respond to the need, depending on availability. 
One parent indicated that: “A child will give signs, if they need water they will cry while pointing at the cup 
and we give them the water” (FGD 18–24 female, Petauke district). Other parents and caregivers stated 
noted: “If they are hungry, they cry and as parents, we look at how much time has passed since the child 
had the last meal, then we get food and give them” (FGD 18–24 male, Petauke district). The quotes below 
summarize the approaches that parents and caregivers in the intervention sites take in responding to the 
hunger needs of a child.

 “We do not have to wait for us to be hungry, in the morning as we are doing our house chores, we 
simultaneously prepare the porridge so that the baby can eat. And mid-morning we give a banana, if you 
can manage.  At lunchtime as we eat, we give the child some nshima too” (FGD 18-24, Katete district) 

 “Some children will cry when they see you pass with a plate or something else in your hands then you 
know they are hungry” (FGD female, 25+, Petauke district)

 “Looking at the time that has passed from the time the child ate, we know that it is hunger then we give 
them food. If you are passing by a place where, they are selling fritters [fat-cakes], you buy for the child 
and they stop crying” (FGD female, 25+, Petauke district)

 The parents and caregivers in the control sites also described positive feeding practices when children 
were hungry, as noted by one female caregiver in Chongwe district: “the child usually cries very much and 
sometimes they will just be quiet. They will not be active so you will know that the child is hungry. In fact, 
as a parent, when you wake up in the morning, the first thing you do is to cook for the baby, if they are 
at the age where they eat solid food.” Another female caregiver in Chipata district stated the following in 
response to the question on how they respond when a child is hungry and wants to play: “We get the child 
and start breastfeeding. If the child does not stop crying, we get the child and start playing with the child 
so that s/he can stop crying.” The male caregivers in the control sites also indicated that: 

 “We know [that the child needs to eat or wants attention] through the way the child looks at us. If the child 
is crying and you pick the child, and the child stops crying. There is a difference when a child is crying due 
to hunger and wanting to be with me the father.”

 “When a child is hungry, the cry is usually that filled with anger, and you can try to take the child, and the 
child won’t stop crying.”

 “We get to know that the child is hungry when the child is crying. When the child wants to play with me I 
get to know based on the way the child looks at me.” (FGD, male caregivers, Dambe, Chipata district)

6.4 PLAYFUL PARENTING AND EARLY STIMULATION
 Another key element of the NCF, opportunities for early learning, is supported by play between parent 

and child from birth until the age of three. Activities such as smiling and eye contact, talking, singing 
and playing games are key features of social interaction. In addition, playing with household items can 
help a child to learn about objects and what can be done with them.19 The ECD baseline study collected 
information on playful parenting, toys available for children, and caregiver stimulation knowledge.

19 Lego Foundation, n.d.
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6.4.1 TIME SPENT PLAYING WITH CHILDREN AND BARRIERS TO SPENDING MORE TIME
 In general, about half (49%) of the parents and caregivers in the implementation sites reported 

spending more than an hour on a typical day playing with their children aged between 0 and 3 
years, and this proportion was slightly higher in the control sites (53%) (Table 6.2, row 6). Only 
15% of parents and caregivers in the implementation sites reported spending less than 15 minutes 
or no time at all playing with their children, and this was slightly lower in the control sites (11%) 
(Table 6.2, row 2–3). These differences in the playing time are statistically significant (10% level of 
significance). Most of the parents and caregivers in the implementation and control sites reported 
that they believed the time spent playing with their children aged 0–3 years was sufficient (88% and 
87%, respectively), and there was no statistically significant difference between the implementation 
and control sites (Table 6.2, row 7).

 The main barriers faced among parents and caregivers in the implementation and control sites in 
playing with their children aged 0–3 years were too much housework (51% and 44%, respectively), 
too much work or long working hours (41% and 31%, respectively) and not enough time in the day 
(31% and 16%, respectively). There are no statistically significant differences in the proportion of 
parents and caregivers that reported the barriers related to time and work in the implementation 
and control sites, except for those who cited other reasons as barriers to spending time with their 
children aged 0–3 years.

 Table 6:2: Time spent playing with children 0–3 years and barriers to playing with them by district 

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Time typically spent playing with 
child 0–3 years    

1. None 2% 1% 0.0593
2. Very little-15 minutes 9% 14%
3. Between 15 and 30 15% 20%
4. Between 30 minutes and 1 hour 20% 15%
5. More than 1 hour 53% 49%
6. Proportion who feel time spent 
with children is sufficient 87% 88% 0.7233

Number of observations 532 617  
Barriers to playing with children 
0–3 years    

7. Not enough time in the day 16% 31% 0.1285
8. Too much work or long working 
hours 31% 41% 0.6704
9. Too much housework 44% 51% 0.4361
10. My child spends much time 
playing with siblings 4% 5% 0.7564

11. My child spends much time 
playing with other friends 10% 7% 0.5819

12. Other 3% 10% 0.0697
Number of observations 76 73  

 Source: Author calculations from the administered household survey

 Disaggregated by ECD/ECE hub and district, the majority of parents and caregivers (91%) in 
Chamikango/Duka hub spend at least 30 minutes playing with the child compared to about 59 
per cent in Chipepe hub in Katete district (implementation site) (Figure 6.2). In Petauke district 
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(implementation site), the highest proportion of parents and caregivers who spend at least 30 
minutes playing with the child is in Titukuke hub (71%) compared to 52 per cent in Kangulu hub. 
In the control sites, the proportion of parents and caregivers who spent at least 30 minutes playing 
with the child varied from 69 per cent (Nsingo, Chipata district) to 86 per cent (Katandala, Chipata 
district). 
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Figure 6.2: Percentage spending at least 30 minutes playing with child by ECD hub and district

 During the qualitative interviews, parents and caregivers in the control and intervention sites stated that 
it was not difficult to play with the children, regardless of the number, as long as the household chores 
were done. However, the parents and caregivers stated that the time spent playing with the child would 
vary depending on the time of day, with more time available to play in the late evening. When asked if 
it was hard or easy to play with children, a young mother in Katete district said: “It is not difficult to play 
with children regardless of the number, 3 or 4. When you finish your chores, you sit down with all of them 
and start a game of assembling some pieces together. When/if any of the children assemble the pieces 
correctly, you will clap for him or her and sing for them a congratulatory song. It is not difficult at all.” 
Similarly, caregivers in the control site (Chongwe district) stated that:

 “It is not difficult to play with the children, especially if they are able to walk and talk. Sometimes if you are 
free, you even call them together and start telling them some stories, but for the unborn babies, we just 
play around with the stomach/pregnancy and say what you want to communicate” (FGD 25+, women, K 
village, Chongwe district)
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“During the day, we do not take too long with children because we are usually busy, but we go for up to 
30 minutes, and during evenings that’s when we take more time before they go to bed around 7 to 8 pm. 
For those who go to school, we get books and start going through their school work together” (FGD 25+, 
women, K village, Chongwe district)

 The parents and caregivers noted that when the child wanted to play, they would give signals such as 
lifting their hands in the air, as a sign of wanting to be lifted. An older female caregiver from Chongwe 
district said:

 “When a child wants to play with you, they will say something when you pass where they are or even lift 
their hands as a sign of wanting to be lifted or just follow you around. If they want to play or be with their 
father, they will do the same to him, even if the mother is around, they will not do anything until they see 
the father, then they will react, and you know it is the father they want to play with and vice versa” (FGD, 
female caregiver, Chinkuli Village, Chongwe).

 Parents and caregivers reported that they play with infants during pregnancy, but noted that it was sometimes 
difficult. The baby kicking while in the womb was considered a signal of the baby communicating. In 
addition, the fathers would also touch the mothers’ womb or place his head on her stomach in anticipation 
of communication from the unborn baby. When asked when they started communicating with their children, 
the male caregivers in Katete district said: 

 “Just when the baby is born and put in the mothers’ arms, it realizes that I am in someone’s hands and 
when he is brought home, I as the father rejoices and kisses the baby. The baby will move his body 
somehow, and by that, you can tell that he is enjoying” 

 “For children aged 0–3 months, it’s mainly to see whether they can hear or see. That is why we use 
sounds and some objects across their faces. If they turn their heads following the movement of an object, 
then we can know that they can see and hear” 

 “At 3–6 months this is when we use toys to play with them because their sight and hearing will have 
developed by this age. When you have anything in your hands, this age group tries to grab it so that they 
can be playing with it on their own. We do not stop doing other things like kissing and all. The other thing 
is that as you play with these children, they keep laughing as a way of communicating. If you see an older 
child is absent-minded when with their friends, just know that the parents were not playing with the child 
when it was a baby (…)”.

 (fathers, 25+ years, Kholowa Village, Katete)

 In the control sites, some parents and caregivers did not understand how to play with the child while in 
the womb, while others had some basic understanding. For instance, one female caregiver (18–39 years) 
in Dambe Village in Chipata said: “we don’t know when a child is in the womb that we have to play with”. 
However, in Chongwe district, a female caregiver (25+) explained that: “we do it [play with unborn child] 
by tapping the pregnancy gently and saying to the baby what you want to communicate. By so doing, you 
open them up.” Other caregivers in the control sites noted that: 

 “We start talking to them [babies] while in the womb. But the way one responds depends on how one 
feels during pregnancy. If you get a big appetite for different foods, that is usually a demand from the 
baby. If it gives you appetite for sour milk, it means that is what the baby wants to eat. That is a form of 
communication. After the baby is born, you start talking to him/her, and after it is about one month old, 
the baby starts seeing, you look at each, and as a mother and child, you start smiling at him/her then you 
see that he/she will smile back at you. Communication between mother and child continues until the baby 
grows” (Chongwe, FGD women 25+, Maguya)

 “As for me, I will talk about how to play with the unborn child; we can’t verbally communicate with them. 
We can only play with them by doing some exercises and work so that the baby can be sharing inside” 
(Chongwe, FGD women 25+, K Village)
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6.4.2 TYPES OF PLAY ACTIVITIES 
 The survey asked whether parents and caregivers engaged in any 

activity such as storytelling, singing songs or lullabies and playing with 
the child in the three days prior to the survey (Figure 6.2). In general, 
relatively more parents and caregivers in the implementation sites told 
stories, sang songs, read books or looked at picture books with the child 
and played with the child compared to those in the control sites. For 
other play activities such as counting and taking the child outside the 
home, relatively more parents and caregivers in the control sites did so 
compared to those in the implementation sites.
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Figure 6.3: Activities that primary caregivers have engaged in with their children in past three days, by site
 

 The parents and caregivers indicated that the type of games and activities they engage in with their child 
depends on the age. The parents and caregivers indicated that they mostly assessed whether the infant (0 
months to about a year) could see or hear. For the older children (3 to 6 years) most games were centred 
on teaching them how to count and speak. Parents and caregivers used various means to communicate 
and play with their children. As early as a month after birth, parents and caregivers noted that they sought 
to assess some of their children’s cognitive capacities as they entertained and played with them. For the 
infants (0 to 3 months), parents and caregivers waved their hands, used sounds or showed them objects 
in order to find out if they could hear or see. For instance, parents and caregivers from Chipepe village 
in Petauke district and K Village in Chongwe district differentiated care needs of their children by age, to 
create an enabling environment for learning. 

 “It is easy because we put stones in a bottle and start shaking it, then it produces sounds, which make 
the baby happy. We also throw them up and hold them then they smile.” (FGD, female caregiver, Petauke 
district)

 “At 3 years there are things they play with, we make toys and give the child to play with. We also play 
football with the child and many other games” (FGD, female caregiver, Petauke district)

 “They also learn to write especially when they see those that come from school, so you give them a pencil 
and a piece of paper, and they scribble some things on it and they are happy” (FGD, female caregiver, 
Petauke district)

 “For those that are older, we were taught to join in, in the games that the children like playing. For those 
that like playing football, you join in and play along” (FGD, female caregiver, Chongwe district)   

 “I start playing with the child at 4 months, by whistling and when the child is about 6 months, we make 
‘tatata’ sounds, and the child imitates” (FGD, female caregiver, Chipata district)

 From the qualitative interviews, it was very clear that the children in the intervention and control sites were 
exposed to songs, storytelling, folktales and games that stimulate learning and language development. 
It was also clear that the stage at which parents and caregivers sing or tell stories to the children differs. 
For instance, a father in Katete district (FGD 18 to 24 years) said: “We sing different songs to our children 
like a song entitled ‘kalulu’ together. We do that when they are above 1 year because that is the age we 
are able to communicate well with them. Sometimes we even count for them from 1 to 5 and ask them to 
count after us, and when they do, you know that they are opening up.” Another father in Petauke district 
(Stambuli, 25 years and above) recounted: “For me I sing Christian songs to my children because I am a 
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Christian, songs about how great the love of God is. I tell my children to live according to what this song 
says. It teaches us to live in harmony with one another as we emulate Christ who loves us so much. By 
so doing, our children grow in the fear of the Lord. When they want to do something wrong, they stop 
because of the Christian teachings.” A father in Petauke district (Minga, 25 years and above) also added: 
“We sing songs like ‘Kambeba’ which means a child should not be fearful in life.”

 Similarly, a mother in Katete district (FGD 25 years and above) said: “My child likes dancing, so I sing 
songs for him. I also use plates to produce sounds.” A mother in Petauke district (Stambuli, 25 years and 
above) recounted: “We sing this song ‘Kalulu wenze kuti nenze kusowela onamanja, nenze kusowela’, it’s 
a song asking the child where they were, and they respond to say they were playing, you can see from 
their dirty hands and legs that they were playing.”

 Storytelling also helps develop problem-solving and critical thinking abilities in children. Most respondents 
in the intervention and control sites reported that they liked telling stories to their children. Story topics 
included patience, courage, morals, family history, and traditional cultural basics. For instance, a father 
in Katete district (Kholowa, 18 to 24 years) said: “Yes, we do tell stories to our children, an example is 
the one for a rabbit and a hyena playing together. We do that when we are gathered around the fire, and 
later we ask them questions around the story, and they answer. This also helps them in school in case 
they meet similar questions from the stories. They are able to remember that Dad told us a similar story.” 
Another father in Petauke district (Minga, 25 years and above) recounted: “Yes, I do tell them stories 
like Kalulu and Tortoise, and the meaning is for the child to learn to be patient in life.” Similarly, a mother 
in Katete district (Chipepe, 25 years and above) said: “The story about the Rabbit and Tortoise, they 
agreed on a racing challenge, the rabbit thought he would win because he runs fast but he lost because 
he relaxed on the way thinking because the tortoise is slow he cannot win, but he did win.” Parents and 
caregivers in the control sites also indicated that they tell stories to their children as noted by one female 
respondent in Chongwe district: “we do spend time with our children and tell them stories, and when they 
start grade one they also tell the same stories to their friends”.

 Parents and caregivers were able to show that different types of games communicated different messages 
to the children. For example, placing the child on a mat was meant to strengthen their back, and throwing 
them in the air was meant to teach them to trust their parents. At K Village in Chongwe district, men (25+ 
years) narrated playing games with their children. They said: 

 “That child who is 3 months, for me, I would be throwing him in the air. Those are the games that I know. 
Unless someone who has started crawling or learning to walk, those are not difficult to play with. You can 
get something and throw it, and the child will follow and pick it up. That age where you are just holding the 
child is difficult.”

 “It [throwing a child in the air] helps to make him not to be scared as he has said, then it helps to remove 
fear. If you don’t throw him in the air the day you will do that, he will cry very much and he will be very 
scared.” 

6.4.3 PARENTS AND CAREGIVER STIMULATION KNOWLEDGE
 Stimulation knowledge is crucial to how parents and caregivers are able to engage their children, and poor 

knowledge or beliefs may affect whether or not a child is sufficiently stimulated. During the survey, parents 
and caregivers were asked questions to assess their knowledge/beliefs and attitudes towards stimulation. 
Poor knowledge or beliefs were high. For instance, more than a third of parents and caregivers in the 
implementation and control sites believed that babies only understand words they can say (45% and 32%, 
respectively), that fathers are naturally clumsy (45% and 39%, respectively) and that babies aged 0–3 
years do some things just to make trouble (32% and 20%, respectively) (Table 6.3). 
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 More than a quarter of parents and caregivers in the implementation and control sites (25% and 32%, 
respectively), believed that a child should not be held when crying. In general, there were no statistically 
significant differences in these poor stimulation knowledge indicators between the implementation and 
control sites except for the belief that babies only understand words they can say and that fathers are 
naturally clumsy when it comes to taking care of babies. 

 Table 6.3: Caregiver stimulation knowledge, by district and ECD hub attendance

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
Stimulation knowledge: proportion that 
believe (% agreeing)    

1. A baby should not be held when crying as 
they would want to be held all the time 32% 25% 0.2721

2. Babies do some things just to make 
trouble, like crying for long 20% 32%  0.1149

3. Babies only understand words they can 
say 32% 45% 0.0150

4. It is not necessary to talk and sing to your 
baby who doesn’t talk 15% 17% 0.5810

5. Fathers are naturally clumsy when it 
comes to taking care of babies 39% 45% 0.0594

6. Babies will learn about names from 
simple objects and colours at school, it is not 
necessary to teach them

18% 16% 0.6297

7. Stimulation knowledge/beliefs scale (0–6)
(Mean, SD) 3.52 (0.18) 3.35 (0.03) 0.0000

Number of observations 742 789  
 Source: Author calculations from the administered household survey
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 To capture the aggregate stimulation knowledge and beliefs, we constructed a scale ranging from 0 
to 6, based on negative responses to the questions in Table 6.3. Overall, parents and caregivers in 
control sites have better knowledge and beliefs on child stimulation than those in implementation sites, 
and these differences are statistically significant. Figure 6.4 also shows that parents and caregivers in 
Chamikango, Kholowa, Chamikango/Duka, Galamukani and Chipepe hubs in Katete district have the 
least knowledge about child stimulation. Similarly, parents and caregivers in all the hubs in Petauke 
district, except for Titukuke hub have relatively low knowledge about child stimulation. The evidence 
suggests that interventions aimed at teaching parents and caregivers on how to stimulate children to 
improve their cognitive development need to be intensified, particularly in areas where parents have low 
stimulation knowledge.
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Figure 6.4: Stimulation knowledge scale by district and ECD/ECE hub 

 The parents and caregivers stated that, as the children grow older, it was expected that their cognitive 
abilities would also develop; thus, the games and toys are also adapted. Older infants (6 to 9 months) are 
given toys to play with using their hands, and some caregivers played with the babies by throwing them 
in the air as shown by the quotes below from Katete and Chongwe districts: 

 “Sometimes, we start playing with the children after they are born. When they are a month old, we manage 
to play with them using baby toys. Even without toys, we use our hands to entertain the babies. Sometimes 
we wave our hands slowly in their faces. When you see that they are slowly turning their face in the 
direction of your hand’s movement, then you can tell that that the child has started to see. Sometimes you 
use sounds from the mouth or fingers them, when they are even older, we make then toy cars to play with. 
For others, we even make them home-made footballs from plastics and start playing with them. That is 
some of the ways of making babies grow intelligently” (FGD, male caregiver, Katete district)

 “At 6 months and above, we play with them by throwing them up in the air and catch them, by so doing, 
they feel better” (FGD, female caregiver, Chongwe district)

 “We start talking to the child when they are still in the mother’s womb. When it is born, we play with it by 
throwing it in the air and catching it. As they grow older, we start singing to them and teach them numerical 
count from 1, 2 onwards. We play with the ball together using hands” (FGD, female caregiver, Chongwe 
district)

6.4.4 PARENTS AND CAREGIVER ATTITUDES TOWARDS PLAYFUL PARENTING 
 Similar to stimulation knowledge, playful parenting is crucial for child development. During the survey, 

parents and caregivers were asked to indicate their level of agreement on some positive aspects of 
playing with a child. Generally, the majority of parents and caregivers surveyed have good attitudes 
towards parent–child play (Table 6.4). The playful parenting scale, which captures the overall attitudes 
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towards playful parenting and ranges from 0 to 6, indicates that a relatively higher proportion of parents 
and caregivers in implementation sites have good attitudes towards playful parenting than those in the 
control sites district, and these differences are statistically significant (Table 6.4, row 8).

 Concerning individual playful parenting indicators, about 94 per cent of parents and caregivers in the 
implementation sites reported that they enjoy playing with the child as much as the child enjoys it compared 
to 91 per cent in the control sites, but these differences are not statistically significant. A similar pattern 
is observed for the indicator relating to effects of parent–child play such as ‘helps them to de-stress and 
unwind’, and these differences between the control and treatment sites are not statistically significant. For 
the individual-level indicators relating to the strengthening of the parent–child bond and relationship, the 
importance of play for child’s overall well-being and stimulation of parent creativity, a significantly higher 
proportion of the parents and caregivers in the implementation sites had good attitudes compared to those 
in the control sites.

 Table 6:4: Caregiver attitudes toward playful parenting, by district and ECD hub attendance

Variable
Control sites Implementation sites Difference

Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
Playful parenting: proportion that say 
(agree);    

1. They enjoy playing with their child as 
much as their child enjoys it 91% 94% 0.2104

2. Playing with their child gives them a 
chance to be silly 90% 91% 0.0654

3. Playing with their child helps them to 
de-stress and unwind 93% 95% 0.1482

4. Playing with their child helps them bond 
and strengthens their relationship 95% 98% 0.0453

5. Play is essential for their child’s overall 
well-being 96% 99% 0.0575 

6. Playing with their child gives them a 
chance to be creative 91% 96% 0.0165

7. Playful parenting scale (0–6) – 
Mean(SD) 5.58 (0.04) 5.73 (0.025) 0.0253

Number of observations 744 857  
 Source: Author calculations from the administered household survey

 Female parents and caregivers in the intervention and control sites noted that they had more caregiving 
responsibilities than their male counterparts did. They also mentioned that it was their duty to care more 
and spend time with their children, compared to the men. Such a relationship was expected of mothers 
and not the fathers. A young mother in the intervention site stated that: “There is a difference [difference 
between men and women taking care of children] because as women there is a relationship that we have 
with children which men do not have that is why you see children running to us when we get home”.

 In general, the parents and caregivers in all the sites shared the view that mothers were the primary 
caregivers. This duty was usually done while performing other household chores such as cooking, doing 
the laundry and sweeping, among others. Nonetheless, men also shared experiences of performing 
household chores sometimes, and this included taking care of the children. When asked if there was a 
difference between the chores that the men did compared to the ones that women did in their homes, 
fathers (25+ years) from K Village of Chongwe district said: 

 “When we look at the way men and women look after children, sometime back before we learnt about 
health, we used to think certain chores are only for women… [such as] doing house chores or looking after 
a child. For example, if a child’s napkin is soiled, I would wait for the mother to come because I am a man 
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and I am not supposed to clean him. When a child’s napkin is soiled, and 
I am there, it is my duty to clean him up. If the mother has gone to visit 
and the child is sick, I can’t wait for the mother, but I should take him to 
the clinic because he is our child and our future.”

 To further support the view that women tend to take on more household 
responsibilities and are the primary caregivers, a male caregiver (25+ 
years) form Dambe Village in Chipata district said “(…) the women do the 
work, and we do not argue about this. For example, we will go together 
to the garden and come back together, and she continues to do house 
chores. The woman doesn’t really rest.” 

 Furthermore, differences in caregiving practices between parents 
and other types of caregivers were noted. Mothers felt that the other 
caregivers were not able to take care of their children the way they did. 
They also felt older caregivers had more old-fashioned games, and 
sometimes the children were uncomfortable with those games. A mother 
in Katete district (Kholowa, 18 to 24) said: “These children are used with 
the games that we play with them as parents, a grandparent will play old 
games which children may not identify with. No wonder children are not 
usually comfortable with their grandparents.” 

 It was also noted that mothers who did not live with the fathers of 
their children (unmarried mothers) could not afford their children the 
opportunity to be spoken to by their fathers while in the womb. It was also 
not easy for an unmarried mother to care for her children as their married 
counterparts could share tasks with their husbands. A mother in Katete 
district (FGD, 18 to 24) said: “There is a difference in that the father to the 
child of the single woman may go back and stay with the wife for good. 
As a result, the single mother will be playing with the child alone, and 
the child will not know the father, and when it comes to feeding the child, 
she usually finds it difficult. But for a married mother, the father is always 
there to play with the baby and provide food on a daily basis.” 

6.4.5 PARENTS AND CAREGIVER KNOWLEDGE AND 
PRACTICE OF PLAYFUL PARENTING

 Stimulation through play helps babies to use their bodies and develops 
their thinking and intelligence. During the survey, parents and caregivers 
were asked whether they think play can help develop some skills of a 
child and the type of skills they thought could be developed. The majority 
of parents and caregivers surveyed in the implementation and control 
sites reported that playing could help children develop socializing and 
communication skills and could improve communication, creativity and 
problem-solving skills (Figure 6.5).

 In general, relatively more parents and caregivers in the implementation 
sites had knowledge of the skills that a child could develop through 
playing compared to those in the control sites, except for knowledge on 
skills such as socializing and ‘making up own mind’.

 

“We start talking 
to the child when 
they are still in 
the mother’s 
womb. When it 
is born, we play 
with it by throwing 
it in the air and 
catching it. As 
they grow older, 
we start singing 
to them and teach 
them numerical 
count from 1, 
2 onwards. We 
play with the ball 
together using 
hands” (FGD, 
female caregiver, 
Chongwe district)
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 Figure 6.5: Skills caregivers think can be developed through playing, by site
 Source: Author calculations from the administered household survey
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 Most of the parents and caregivers in the intervention and control sites 
reported that play, speaking to children (communication) and games 
are very important in developing children’s literacy abilities. It is also 
clear that both mothers and fathers across all the sites are involved in 
playful activities and speaking with children (communication). However, 
it appears that more men in the intervention sites, especially in Katete 
district, appreciate and understand the importance of play and speaking 
to children. Fathers who did not play with their children explained that 
they were too busy fending for the family and that play was done with 
mothers. A father in Katete district (Kholowa, 25 years and above) stated, 
“Sometimes it’s difficult for us as male parents to play with children 
because most of the time we are busy fending for the family. So it is only 
their mothers that have time to play with the children. For us, it’s only a 
few minutes when we are found to kick a ball with them.” In the control 
sites, the male caregivers also explained that they have less ‘experience’ 
in taking care of and playing with the children and explained that it is a 
woman’s role:

 “When a child is born, mostly, it is the mother’s duty. A woman has a lot 
of experience. When a child is born, he does not talk, but he will learn 
to talk through the mother. I have a child who is one year six months, I 
do not understand what he says, but the mother understands what he 
says. I can play with that child, but when he says something, I do not 
understand, the mother will know that he wants water. She will give him 
water... I can say I have a lot of children, but I do not have the experience, 
it is only my wife who knows” (FGD, men, K village, Chongwe district)

 The parents and caregivers mentioned some of the benefits of early 
learning. Children who had been exposed to ECD classes and who 
were given toys to play with were more independent and were able to 
follow instructions better. This was noted as good for the parents and 

“This is a good 
thing because 
even the child 
enjoys it. Even 
when you are 
at the field 
cultivating, the 
child will be busy 
playing with his 
toys and not 
disturbing you as 
you are working. 
They feel like they 
are also doing 
some work, but 
as parents, we 
know that they are 
playing” (FGD, 
men 25+, Katete) 
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caregivers as they had more time to do their work, while the children 
played. The children who were exposed to ECD classes were also more 
assertive than those who were not.

 “This is a good thing because even the child enjoys it. Even when you 
are at the field cultivating, the child will be busy playing with his toys and 
not disturbing you as you are working. They feel like they are also doing 
some work, but as parents, we know that they are playing” (FGD, men 
25+, Katete)

 Likewise, another father in Katete district (18 to 24 years) added: “The 
benefits are that a child becomes a fast learner and this is beneficial in 
future because we all know that foundation is the most important thing 
for anything. Even when it comes to building, the foundation is most 
important. So even for our children, we need to start a good foundation 
with them.” Other parents and caregivers noted that: “The other benefit 
is that our children become opened up at an early stage so that they 
get to grade 1, they are already sharp and active. They will have learnt 
the alphabet.” (Stambuli, FGD women 25 years and above, Chongwe 
district), while others stated that: “Yes, there are benefits, children’s minds 
open up early enough, and they grow up very intelligent” (Chipepe, FGD 
women 25 years and above, Chongwe district). Parents and caregivers 
also noted that when the children played certain games, it was an 
indicator of their ability to be in school. A caregiver in Nsingo village of 
Chipata district said: “(…) it is for me to know that my baby is now able to 
talk and play a ball, is growing and can even go to preschool”. In general, 
it was evident from the qualitative interviews that parents and caregivers 
were aware of the benefits of play for children.

 In addition, while parents from the control sites usually learnt to care 
for their children from their parents, grandparents and sometimes from 
visits from CBVs, those in the implementation sites learnt this from all 
these sources, with the addition of having structured caregiving lessons 
(on responsive caregiving and caring for the children and keeping them 
in a safe environment) in the ECD hubs from volunteers and trained 
personnel. Parents and caregivers (older women 25+ years) from 
Kholowa in Katete district said the following about the lessons learnt 
from the ECD hubs: 
1:  “They teach us to play with our children so that they can be 

healthy.”
2:  “They teach us how to play with our children and care for them 

so that they do not play with dangerous things like water and fire, 
because if they are injured we will have problems of taking them 
to the clinic.”

3:  “They teach us to protect our children against water and fire 
accidents.”

(FGD female caregivers, 25+, Katete district).
 Caregiver playful parenting practices

 In both the implementation and the control sites, caregivers mentioned 
that they started talking to their children as soon as they were born, 

A mother (18 
to 24, Katete 
district) said: “We 
start talking to the 
child when they 
are still in the 
mother’s womb. 
When it is born, 
we play with it 
by throwing it 
in the air and 
catching it. As 
they grow older, 
we start singing 
to them and teach 
them numerical 
count from 1, 
2 onwards. We 
play with the ball 
together using 
hands. We do this 
as it is growing 
up.”  
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or making sounds as early as 3 or 4 months old. This was because the babies were seen to be able to 
respond to their caregivers at this age. Since babies could not talk, crying was noted as the commonest 
cue for hunger or discomfort, and the response to crying was usually breastfeeding. A young caregiver 
differentiated between needs by the elimination of whatever did not work to pacify the baby: “(...) I will 
know that he is hungry because he will refuse everything that I will give him, even toys (...) then you will 
know that he is hungry” (young woman 18 to 24, Chinkuli Village, Chongwe). Most respondents in Katete 
district (intervention site) reported that they started talking and playing with children when they were in the 
mother’s womb. A mother (18 to 24, Katete district) said: “We start talking to the child when they are still in 
the mother’s womb. When it is born, we play with it by throwing it in the air and catching it. As they grow 
older, we start singing to them and teach them numerical count from 1, 2 onwards. We play with the ball 
together using hands. We do this as it is growing up.” 

6.4.6 PLAY MATERIALS AND BOOKS FOR CHILDREN
 Only one in 10 children (11%) were reported to own a children’s book or picture book in the implementation 

sites, with significantly fewer children owning books in the control sites (7%). On average, those children 
who own books in the implementation and control sites were reported to own about two books or picture 
books. On average, each child owned one other play material, with children in the implementation sites 
owning significantly more than their counterparts in the control sites. Compared to the control sites, 
significantly more children in the implementation sites play with home-made toys/play materials (77% and 
60%, respectively) and with household objects bowls, pots, or outside objects, sticks and stones (91% 
and 90%, respectively). However, significantly more children in the control sites play with purchased or 
manufactured toys compared those in the control sites (28% and 20%, respectively).

 Table 6.5: Books and play materials by ECD hub and district and by ECE/ECD hub attendance

Variable
Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
1. Ownership of books    
Owning children’s books or picture books 7% 11% 0.0408
Number of books – Mean (SD) 2.0 (0.13) 1.7 (0.16) 0.2344
Number of picture books for a child – Mean (SD) 1.9 (0.34) 1.7 (0.24) 0.3083
2. Proportion of children with a special specific 
place to keep his/her toys 22% 33% 0.0085

3. Number of other play materials, Mean (SD) 0.9 (0.13) 1.2 (0.11) 0.0002
4. Proportion playing with home-made toys/play 
materials (dolls, car, or other) 60% 77% 0.0000

5. Proportion playing with shop/manufactured 
toys 28% 20% 0.0166

6. Proportion playing with household objects 
bowls, pots, or outside objects, sticks, stones 90% 91% 0.0785

Number of observations 1, 103 1, 275  
 Source: Author calculations from the administered household survey

 With regard to the number of books owned, there was a wide variation across villages in the ECD 
catchment areas. In Katete district, parents and caregivers in Duka hub reported having twice as many 
books (four books) as those in Kholowa and Chikoti (two books). The average number of books owned 
was lowest for Chamikango (one book). In Petauke district, a higher proportion of parents and caregivers 
in Kangulu community school hub reported having more books (about three books) than those in other 
hubs (Figure 6.6).
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Figure 6.6: Average number of all books owned by children, by district and ECD hub 

6.4.7 NATURE OF PLAY MATERIALS

 Not all play materials are the same; some can be more useful in enhancing specific childhood skills. 
Parents and caregivers were asked the type of toys that the child played with during the 30 days prior 
to the survey. The majority of the parents in the implementation and control sites reported that the child 
had played with toys that make music (77% and 79%, respectively), toys that encourage movement 
(77% and 81%, respectively) and played pretend games (70% and 64%, respectively) in the 30 days 
prior to the survey. However, only 22 per cent in the implementation sites and 17 per cent in the control 
sites reported that the child used materials for drawing and writing. At the individual indicator level, there 
were no significant differences in the specific types of toys the child played with in the 30 days prior to the 
survey in the implementation and control sites, except for the indicator on the materials used for drawing 
and writing. At the aggregate level, as captured by the playing scale index, there were no significant 
differences in play with specific toys in the past 30 days between the intervention and control sites.

 Table 6.6: Proportion of children playing with specific toys in the past 30 days by district

Variable
Control sites Implementation sites Difference

Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 % % P-value
Toys that make or play music, % (n) 79% 77% 0.7268
Materials for drawing and writing (e.g., 
colouring picture books) 17% 22% 0.0084

Pretended to be, or play with things to 
depict, other things, e.g., Mommy, doctor, 
teacher 

64% 70% 0.3051

Toys that encourage movement (e.g. balls, 
small car) 81% 77% 0.4065

Playing scale index (0–4), mean (SD) 2.40 (0.07) 2.45 (0.07) 0.7743
Number of observations 1,103 1, 75  
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Various play materials were mentioned during the qualitative interviews. These included toy cars made 
from clay, hand-made footballs, small bottles of different colours, small stones (for counting exercises), 
small tins, and other objects. During the qualitative discussions with caregivers, there was not much 
difference noted in play activities between the implementation and control sites, when they were probed 
for changes in games between 1 and 6 years. Most respondents mentioned how in the early years (0 to 3 
months) they usually responded to hunger and attention cues and assessing whether they could see and 
hear, while between 6 months and about a year, the games focused on teaching them how to sit, stand 
and walk. If the child showed any delays in displaying these capabilities, they would promptly intervene. 
A caregiver (18 to 24 years) from Nsingo Village in Chipata district said: “If the child cannot walk because 
the child has delayed to walk … you make the child hold the stick and learn how to walk”. The children 
were also taught to sing and recite the alphabet. 

 Qualitative discussions with the caregivers in all sites revealed that older children (1 year to 6 years) were 
given various toys to play with, and these were mostly based on their gender. Some of these toys included 
balls and toy cars – some made from wires to play with for boys, dolls (some made using banana stems 
or store bought), small pots and braziers to learn how to cook or being taught to plait hair. When asked 
what toys they bought in their homes for their children to play with from birth to 3 years, a caregiver from 
Chinkuli Village in Chongwe district said: “You buy toy cars when you go to town, and you teach him how 
to drive, a ball if it is a boy, if it is a girl you buy a doll. We sit and say ‘my child have you seen your baby, 
it is my grandchild’, you teach her how to plait hair” (young woman 18 to 24, Chinkuli Village, Chongwe 
district). Mothers also mentioned teaching their girl children to play chiyato (throwing small stones in the 
air). A mother from Stambuli village in Petauke district said: 

 “We make toys for them locally, things like toy cars, a tin in which we put small stones that produces some 
sounds when shaken. We also make sure to remove all dangerous objects from where the child is playing 
to avoid accidents.” Caregivers also mentioned that between 6 and 9 months, they began teaching their 
children how to call their parents by their titles. This came along with lessons on how to sit, stand and 
how to walk too. Before being enrolled in school, they were given toys to play with, which also provided 
opportunities to prepare for school through counting, singing, storytelling and playing physical games 
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such as football. A father in Katete district (25 years and above) said: “There are a lot of things that we 
use to play with children, as for me, I get small bottles of different colours and start asking my 3-year-old 
to be putting bottles of matching colours together, which she has managed to learn by now. Sometimes I 
give her a toy and a piece of material so that she can tie it at her back like a baby. That is how I play with 
my 3-year-old.” 

 The parents and caregivers noted that giving toys to the children allowed them to do other household or 
non-household income-earning activities while their children played with those toys. When asked about 
the benefits of play, one male (25+ years) caregiver in Chongwe district said: “(…) the children are healthy 
because of the happiness they derive through the play (…) they become active (…) and this gives us time 
to do other things”. At Nsingo Village in Chipata, young women (18 to 24 years) shared the benefits of 
allowing the children to play with various toys: 

 “When I give that play material even when we are at the garden the child won’t cry, and I can work until I 
get tired.”

 “At times when a child is troubling me when we are at the field I give the child a doll, and the child starts 
playing with it, and I am relieved.”

 “Instead of a child playing in the mud, I give the child a ball, and the child gets distracted.”

 During the qualitative interviews, parents and caregivers also indicated that home-made play materials 
tend to be gender-specific. In most cases, the boys tend to use footballs or other materials that teach 
them how to fend for the household, while the girls are introduced to games that show them how to take 
care of babies and household chores. One respondent said: “If it’s a baby girl we buy for them toys, and 
she plays with it by putting it at her back. This is to show her that when a baby is born, she is supposed to 
be carried at the back. If it is a baby boy, we give them a hoe and axe and show them how they are used, 
which is cultivating and cutting trees respectively” (Stambuli, FGD women, 25 years and above). 
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7.1 HIGHLIGHTS

1 ADEQUACY OF CARE: TIME SPENT AWAY FROM 
HOME
a. More parents and caregivers in the implementation sites 

(47%) than in the control sites (31%) had regular activities 
outside their homes, and this difference is statistically 
significant. 

b. Significantly more parents and caregivers of children in 
the age group 0–3 years in implementation sites left their 
children at home to undertake work activities away from 
home compared to those in the control sites (44% vs 26%). 

c. In general, more parents and caregivers were leaving their 
children alone for more than an hour, on average, four 
days a week in control sites compared to 3 days a week 
in implementation sites, and this difference is statistically 
significant.

d. Parents and caregivers in both implementation and control 
sites were leaving their children in the care of other adults/
alternative caregivers for more than an hour, on average, 
three days a week, and this difference is statistically 
significant.

2 CHILD INJURIES  
a. Overall, there was no significant difference with regard to 

accidents or injuries involving children in the year preceding 
the ECD baseline survey between the implementation and 
control sites.

b. The three most common accidents in both the 
implementation and control sites were burns, wounds and 
road accidents. 

c. There were insignificantly more burns (55% vs 52%) 
and wounds (41% vs 36%) in control sites as compared 
to implementation sites. On the contrary, there were 
insignificantly more road accidents (11% vs 8%) and 
poisons (3% vs 1%) in implementation sites as compared 
to control sites.

3 PARENT DISCIPLINARY PRACTICES
a. Overall, the four most common disciplinary actions 

when a child does something unacceptable in both the 
implementation and control sites include explaining to the 
child why something is wrong, yelling at the child, spanking 
or pulling the ears of a child, and doing nothing.

b. More parents and caregivers with children in the 
implementation sites (62%) explained to their child when 
they did something wrong, compared to parents and 
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caregivers in the control sites (49%), and this difference is statistically significant. 

c. In control sites as compared to implementation sites, there were significantly more parents 
and caregivers spanking (32% vs 20%) and pulling ears of their children (21% vs 10%) when 
they did something wrong.

4 CHILD DISABILITY AND DEVELOPMENT
a. Overall, more parents and caregivers in control sites (2%) compared to implementation sites 

(1%) reported that their child had any disability, although this difference is not statistically 
significant.

b. More parents and caregivers in implementation sites (68%) compared to control sites (38%) 
reported that their child had difficulty speaking, and this difference is statistically significant.

c. There were no statistically significant differences across the implementation and control 
sites in the proportion of parents and caregivers who reported that their child had difficulty 
seeing or hearing.

d. Nearly all the parents and caregivers sampled in both implementation and control sites 
mentioned that their children understood what they said, and did things like other children 
their age.

7.2 BACKGROUND 
 The Nurturing Care Framework (NCF) highlights the importance of improving the nature and quality of 

child protection and care services. Pregnant women and children are particularly vulnerable, with children 
living with disability being some of the most vulnerable in this group. As such, the ‘Insaka’ programme 
aims to improve the way children receive child protection and care services, as well as the quality of 
care of these services. Child protection is centred on the adequacy and quality of care for children, 
child injuries, parent disciplinary practices and child disability and development. Table 7.1 highlights child 
protection practices and accident incidents among children in implementation and control sites.

 

7.3 ADEQUACY OF CARE
 The NCF notes that children require special care and protection due to the risks that surround them. 

Adequate and quality care were assessed in implementation and control sites. Results show that more 
parents and caregivers in implementation sites (47%) than in control sites (31%) had regular activities 
outside their homes, and this difference is statistically significant (Table 7.1). There were significantly 
more parents and caregivers of children in the age group 0–3 years in implementation sites who left their 
children at home to undertake work activities away from home compared to the control sites (44% vs 
26%). 
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 Table 7.1. Percentage of caregivers who usually leave the child to work outside by study arm

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs. Control)   

 %/mean(SD) % P-value
Caregivers with children 0–5 years having regular activities outside of the home and have to leave a child
1. 0–3years 26% 44% 0.0067
2. 4–5 years 42% 53% 0.1797
3. Total (0–5years) 31% 47% 0.0203
4. Average days in past week child was left 
alone for more than an hour 3.7 (0.22) 3.0 (0.11) 0.0000

5. Average days in past week child was left in 
care of another child (less than 10 years old) 
for more than an hour

0.82 (0.16) 0.53(0.05) 0.0300

6. Average days in past week child was left in 
care of other adults/alternative caregivers for 
more than an hour

3.2 (0.20) 2.6 (0.10) 0.0001

Number of observations 1,037 1,147  
 Source: Author calculations from the administered household survey

 In general, more parents and caregivers were leaving their children alone for more than an hour on 
average four days a week in control sites as compared to three days a week in implementation sites, 
and this difference is statistically significant. Further, parents and caregivers in both implementation and 
control sites were leaving their children in the care of another child (less than ten years old) for more than 
an hour, on average, one day a week, and this difference is statistically significant. Additionally, parents 
and caregivers in both implementation and control sites were leaving their children in the care of other 
adults/alternative caregivers for more than an hour, on average, three days a week, and this difference is 
statistically significant.

 During the group discussions in all the sites, parents and caregivers shared views that mothers were 
noted as the primary caregivers. One respondent said “(...) for us women we are almost always with 
our children because we spend all the time at home. For men, they sometimes go to work or to fend for 
families, they do not have much time to spend with the children. For us, we may leave them for a short 
while, but we quickly come back to cook for them” (25+, Chinkuli Village, Chongwe district). This duty was 
usually performed alongside other household chores such as cooking, doing the laundry and sweeping. 
When they needed to leave home, they would delegate the care to the older children at home, usually 
the females. Parents and caregivers did not trust the care provided by friends, neighbours and siblings 
as they felt it was insufficient. When asked whose primary role it was to take care of the children, parents 
and caregivers in most sites said: 

 “… the one who looks after the children more is us the women because we spend more time with them” 
(young women 18 to 24, Dambe Village, Chipata)

 “the one who does a lot of work at home is a woman. Even when she comes from the field, she will look 
for firewood and prepare food even though we are both [man/woman or husband/wife] coming from the 
field” (older women 25+ years, Maguya Village, Chipata)

 Male caregivers and fathers noted how they helped the female caregivers and mothers when they were 
not able to take care of the children. When asked about whose role it was to take care of the children, a 
father (25+ years) from Kholowa Village in Katete said: “We all bath the baby especially when the mother 
is unwell; we cannot wait for her to get better before the baby can have a bath. We do that ourselves, 
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even when she is busy with other house chores like preparing a meal, we take the child and play with her, 
and then we bath her, so we help each other.” However, mothers believed they took better care of the 
children compared to their fathers. When asked if there was a difference in the way mothers took care of 
the children compared to the fathers, young women (18 to 24 years) from Dani Village in Petauke said: 

 “The mother takes better care because we spend more time with the children as compared to their fathers. 
The fathers are usually busy doing some other programmes. Even when we are both around a child 
always goes to the mother when he is hungry, because they know that we cook.”

7.4 PREVALENCE OF DIFFERENT ACCIDENTS OR INJURIES  
 Overall, there was no significant difference with regard to accidents or injuries involving children in the 

year preceding the ECD baseline survey between the implementation and control sites (Table 7.2). The 
three most common accidents in both the implementation and control sites were burns, wounds and road 
accidents. There were insignificantly more burns (55% vs 52%) and wounds (41% vs 36%) in control sites 
as compared to implementation sites. On the contrary, there were insignificantly more road accidents 
(11% vs 8%) and poisons (3% vs 1%) in implementation sites as compared to control sites.

 Table 7.2. Percentage of children reported to have experienced an accident or injury by study arm

Variable
Control sites Implementation sites Difference

Overall (Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs. Control)   

 % % P-value
1. Accident/incidents involving children in past 1 year  
Yes 6% 7% 0.2104
2. Type of accident  
Burned 55% 52% 0.8155
Wounded 41% 36% 0.7006
Poison 1% 3% 0.4728
Accident 8% 11% 0.6872
Other 5% 0% 0.6890
Number of observations 763 944  

 Source: Author calculations from the administered household survey
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7.5 PARENT DISCIPLINARY PRACTICES
 Negative disciplinary practices such as spanking children or yelling 

at them can affect a child’s physical and psychological development. 
Parents and caregivers ought to treat their children with respect and 
engage them in conversation when they do something unacceptable in 
line with the tenets of the NCF, which promotes less harsh treatment 
towards toddlers, aiming for care that promotes feelings of safety and 
security for the young children. The disciplinary practices we report here 
are not mutually exclusive as some parents used them in combination, 
and this is further explained in the qualitative section below.

 Overall, the four most common disciplinary actions when a child does 
something unacceptable in both the implementation and control sites 
include explaining to the child why something is wrong, yelling at the 
child, spanking or pulling ears of the child, and doing nothing (Table 7.3). 

 More parents and caregivers with children in the implementation sites 
(62%) explained to their child when they did something wrong, compared 
to parents and caregivers in the control sites (49%), and this difference 
is statistically significant. Similarly, in control sites as compared to 
implementation sites, there were significantly more parents and 
caregivers spanking (32% vs 20%) and pulling the ears of their children 
(21% vs 10%) when they did some wrong.

 Table 7.3. Percentage of parents and caregivers reporting different disciplinary measures by study arm

Variable

Control 
sites

Implementation 
sites Difference

Overall 
(Chipata 

and 
Chongwe)

Overall (Katete 
and Petauke)

(Implementation 
vs Control)   

 % % P-value
1. Domestic Violence: action by caregivers when child is wrong
 Pull ears/pinch 21% 10% 0.0356
 Shout/Yell/Scream 30% 37% 0.0569
 Spank/slap 32% 20% 0.0295
 Take away privileges 3% 3% 0.7216
 Explain to child why something is wrong 49% 62% 0.0132
 Give something else to do 6% 8% 0.4637
 Do nothing 20% 23% 0.3177
 Other 3% 2% 0.2917
Number of observations 763 944  

 Source: Author calculations from the administered household survey

 Figure 7.1 shows disciplinary practices by district and ECD/ECE hub, particularly the positive approach 
of explaining to a child when they do something unacceptable. There were vast differences across ECD/
ECE hub catchment areas in both the implementation and control sites in the proportion of parents and 
caregivers who explained to their children when they did something unacceptable. For example, in Katete 
district, the highest proportion of parents and caregivers who explained to their children when they did 
something unacceptable (75%) was in villages around Chikoti ECD hub and the lowest (41%) in the 

“Overall, the four 
most common 
disciplinary actions 
when a child 
does something 
unacceptable in both 
the implementation 
and control sites 
include explaining 
to the child why 
something is wrong, 
yelling at the child, 
spanking or pulling 
ears of the child, 
and doing nothing.”
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villages around Chamikango hub. Similarly, for Petauke district, the highest proportion of parents and 
caregivers who explained to their children when they did something unacceptable (78%) was in villages 
around Katambo ECD hub and the lowest (50%) in the villages around Dani and Titukuke hubs. 

 In the control site (Chongwe district), the highest proportion of parents and caregivers who explained to 
their children when they did something unacceptable (53%) was in villages around Chinkuli primary school 
ECE hub and the lowest (48%) in the villages around Nkomensha primary school ECE hub. Similarly, for 
Chipata district, the highest proportion of parents and caregivers who explained to their children when 
they did something unacceptable (65%) was in villages around Katandala ECE and the lowest (41%) in 
the villages around Maguya Zonal School.
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Figure 7.1: Percentage of caregivers who explain to children when they do something wrong, by district and ECD/ECE hub
              
 Discussions with the parents and caregivers revealed that disciplinary action was rendered towards 

behaviour that was deemed unacceptable – when a child was caught stealing or insulting people or 
colleagues. While some mentioned talking to the children first before resorting to a beating if the behaviours 
did not change, practices such as whipping the children when they did something wrong were the most 
commonly mentioned. Some caregivers and parents justified this as being validated by religious beliefs. 
A young mother said, “When a child does something wrong, he should be whipped, even the Bible says 
that” (young woman 18 to 24, Chinkuli Village, Chongwe). Similarly, discussants from Nsingo Village in 
Chipata district said they beat their children when they had done something wrong. It was noted that other 
caregivers went as far as burning their children or hitting them with cooking sticks – although whipping 
with sticks was generally a more acceptable form of punishment. Others beat them up while being tied up 
while some denied their children food as a form of punishment – usually done for the older children (6 to 
10 years old). For some parents (mostly for the younger parents), disciplinary guidance for children was 
provided by grandparents. In Dani Village in Petauke district, parents and caregivers said they disciplined 
their children by talking to them, then resorting to the use of physical force too but were afraid of being 
arrested. They also used threats such as being arrested by the police to discipline their children or to deter 
behaviour deemed as bad. 
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 “It [the law] says when you beat a child, you will be prosecuted”

 “Even 3 years old, we tell them that if you fight, the police will come and get you and lock you up”

 (young women 18–24 years, Dani Village, Petauke)

 At Kholowa Village in Katete district, although they also used physical force when disciplining their children, 
caregivers cited informing the child of their wrongdoing as more vital than punishing with physical force. 
Some fathers from Kholowa Village said: 

 “It is important to be talking to the children in a normal way each time they do something wrong, without 
beating or scolding them. When a child is beaten all the time, they will get used to the beating such that 
they will not even be scared to do wrong things”

 (fathers 25+ years, Kholowa Village, Katete)

7.6 CHILD DISABILITY AND DEVELOPMENT
 The NCF states that:

 Newborns and young children with disabilities and developmental difficulties need nurturing care just 
as much as any other child – or more. Childhood disabilities impose a huge emotional and economic 
burden on the affected families and children. Caring for children with disabling conditions is demanding, 
especially in places with inadequate infrastructure and access to services and support. (...)The International 
Classification of Functioning, Disability and Health, and the Community-Based Rehabilitation programme 
uses strategies to address inequalities in health and well-being for children who have disabilities or 
developmental difficulties – and for their families. (...) These strategies focus on: (1) strengthening formal 
services and support, particularly ones based in the community or in primary health care; (2) raising 
awareness in the community, to reduce stigma and improve access to care; (3) social support from 
parents’ groups and associations; and (4) empowering caregivers and families (WHO, 2018: p. 16). 

 The framework aims to strengthen formal services and support, particularly for those in the community 
or primary health care; raise awareness in the community, to reduce stigma and improve access to care; 
strengthen social support from parents’ groups and associations; and empower caregivers and families. 

 Table 7.4 highlights if and how parents and caregivers from implementation and control sites noticed 
signs of disability and cared for children with disability in terms of hearing, seeing or speaking. Overall, 
more parents and caregivers in control sites (2%) compared to implementation sites (1%) reported that 
their child had any disability, although this difference is not statistically significant. Further, more parents 
and caregivers in implementation sites (68%) as compared to control sites (38%) reported that their child 
had difficulty speaking, and this difference is statistically significant. There were no statistically significant 
differences across the implementation and control sites.
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 Table 7.4: Percentage of parents and caregivers reporting signs of child disability by study arm

Variable
Control sites Implementation 

sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete 
and Petauke)

(Implementation 
vs. Control)   

 % % P-value
1. Whether the child had any difficulty 
seeing, hearing or speaking?  (Yes) 2% 1% 0.4743

2. Among those reporting disability    
        2.1 Difficulty seeing 27% 24% 0.8302
        2.2 Difficulty hearing 38% 15% 0.1114
        2.3 Difficulty speaking 35% 68% 0.0099
3. Does (child’s name) have difficulty in 
walking or moving his/her arms? (Yes) 0.4% 0.7% 0.3485

4. When you tell (child’s name) to 
do something, does he/she seem to 
understand what you are saying? (Yes)

98% 97% 0.2324

5. Does (child’s name) learn to do things 
like other children his or her age? (Yes) 99% 99% 0.4395

6. Have you discussed (child’s name) 
health with anyone who might be able to 
provide information or help? (Yes)

40% 45% 0.6175

7. Has (child’s name) received treatment 
or medication for this specific health 
condition? (Yes)

56% 54% 0.2688

Number of observations 1, 189 1, 257  
 Source: Author calculations from the administered household survey

 Nearly all the caregivers sampled in both implementation and control sites mentioned that their children 
understood what they said, and did things like other children their age. Additionally, slightly more than 
half of the caregivers in both implementation (56%) and control sites (56%) reported that their child living 
with a disability received treatment or medication for the child’s specific health condition, although this 
difference is not statistically significant. 

 In all the sites, qualitative discussions revealed that there were indeed children living with disability in 
the community. Disabilities mentioned included children with poor eyesight and blindness, a child born 
without hands and a child living with sickle-cell. In Chongwe district, an NGO operating in their community 
supported one of the children noted as living with disability. The child had difficulty seeing and was led 
while walking, but no other specialized care for the child was highlighted. In Chipata district, a school 
where children living with disability could be taken was cited. 

 “[for the] others there is social welfare at the school, and they are called and receive help” (25+ years, 
Maguya Village, Chipata district)

 However, caregivers still did not refer to any special care provided for children living with disability in 
their community. The social welfare department was also named as a place where the parents and 
caregivers received support for children living with a disability.20 The Ministry of Community Development 
and Social Service, under the Department of Social Welfare, runs a Social Cash Transfer Scheme for 
various vulnerable households, and households with persons living with a disability are supported under 
this scheme. 

 Similarly, at Nsingo Village in Chipata district, young women (18 to 24) said they had noticed a few children 
living with a disability, and these were not treated any differently from those living without disability. One 

20 https://www.mcdsw.gov.zm/?page_id=5234
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parent stated that: “The friends are used to the child, so they just play with the child” (18–24, Nsingo 
Village, Chipata district). 

 The NCF encourages the view of children living with disability as rights-holders, and the appropriate 
care for these children was mainstreamed in the intervention. This specialized care included improving 
caregivers’ confidence in managing challenging behaviours through training programmes targeting entire 
families and taught them play interactions, home routines and communications skills. Respondents did 
not mention any type of special care for children living with a disability, although when asked to name 
some of the disabilities they had noticed in their communities, they mentioned conditions such as being 
lame in the leg, neck or hand, and cross-eyed as indicated by the quote below:

 “Others have a condition known as strabismus [condition in which eyes do not align properly]”21 (18–24, 
Nsingo Village, Chipata district)

 Similarly, in Katete and Petauke district, respondents mentioned various disabilities that children were 
living with, and it was also noted that household chores were affected by the care given to the child. In Katete 
district particularly, the parents and caregivers also mentioned the use of alternative ways to communicate or 
were given activities that took into account the particular disability the child had. When asked if children were 
living with disability in their community, older men, 25+ years old from Katete district said: 

 “Yes, we have, for example, if you have a child who is deaf, you give instructions differently according 
to their hearing abilities. When assigning a chore to the deaf one, you put particular emphasis, and 
sometimes we use signs for that person to understand. When you are dealing with someone who is 
impaired in the lower limbs, we give them specific chores that can be done by hands, and we leave the 
rest of the chores to those who manage to walk to the places where they should work from, like the garden 
and field.

 “Disabilities come in different forms. Some people are completely disabled that they cannot manage to do 
anything on their own. Such cases are never left home alone; there is always someone to help with their 
everyday needs, like giving them food.”

 (male caregivers, 25+, Katete district)

 Some parents and caregivers explained that the children who are differently abled are accepted by the 
community as indicated by a caregiver in Maguya, Chipata district (25+): “these children are accepted 
[in the community], and we look for solutions to help them and others are taken for exercises”. However, 
some community members highlighted that there was generally insufficient understanding of the needs 
of children living with a disability within their households and in the community. When asked how children 
living with a disability were treated compared to those not living with a disability, one respondent from 
Katete district said: “Yes, they are treated differently, like my child some people hate him for nothing. 
He does not talk, does not walk properly, but when I call his name, he responds. He uses signs to talk, I 
speak to him, and we are able to communicate. Some people come home and tell me to remove the child 
from home” (FGD females 25+, Katete district). The discussants indicated that sometimes the parents 
themselves treated the children differently from the others.

 “Even parents sometimes segregate their own children. They don’t buy them the same clothes and don’t 
give them the same food” (FGD males 18–24, Katete district)

 However, parents and caregivers from all sites mentioned that all children living with a disability were 
always in the care of someone, usually their mothers and fathers. It was noted that taking care of children 
living with a disability was a demanding responsibility. A male caregiver from Petauke district said: “There 
are some disabilities where a child will have a continuous flow of saliva and mucus, and sometimes they 
even mess upon themselves. These things bother the person who takes care of such a person. It’s like 
torture” (FGD males 25+, Petauke district). 

21 www.healthline.com/health/crossed-eyes
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IMPLEMENTATION OUTCOMES 
AND DETERMINANTS8
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8.1 HIGHLIGHTS

1 ACCEPTABILITY
a. In both the implementation and control sites, the integrated 

ECD programme was rated highly acceptable.

b. Chipata and Chongwe districts had a higher acceptability 
score of 4.6 (± 0.02) compared to Katete and Petauke 
districts’ score of 4.4 (± 0.05), with the difference being 
statistically significant.

c. In Katete and Petauke districts, specific components of the 
programme that were perceived favourably included early 
stimulation, creation of toys from locally available materials 
and the cooking demonstrations held at the hubs.

d. In the control sites, community members expressed a 
desire for change, pointing out that there were insufficient 
opportunities for young children and their parents to be 
involved in the ECD programmes and dissatisfaction 
with the quality and availability of services that they had 
received.

e. Cultural beliefs surrounding the gendered approach to 
caregiving were thought to have an effect on the acceptability 
of the ECD programme. Men were more likely to consider 
the programme to be acceptable in all the districts.

f. Religion was also found to be an important contributor 
to low levels of acceptability of ECD programmes in both 
Chongwe and Chipata districts.

2 APPROPRIATENESS
a. In both the implementation and control sites, the integrated 

ECD programme was rated highly appropriate.

b. Chipata and Chongwe districts had a higher appropriateness 
score of 4.6 (± 0.02) compared to Katete and Petauke 
districts’ score of 4.4 (± 0.05), with the difference being 
statistically significant.

c. In Katete and Petauke districts, the use of readily 
available resources within the communities for making 
toys and conducting cooking demonstrations made it more 
appropriate.

d. In the Chipata and Chongwe districts, one of the main 
contributors to the high level of appropriateness was the 
use of an integrated multisectoral approach and the use of 
readily available resources.
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3 BARRIERS AND FACILITATORS TO THE IMPLEMENTATION OF INTEGRATED 
ECD PROGRAMMES
a. There were observable changes attributable to the different activities under the ECD 

programme in Katete and Petauke districts, including increased knowledge and awareness 
of the importance of ECD among stakeholders living in both districts and recognition of 
the different benefits of these activities to the young children, which increased programme 
utilisation.

b. Though resources had been allocated for different programme activities in Katete and 
Petauke districts, they were not sufficient to carry out the desired work effectively.

c. A majority of the volunteers who were involved in the delivery of the programme had never 
undergone any specialized training apart from that provided to implement programme 
activities. This limited their ability to provide appropriate care and guidance to young children. 

d. The presence of the district multisectoral teams, which met quarterly to review programme 
implementation, was felt to be instrumental in enhancing coordination among the different 
organisations.

e. In Chongwe and Chipata districts, the presence of various organisations that had been 
implementing ECD programmes created a favourable climate for the introduction of 
integrated hubs, as communities are already familiar with ECD activities. 

f. A major challenge to the implementation of ECD activities in the control sites, particularly in 
Chongwe district, is the long distance that parents and caregivers need to cover in order for 
them to be able to access services.

g. Community members in Chongwe and Chipata district were hesitant to be involved in 
programmes where they felt there was no commitment to ensuring that ECD activities would 
be ongoing on a long-term basis. 

8.2 BACKGROUND
 Implementation research approaches make it possible to understand the contexts in which ECD 

programmes are introduced. This is because they help in defining the characteristics of the different 
stakeholders and organisations that are involved in the design and the delivery of these programmes. 
In addition, implementation outcomes such as acceptability, appropriateness and feasibility, when 
measured, can act as indicators of the probability with which ECD programmes are likely to attain 
their desired impact. By providing an opportunity to understand potential barriers and facilitators, 
implementation research findings can also provide valuable information for the design of appropriate 
delivery strategies while also guiding the implementation processes. As such, comparisons of the roll-out 
of ECD programmes between intervention and control sites through the application of implementation 
research approaches is a useful way of determining if the impact of these interventions is as a result 
of intervention effectiveness or implementation effectiveness. This is vital when attributing the changes 
being observed to the implementation effort and ultimately provides evidence that can guide evidence-
informed decision-making.

8.3 ACCEPTABILITY
 Acceptability is an implementation outcome which, when measured in the initial stages of the implementation 

of an intervention, makes it possible to identify the level to which its intended beneficiaries and the 
stakeholders involved in its implementation perceive the programme to be satisfactory and agreeable. The 
degree of acceptability is gauged based on the stakeholder’s knowledge and experience with different 
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aspects of the programme at hand. As part of the evaluation, community members were asked to rate the 
extent to which they felt the ECD programme to be appealing, whether they like the programme, whether 
they welcome the programme and if it meets their approval. Their responses were used to generate an 
overall acceptability score. Survey respondents found the intervention highly acceptable, with an overall 
score of 4.4 (± 0.5) in Katete and Petauke districts compared to Chipata and Chongwe districts, which 
had a score of 4.6 (± 0.02) out of a maximum score of 5. The level of acceptability of the intervention was 
higher in the control sites with the difference being statistically significant, as shown in Table 8.1.

 Table 8.1: Acceptability of the integrated ECD programme by implementation status 

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 Mean (SD)/% Mean (SD)/% P-value
Overall Acceptability score 4.6 (0.02) 4.4 (0.05) 0.0000
The Mphala (ECD) programme has 
my approval    

Completely disagree 0.0% 0.3% 0.0000
Disagree 0.1% 0.4%
Neither agree or disagree 0.5% 8.8%
Agree 34.5% 36.2%
Completely agree 64.9% 54.3%
The Mphala (ECD) programme is 
appealing to me    

Completely disagree 0.0% 0.2% 0.0000
Disagree 0.3% 0.6%
Neither agree or disagree 0.7% 8.7%
Agree 36.7% 35.9%
Completely agree 62.4% 54.6%
I like the Mphala (ECD) Programme    
Completely disagree 0.1% 0.1% 0.0000
Disagree 0.3% 0.5%
Neither agree or disagree 0.5% 8.5%
Agree 34.4% 35.8%
Completely agree 64.6% 55.1%
I welcome the Mphala (ECD) 
programme    

Completely disagree 0.0% 0.2% 0.0000
Disagree 0.3% 0.2%
Neither agree or disagree 0.8% 8.6%
Agree 30.9% 36.6%
Completely agree 68.0% 54.4%
Number of observations 804 912  

 The high levels of acceptability exhibited during the survey were also reflected during interviews and 
focus group discussions that were conducted in both districts. In Katete and Petauke districts, specific 
components of the programme that were perceived favourably included early stimulation, creation of toys 
from locally available materials and the cooking demonstrations held at the hubs. 
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 “Most of them like the programme of playing with children. In the beginning, it used to be funny, but 
now they enjoy it a lot, especially on how to make toys. Mothers enjoy a lot when children are playing 
along. The other thing is cooking demonstrations. A lot of women have known how to cook through this” 
(community-based volunteer FGD, Katete district)

 However, in Chongwe and Chipata districts, community members expressing a tension for change drove 
the high rates of acceptability. The insufficient opportunities for young children and their parents to be 
involved in ECD programmes drove the need for additional interventions.

 “Here we are very backward, when we visit other areas we find that there are a lot of programmes that are 
running but here there is nothing that is why we would welcome the idea very much. In fact, if they want 
to bring the programmes, they should come, we welcome them whole heartedly” (women’s focus group 
discussion, Chongwe district)

 Furthermore, in areas where ECD interventions had been running previously, community members 
expressed dissatisfaction with the quality and availability of services that they had received. A common 
location where children and their parents would receive some teaching was at health facilities, but that 
was done once a month through the under-five clinics. 

 “I would be happy if that programme came so that I become one of the teachers because people just cheat 
us here. You should not end here but let the programme come because when I look at the community 
here, the environment is not good so we should educate our children very well. That is my view” (men’s 
focus group discussion, Chongwe district)

 Community members and other key stakeholders were aware of the different benefits of being involved in 
ECD programmes. Some of the benefits that were listed included the development of rounded children, 
ease of enrolment into grade 1, observable differences between children undergoing ECE activities and 
those who are not, as well as provision of lessons for parents. Yet, barriers such as long distances to 
the nearest schools and costs for enrolment in the nurseries were inhibitory to the parents and primary 
caregivers who opted out.

 Cultural beliefs within all the districts were found to uphold a gendered approach to caregiving, in which 
taking care of children is seen to be a woman’s role. Men who were educated were viewed as being more 
open to adopting playful parenting and embracing ECD activities. One of the women pointed out:

 “Others start saying that the woman has put charms on the man if the man begins to do chores at home” 
(women’s focus group discussion, Chipata district)

 Key stakeholders and community-based volunteers reported that women were more likely to be involved 
in ECD programme activities. However, despite slight differences in acceptability scores in the control and 
implementing sites, men were more likely to find the integrated ECD intervention acceptable, as shown 
in Table 8.2. In the implementing sites, key informants provided examples of different strategies that 
had been put in place to enhance male participation. These included the use of male primary caregivers 
who had undergone the training and seen the value of the programme as change agents to encourage 
participation and to promote activities that require couples go to the hub with their children.
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 Table 8.2: Acceptability scores for an integrated ECD programme disaggregated by demographic and 
socioeconomic scores of the primary caregivers by programme implementation status 

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 Mean (SD) Mean (SD) P-value
    
Overall 4.6 (0.02) 4.4 (0.05) 0.0000
Gender of caregiver    
Male 4.7 (0.05) 4.6 (0.07) 0.3191
Female 4.6 (0.02) 4.4 (0.05) 0.0000
Age of caregiver    
0–9 4.7 (-) 4.4 (-) 0.6158
10–19 4.6 (0.09) 4.6 (0.09) 0.5258
20–29 4.6 (0.02) 4.4 (0.07) 0.0000
30–39 4.6 (0.03) 4.4 (0.05) 0.0000
40–49 4.7 (0.06) 4.5 (0.04) 0.0147
50–59 4.8 (0.07) 4.5 (0.17) 0.0497
60–69 4.7 (0.09) 4.6 (0.14) 0.4459
70+ 4.7 (-) 4.7 (0.19) 0.4523
Disability (yes) 4.9 (0.06) 4.5 (0.04) 0.1813
Marital Status of Household Head    
HH unmarried 4.7 (0.14) 4.4 (0.07) 0.0117
HH married 4.6 (0.02) 4.4 (0.05) 0.0000
HH widowed 4.7 (0.06) 4.4 (0.12) 0.0149
HH divorced/separated 4.7 (0.07) 4.4 (0.10) 0.0134
Employment status of Household Head    
Employed 4.6 (0.04) 4.4  (0.06) 0.0000
Unemployed 4.8 (0.03) 4.3 (0.04) 0.0000
Other 4.9 (0.02) 4.4 (0.13) 0.0007
Household Wealth/Asset Quintile    
1st Quintile 4.6 (0.05) 4.3 (0.10) 0.0000
2nd Quintile 4.7 (0.05) 4.4 (0.05) 0.0000
3rd Quintile 4.6 (0.02) 4.5 (0.06) 0.0500
4th Quintile 4.6 (0.03) 4.5 (0.06) 0.0108
5th Quintile 4.8 (0.04) 4.4 (0.09) 0.0000
Use of existing hubs/centres    
Attends hub/centre 4.6 (0.03) 4.5 (0.06) 0.2618
Does not attend hub/centre 4.6 (0.02) 4.4 (0.06) 0.0000
Number of observations 804 912  

 Religion was also found to be a significant contributor to low levels of acceptability of ECD programmes in 
both Chongwe and Petauke districts, unlike Katete and Petauke districts. Participants provided examples 
of scenarios where community members had refused to take part in ECD activities and the development 
of schools because of religious beliefs or discrimination. One suggestion provided on how to counter 
these beliefs was to conduct extensive sensitization of community members and local leaders.
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 “Some places, it is there where they doubt people, maybe … they have come to drain blood from our 
children and so on. What is important first is to sensitize them, we sensitize the community leaders” (key 
informant interview, Chongwe district)

 As part of the interviews and focus group discussions in the implementing sites, participants were able 
to identify other factors that they felt have an influence on the level of acceptability of the programme, as 
detailed in the sections below.

8.3.1 MISCONCEPTIONS ABOUT THE INSAKA PROGRAMME
 A small section of parents whose children were targeted beneficiaries under the programme felt 

as if it was a waste of their time, as they did not believe that it would have any impact on their 
children. Nonetheless, through continuous engagement by the community-based volunteers and 
seeing the results of the programme among other children, their initial resistance to the programme 
was thought to be reducing.

 “In the first place, they were opposing this, because they look at it as a very tiresome work to bring 
their children to the ECD centre back and come pick them… You know this is a village where people 
are involved in so many activities so they felt that we are just troubling them. But little by little, due 
to interventions and the multi-sectional approach, the opposition we faced is dwindling bit by bit, 
most of them are realizing the importance of ECD” (key informant interview, Katete district)

 In addition, the community-based volunteers pointed out that some of the parents resisted taking 
part in the programme because they felt that their children were being used as a money-making 
venture. This highlighted a need to conduct ongoing sensitization on the different service providers 
who are involved in the programme and what their roles are so that caregivers are able to have a 
sense of trust in programme activities.

8.3.2 URBAN VS RURAL AREAS
 Local leaders who were responsible for community mobilization and awareness-raising pointed out 

that it was more difficult for them to encourage community members living in urban areas and peri-
urban areas to be involved in the construction of hubs and to bring their children to the hub than it 
was in rural areas.

 “The communities which are near the peri-urban centres, they have proved more difficult to work 
with, because you find they are those who think maybe they are offering some incentives” (key 
informant interview, Katete district)

8.4 APPROPRIATENESS
 Appropriateness is a measure of the stakeholders’ perception that a programme being implemented is 

able to not only address the underlying problem but also how compatible it is with the values of the 
stakeholders and its alignment to the prevailing cultural beliefs. In order to gauge community members’ 
perspectives of the appropriateness of the introduction of an integrated ECD hub, an appropriateness 
score was generated by combining their responses to whether they considered the intervention to be 
fitting, suitable, applicable and a good match. Survey respondents rated the intervention to be highly 
appropriate, with Katete and Petauke district having an overall score of 4.41 (±0.05) compared to Chipata 
and Chongwe district at 4.6 (± 0.02) out of a maximum score of 5. The differences in the levels of 
appropriateness between the control and implementation sites are statistically significant, as seen in 
Table 8.3.
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 Table 8:3. Appropriateness of the integrated ECD programme by implementation status
Variable Control sites Implementation sites Difference

Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 Mean (SD)/% Mean (SD)/% P-value
Overall appropriateness score 4.6 (0.01) 4.4 (0.05) 0.0000
The Mphala (ECD) programme 
seems fitting    

Completely disagree 0.1% 0.2% 0.0000
Disagree 0.4% 0.6%
Neither agree or disagree 1.2% 9.3%
Agree 34.4% 40.8%
Completely agree 63.8% 49.2%
The Mphala (ECD) programme 
seems suitable    

Completely disagree 0.1% 0.2% 0.0000
Disagree 0.4% 0.2%
Neither agree or disagree 1.3% 9.2%
Agree 33.1% 38.2%
Completely agree 65.1% 52.3%
The Mphala (ECD) programme 
is applicable    

Completely disagree 0.0% 0.2% 0.0000
Disagree 0.1% 0.3%
Neither agree or disagree 1.2% 9.6%
Agree 32.7% 38.7%
Completely agree 66.0% 51.2%
The Mphala (ECD) programme 
seems like a good match    

Completely disagree 0.0% 0.2% 0.0000
Disagree 0.3% 0.3%
Neither agree or disagree 1.1% 8.8%
Agree 33.4% 38.4%
Completely agree 65.2% 52.3%
Number of observations 804 912  

 The high levels of appropriateness that were reported in the survey were also observed during the 
interviews and focus group discussions that were held in the districts. It was evident from the interviews 
that the different stakeholders in all the districts felt that the programme was aligned to their needs and 
their setting. For instance, programme activities could be implemented using readily available resources 
within the communities. In Katete and Petauke districts, parents were encouraged to make toys that the 
children would use to practise early stimulation, using locally sourced materials. This ensured that the toys 
were inexpensive and all children had an opportunity to play irrespective of the socioeconomic position of 
their households. 

 “Even on play and communication when you tell them, it is easy you can make toys just from these simple 
materials that are locally available. It is not only going and buy toys from the store, but you can also get a 
simple bottle, and you put some stones or maize inside. You start shaking for a child to start playing with it. 
Therefore, they have welcomed it because you are introducing things that are bearing with them. Things 
that they can easily do at home level” (key informant interview, Katete district)
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 The caregivers received training on food preparation using locally available food sources. This was 
essential because it showed community members that they could be able to provide balanced meals 
for their families without relying on expensive foods and they could utilise food that they were growing or 
readily available at markets within their areas.

 “We took some locally available things that they used like groundnuts and so on, prepared a meal, and 
we told them that this meal is balanced. In their case, they could be thinking that maybe a balanced diet 
just composed of meat and so on. So when we brought these things in a simple way, there are able to 
understand, and they were very happy they took it on a positive note and said this is wonderful” (key 
informant interview, Katete district)

 Furthermore, as a way of ensuring greater inclusivity at the hubs, the programme put in place different 
strategies to ensure that children with disabilities can easily access the hubs, e.g. through the construction 
of ramps and ensuring that their homes are covered during door-to-door visits by community-based 
volunteers. District-level representatives from the Ministry of General Education who were involved in the 
implementation of the programme had backgrounds in special education and were providing support to 
ensure that the programme activities were suitable for households with children with disabilities. 

 In the two control sites, Chongwe and Chipata districts, one of the main contributors to the perceived 
rates of appropriateness was the use of an integrated multisectoral approach. The intervention could 
use existing coordination structures present in the districts to facilitate implementation. According to the 
stakeholders, bringing together different organisations and providing a variety of ECE services at a central 
location was a strategic selling point that would be attractive to the community members living in these 
districts.

 “This can happen because this is helping people to learn how to farm and how to take care of the children 
because you are saying the agriculture and health should come. Yes, people can welcome this because 
people here love farming” (key informant interview, Chongwe district)

 “Especially where you are saying there will be departments such as agriculture  doing their part, such 
things are very important to the community, that the reason why am saying they will love it” (key informant 
interview, Chipata district)

8.5 FEASIBILITY (IMPLEMENTING SITES ONLY)
 An assessment of the feasibility of a programme makes it possible to gauge the extent to which it is 

likely to be successful. The evaluation sought to establish the extent to which the programme was likely 
to work within the two implementing districts. Respondents were asked to rate their perceptions of 
whether the programme was implementable, if programme activities seemed possible and if the activities 
looked doable. The overall feasibility score generated from combining their responses showed that the 
programme was considered to be very feasible across both districts, with a score of 4.39 (±0.05). The 
feasibility score for Katete district (4.45(±0.05)) was higher than that for Petauke district (4.29 (±0.12)), 
with the difference being statistically significant. The scores for all the individual measures of feasibility; 
whether the programme was implementable (Katete 4.42(±0.04) vs. Petauke 4.29 (±0.012)), possible 
(Katete 4.48(±0.05) vs. Petauke 4.31(0.12)), and doable (Katete 4.48(±0.05) vs. Petauke 4.31(±0.13)), 
were all higher in Katete than they were in Petauke district (Table 8.4).
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 Table 8.4: Feasibility scores of the ECD programme by demographic and socioeconomic scores of the 
primary caregivers in Katete and Petauke districts

Outcome
Overall

Katete District Petauke District
Difference

(Katete and 
Petauke)

(Katete and 
Petauke)

 Mean(SD) Mean(SD) Mean(SD) P-value
Overall 4.39 (0.05) 4.45 (0.05) 4.29 (0.12) 0.0002
Gender of caregiver    0.0002
Male 4.41 (0.06) 4.48 (0.06) 4.26 (0.12)
Female 4.39 (0.06) 4.44 (0.06) 4.30 (0.130)
Age of caregiver    0.0002
0–9 4.29 (-) 4.24 (0.25) 4.5 (-)
10–19 4.57 (0.08) 4.65 (0.06) 4.45 (0.20)
20–29 4.35 (0.07) 4.43 (0.07) 4.22 (0.13)
30–39 4.34 (0.06) 4.39 (0.07) 4.28 (0.11)
40–49 4.49 (0.04) 4.51 (0.02) 4.45 (0.12)
50–59 4.37 (0.13) 4.54 (0.11) 4.00 (0.24)
60–69 4.62 (0.11) 4.48 (0.18) 4.78 (0.11)
70(+) 4.59 (0.20) 4.82 (0.17) 4.45 (0.31)
Disability    0.0002
Yes 4.53 (0.04) 4.58 (0.06) 4.40 (0.12)
No 4.39 (0.05) 4.44 (0.05) 4.29 (0.12)
Marital Status of Household 
Head    

0.0002

HH married 4.44 (0.07) 4.49 (0.09) 4.38 (0.10)
HH widowed 4.37 (0.05) 4.44 (0.04) 4.26 (0.12)
HH divorced/separated 4.64 (0.13) 4.74 (0.07) 4.46 (0.33)
HH unmarried 4.34 (0.11) 4.37 (0.14) 4.31 (0.18)
Employment status    0.0002
Employed 4.38 (0.06) 4.44 (0.05) 4.28 (0.13)
Unemployed 4.15 (0.07) 4.28 (0.05) 3.97 (0.13)
Other 4.51 (0.06) 4.57 (0.06) 4.44 (0.14)
Wealth Quintile    0.4876
1st Quintile 4.33 (0.17) 4.38 (0.32) 4.29 (0.18)
2nd Quintile 4.52 (0.13) 4.54 (0.21) 4.50 (0.13)
3rd Quintile 4.34 (0.25) 4.60 (0.11) 3.98 (0.44)
4th Quintile 4.34 (0.11) 4.45 (0.10) 4.38 (0.37)
5th Quintile 4.58 (0.17) no obs 4.58 (0.17)
Use of existing hubs    0.0008
Attends ECD hub 4.52 (0.06) 4.50 (0.06) 4.60 (0.10)
Does not attend ECD hub 4.30 (0.08) 4.39 (0.07) 4.22 (0.14)

 Source: Author calculations from the administered household survey

 Participation rates within programmes can also be used as proxy measures of how feasible the programme 
is likely to be. Based on the discussions with the different stakeholders, it was felt that through the ECD 
programme, many children within the two districts had been able to access ECD interventions including 
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growth monitoring and early stimulation. This was made possible 
through door-to-door outreach activities conducted by community-based 
volunteers, who go out and train caregivers from their homes, with each 
household receiving at least two visits each month. Moreover, they could 
also access different services within the hubs, which increased the 
demand for ECD services.

 “The community like the whole idea of an integrated approach; sometimes 
they would go to this place to access this services, go to another place to 
access this service now the Mphala provides most of the services they 
need for their children. So we have seen that the Mphalas are attracting 
more people there so far” (key informant interview, Katete district)

8.6 BARRIERS AND FACILITATORS TO THE 
IMPLEMENTATION OF INTEGRATED ECD 
PROGRAMMES
8.6.1 PERCEIVED BENEFITS AND ADVANTAGES OF THE 

INTERVENTION
 One of the main facilitators that were highlighted by the different 

stakeholders who were interviewed as part of the evaluation was 
the observable differences that were attributable to the different 
activities under the ECD programme within the implementing 
sites. Not only was there increased knowledge and awareness of 
the importance of ECD among stakeholders living in both districts, 
but there was also a recognition of the different benefits of these 
activities to the young children. By providing training to various 
stakeholders on the importance of early childhood education, 
they began to see it as a priority issue within their communities, 
and they went on to act as champions for the implementation of 
different programme activities.

 “Things have changed; we were in darkness now we are 
enlightened. Many people have known what they did not know 
previously. Every parent now wants their child to start school at an 
early age because of the teachings we give them. Other areas are 
even admiring us. Parents have learnt how to cook, to breastfeed, 
hygiene at their homes and a lot other things” (community health 
worker focus group discussion, Katete district)

 Primary caregivers expressed that they had seen differences 
between children who were exposed to the programme activities 
and those who had not gone through the programme. Children 
under the programme were able to communicate effectively much 
earlier and were perceived to be more intelligent than the rest. 
This has acted as a contributing factor to the ease with which 
community members have accepted the intervention.

 “The programme has helped us a lot because our children are 

“The programme 
has helped us 
a lot because 
our children 
are behaving 
differently. They 
are really showing 
that they are 
being enlightened 
and know things 
at an early age, 
unlike the way it 
used to be in the 
past. We wish the 
programme could 
be rolled out even 
to older children 
so that they can 
also learn” (male 
primary caregiver, 
Katete District)  
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behaving differently. They are really showing that they are being enlightened and know things at an 
early age, unlike the way it used to be in the past. We wish the programme could be rolled out even 
to older children so that they can also learn” (male primary caregiver, Katete District)

 According to stakeholders within the education sector, since the introduction of the ECD programme 
there has been an increase in the enrolment rate of students within schools in the communities. 
They stated that parents whose children had used the programme and seen its impact were more 
likely to enrol their other children on the programme and encourage other community members to 
enrol their children.

 “They always encourage us to continue visiting and teaching them because they have noticed the 
improvement of their children’s performance at school” (community health worker FGD, Katete 
district)

 In some of the hubs, additional teaching sessions were being included as part of the activities. 
Parents were opting out of involving their children in domestic chores that would have kept them 
out of school, such as cattle herding. Before the inception of the programme, it was common to 
find parents enrolling their children directly into grade 1. In contrast, the parents were enrolling their 
children into early childhood educational activities at a much younger age, which promoted their 
development.

 “Before this early childhood centre learning came, children would be found hunting animals and 
taking cattle for grazing in the field, and there they would learn bad language and fighting and 
insults from their friends. And with the coming of the early childhood centre, the children are usually 
found in these learning centres and they are learning a lot” (community-based volunteer focus 
group discussion, Petauke district)

8.6.2 IMPLEMENTATION READINESS AND CLIMATE IN IMPLEMENTING VS CONTROL 
SITES

 The levels of implementation readiness in implementing and control sites differed greatly. In Katete 
and Petauke districts, aside from the implementation of the hubs, very few organisations had been 
working in the districts to provide ECD interventions. However, in Chongwe and Chipata districts, 
various organisations had been implementing ECD programmes successfully. These included ECE 
centres that were being run by the Ministry of General Education as well as non-governmental 
organisations such as Good Neighbours, the Anglican Church, Mary’s Meals, Holy Childhood 
and Child Fund. These organisations had been actively involved in different activities such as 
the construction of ECE centres and schools and provision of school meals to children, alongside 
teaching parenting skills. In some areas, community members mobilized among themselves 
and identified community-based volunteers to teach their young children. The presence of these 
activities creates a favourable climate for the introduction of integrated hubs as communities are 
already familiar with ECD activities. 

8.6.3 ADEQUACY OF RESOURCES ALLOCATED FOR PROGRAMME ACTIVITIES
 In Katete and Petauke districts, programme activities are delivered either through a door-to-

door approach or at the ECD hubs within the villages. The community-based volunteers who are 
responsible for conducting these activities pointed out that some of the hubs lacked resources 
such as water, soap, teaching materials including boards and chalk as well as supplies needed 
for the cooking demonstrations. The ratio of volunteers, including ECE teachers, to children and 
caregivers using the hub was low. This was compounded by the fact that some of the ECE teachers 
had quit, so the remaining volunteers were being overwhelmed by their workload. In terms of the 
outreach activities that required them to go out into the communities, they reported that a number 
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of their catchment areas were quite large and were difficult to reach on foot. Moreover, trainers 
who are needed to inspect programme activities in different ECD centres are required to cover 
large distances, but they do not have adequate resources for transport that could easily help them 
to accomplish this. As such, they have resorted to utilizing headteachers who are found in nearby 
schools.  

 “Their capacity to travel to these schools and inspect these activities properly and advise them 
accordingly is something that is giving us a lot of difficulties because we don’t have transport. It is 
very far from here to Katuma; it is almost 7kms, so for us to go and sit down with those parents of 
that area and train them, the financial constraints again come in and so on, we tried” (key informant 
interview, Katete district)

 Moreover, in Chongwe and Chipata district, the absence of permanent structures such as hubs 
through which young children and their parents could be brought together was considered as a 
major barrier to implementation of ECD activities. Communities were using communal spaces such 
as churches and schools as temporary sites from where ECD interventions could be provided to 
children and their parents. However, as was the case with Katete and Petauke districts, they did not 
possess adequate resources and lacked books, toys, equipment, chairs and teaching materials. 
Selected schools have previously received support through non-governmental organisations such 
as Child Fund, UNICEF and World Vision in terms of training of ECE teachers and volunteers and 
the purchase of materials. Moreover, the government provided funding for the implementation of 
ECE activities, but the funding that was designated was minimal to support the construction of 
permanent structures. One of the stakeholders interviewed highlighted the most pressing needs:

 “They need play materials because even teaching and learning materials that they have are very 
scanty. We have not had a supply in that area and just out of schools’ own initiative, they have 
managed to buy few things, and even the school grant that comes for preschool, and the schools 
have managed to get few things. However, the toys have become costly now, and the amount 
that is allocated to them is very, very minimal. As such, they are struggling in that area. So play 
materials, the play parks, and the structures, we are still struggling in that area” (key informant 
interview, Chipata district)

8.6.4 TRAINING OF SERVICE PROVIDERS AND COMMUNITY-BASED VOLUNTEERS 
TO IMPLEMENT ACTIVITIES

 In Katete and Petauke districts, service providers and community-based volunteers working in the 
programme had received training on the different pillars of ECD and the nurturing care framework 
including proper feeding, play, communication with children and how to respond to illness. Despite 
recognizing the value of the training that they received, most of them emphasized the need for 
further refresher training. A key challenge that was reported by the key stakeholders was that most 
of the volunteers who were involved in the delivery of the programme had only reached grade 12. 
This meant that apart from the training provided to implement programme activities, they had never 
undergone any specialized training needed to provide the most appropriate care and guidance to 
the young children, making them less effective when compared to ECE teachers who had received 
tertiary education. As such, they would require additional supervision and mentorship. 

 Nevertheless, as part of the focus group discussions with community-based volunteers and other 
key stakeholders, it was evident that a large majority of them were fully cognizant of the different 
interventions under the ECD programme and their implementation. They also expressed high 
levels of confidence in their ability to provide services as part of the programme effectively. In both 
districts, the stakeholders felt that it would be vital to identify more sustainable ways of ensuring 
that each of the ECD hubs had trained ECE teachers to provide the necessary support to the other 
community-based volunteers.
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 In terms of human resources, most of the ECD centres in the communities in Chongwe and Chipata 
districts did not have enough teachers and volunteers who were teaching the children and their 
primary caregivers. Ideally, for each class, two teachers should be present: one who acts as the 
caregiver and one as the teacher. However, in most areas, one teacher would be expected to 
perform all these roles. Community leaders highlighted the fact that even when they were able to 
organise communal spaces, the absence of teachers affected the ECD programmes negatively.

 “In the villages, we can mobilize the use of a church. The challenge is teachers, you need to find a 
good teacher who can take care of those small children so that when they are going to grade 1, we 
do not have a problem. So if we can work hand in hand with education, more especially the DEBs, 
they can send the teachers to go in the community, to go and start teaching the preschool teachers, 
then we can be happy” (key informant interview, Chongwe district)

 Moreover, well-trained teachers were scarce. Some of the parents expressed their dissatisfaction 
with the teachers in the area during the interviews.

 “Yes children go to learn from there then as parents you look at the teacher who is teaching and 
you say your child will not learn properly. We don’t take children there, but some take their children” 
(men’s focus group discussion, Chongwe district)

8.6.5 INSUFFICIENT INCENTIVES FOR COMMUNITY-BASED VOLUNTEERS
 In order to ensure the full commitment of the community-based volunteers and volunteer ECE 

teachers to ECD activities, it would be essential to provide them with some form of incentives. 
This is because volunteers were often engaged in providing services throughout the day and had 
insufficient time to perform any income-generation activities through which they would be able to 
support their families. However, in both implementing and control sites, it was very common to find 
that they did not receive any payment for the work that they did. This was seen to have an impact 
on their level of motivation. In some of the districts, community members banded together and 
provided small salaries to support their work. One of the volunteers stated:

 “We also have a problem with teachers; they work for no pay. As a result, sometimes they do not 
come to work, but you cannot blame them because they are not paid. At least they should be given 
something to help them, and they will be encouraged to come. Otherwise, the programme is going 
on well except for a few things” (community-based volunteers FGD, Chipata district)

 So far, three early childhood education teachers have quit since we started our school. Therefore, 
those people who are seeing those other early childhood education teachers will be discouraged. 
So there is need for motivation in a form of allowance or pay to the EC teachers because they have 
also families that they take off and school-going children they have to pay for” (community-based 
volunteers FGD, Petauke district)

8.6.6 ADDRESSING EXISTING COMMUNITY NEEDS IN IMPLEMENTING SITES
 Through the programme activities, some of the current needs of the community were being 

addressed. This helped to enhance the acceptability of the activities within communities in both 
Katete and Petauke district. For instance, the hubs provided an opportunity to conduct birth 
registration, which was difficult for communities living in rural areas. Furthermore, the programme 
sunk boreholes to improve access to clean water for community members. The addition of the 
school feeding programme under the programme also increased the receptivity of the programme 
among community members because it provides an opportunity for the parents to be involved with 
other activities without the fear that their children will not be attended to. Moreover, the meals are 
an incentive for participation, especially among low-income households where the children would 
otherwise not have a meal.
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 “Things have changed a lot because of the feeding programme, 
children eat a lot of different foods, and as such they get 
encouraged a lot to come here, and by so doing, they are giving 
a chance to their parents to attend to other duties without being 
disturbed” (community health worker FGD, Katete district)

 Some of the resources that were being utilised by the programme 
were donations provided by institutions and individuals.. However, 
during the focus group discussions with the community members, 
it was pointed out that some of the traditional leaders and village 
headmen would take these donations for themselves. This was 
felt to discourage community members from being involved in 
programme activities.

8.6.7 LONG DISTANCES
 A major challenge to the implementation of ECD activities in the 

control sites, particularly in Chongwe district, is the long distances 
that parents and caregivers need to cover in order for them to be 
able to access services. Parents who could not afford to pay for 
transportation costs or did not have bicycles were discouraged 
from taking children to the nurseries and other ECE centres 
available within their communities. Some of these centres were 
between 7 and 8 kilometres from their homes. Moreover, the 
distances were made worse during the rainy seasons when 
the roads became impassable. Consequently, if hubs are to be 
introduced, considerations need to be made to ensure that they 
are as close to communities as possible.

 “The biggest challenge is the distance because in Chongwe we 
have peri-urban areas. Some schools are very far; learners walk 
a very long distance, as far as maybe 10km to and from. Now for 
a 3-year-old to walk that distance, it is very difficult unless if the 
early childhood centre is near to the villages or their homes” (key 
informant interview, Chongwe district)

8.6.8 SUPPORT FROM LOCAL LEADERS AND CHAMPIONS
 Community involvement across all four districts was thought to be 

a critical aspect of intervention success. It was very common to 
hear community members stating that once the local chiefs and 
community leaders were involved from planning to implementation 
phases, the likelihood of intervention activities being adopted 
became higher. Local leaders would marshal communities to 
donate resources such as land, sand, bricks and their labour to 
support the construction of ECD centres. However, the type of 
donations made was dependent on the economic conditions of 
the villages. 

 “Most of the time, if there comes a developmental project to help 
the community, headmen are committed to working with the people 
that have come. If they say we want to build then the headmen 
will make a duty rota that this day this village should work and 
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this day this village should work then there will be no problems. 
Working together is the key knowing that this thing we are doing is 
going to take us somewhere” (community-based volunteers FGD, 
Chongwe district)

 In Katete and Petauke districts, prior to the implementation of 
the programme local leaders were engaged and sensitized on 
the programme and its intended impact on communities living 
in their areas. This was done through the Ministry of Chiefs and 
Traditional Affairs, which was also a partner in the programme. 
Because of these engagement processes, there was evidence of 
buy-in from chiefs and other traditional leaders who went ahead 
and provided the necessary support in terms of community 
mobilization and provision of resources. For instance, in Katete 
district, Chieftainess Kawaza provided the land on which the hub 
would be built and has also been helping in reviewing the progress 
of the hub activities within her chiefdom.

 “Then there at the Chieftainess, there is a group that has been 
formed for all the centres with the preschools that gets the reports 
and takes them to the Chieftainess who sends the Indunas to 
say that you should take care there and there…” (key informant 
interview, Katete district)

 The criteria for the selection of traditional leaders, village 
headmen and religious leaders to be suitable champions for the 
ECD programme were that they had to have shown an interest 
in addressing the needs of children within their communities as 
well as being influential with primary caregivers. These leaders 
were perceived to be a critical aspect in ensuring that the hubs 
were developed, encouraging parents to allow their children to 
attend the hubs and maintenance of the hubs. They also helped to 
mediate cases where some community members felt dissatisfied 
by some of the programme activities.

 “When you take a programme in the community, not everyone 
may accept it, so it reached a point where sometimes you may 
find that, maybe, one or two disgruntled community members, 
they would want to bring down or destroy the centre. So with 
the help of our traditional leadership, we were able to use our 
traditional methods of how to punish people and, at least, that sent 
a warning to those who wanted to vandalize these ECD centres” 
(key informant interview, Petauke district)

8.6.9 UTILISATION OF EXISTING COMMUNITY 
STRUCTURES

 In Katete and Petauke districts, each ECD hub has a parent-teacher 
committee that is drawn from the local communities who have 
received training in ECD and were able to oversee programme 
activities at the hub. Moreover, community members have been 
providing support to the implementation of activities within the hub 
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by cleaning, clearing bushes, providing sand, making bricks, construction and helping to maintain 
the hubs. This has been motivated by the fact that the caregivers are able to see the benefits of 
the programme. However, in some communities the level of involvement was very minimal, which 
has meant that the implementation of activities is much slower than it ought to have been. Given 
that the construction is supposed to be carried out by the community members, when they failed to 
take part it meant that construction would come to a standstill. In some instances, even when they 
were ready to take part, competing interests such as farming for their daily sustenance would be 
the more favourable options for many of them. 

 Another avenue through which the programme was able to use existing community structures was 
in the identification of children who are appropriate targets for the interventions. The community-
based volunteers would use the under-5 clinics as points of contact. The intervention activities are 
viewed as building upon the clinics, which are aimed at promoting good health and well-being of all 
the children who are using them.

 In Chongwe and Chipata district, community members expressed their willingness to play a role 
in the establishment of ECD centres within their communities because they had seen the value of 
such activities for the development of their children. In addition, they were also willing to contribute 
to ensure that the teachers and volunteers received incentives.

 “Like we said before, we would be very pleased when you commence your programme here. 
Therefore, when you begin this programme, we are willing to help you in any way you may please, 
we will be ready at service. We will also sit down privately as a community to discuss and create a 
site plan on how best we can help the programme, and get back to you for guidance” (men’s focus 
group discussion, Chongwe district)

 In some of the villages, stakeholders felt that extensive engagement strategies would be needed 
because community members are not very cooperative and they would refuse to take part in any 
activities to support the establishment of the ECD centres.

8.6.10 MULTISECTORAL COLLABORATION
 The implementation of the programme in implementing sites leveraged the capacities of the 

different organisations alongside those of the communities in which it was being implemented. 
This has made it possible to provide a wide range of services at the hubs. The presence of the 
district multisectoral teams, which meet quarterly to review the programme implementation, was 
felt to be instrumental in enhancing coordination among the different organisations. Furthermore, to 
enhance the coordination across the different partners, there is a shared communication platform 
on WhatsApp where they are able to communicate and provide progress reports and updates 
on upcoming activities. However, some of the organisations did not actively participate in the 
coordination meetings. 

 “Before coming together we could work in isolation, each department is doing this and the other 
department doing their own thing, but later on because of cellular meetings that we have had and 
cellular orientation meetings, sponsored by UNICEF, we agreed to come up with a committee 
which has a chair and the secretary, so that we are well coordinated. So [the Ministry of] education 
is the chairperson of that multisectoral team, and the [Ministry of] community development is 
the secretariat. So since we have this committee, it is easier now to coordinate, the chairperson 
normally calls for the meetings and the secretariat is there, and we share the responsibilities” (key 
informant interview, Katete district)

 The presence of shared goals under the programme meant that the different stakeholders were 
able to understand the expected outcomes and work towards their realization. Previously most of 
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the institutions implemented their activities separately, but with the inception of the programme they 
have adopted a more integrated approach to implementation. For instance, the different partners 
would designate specific days during which they would go out into the communities and conduct 
awareness-raising activities on the importance of the programme while also encouraging people to 
take part in hub activities. 

 “It has helped us a lot because we are speaking one language. They go for a programme under the 
Ministry of Health, the same ECE, ECD will come out, they go for a programme under community 
development, and they still tell me about the same. That full dissemination of information really 
helped us, but we still have people that are still saying no ECE, but I have seen that with time, with 
a lot of sensitization now, they have changed” (key informant interview, Katete district)

 Though the partners have been able to work together, some aspects of the collaboration, such as 
joint budgeting and resource allocation, are still big challenges. In Petauke district, key informants 
pointed out that with the withdrawal of UNICEF and the funding they were providing, they were not 
able to sustain the multisectoral collaboration and the momentum that had been created. Moreover, 
some organisations were perceived as still wanting to work independently rather than as part of the 
multisectoral teams. The stakeholders involved in the programme pointed out that though they have 
received adequate training and are able to implement the activities, sometimes their schedules are 
very busy and they cannot be fully involved at all stages of the programme. 

 “In a situation where you are going to share work you say, okay I will do from here to here then you 
continue from here. So now, on a material day, you find that your friend [colleague from another 
Ministry] is committed to another activity. So what you do? You take it up. That also happens 
when you are doing some training at some lodge here within the district, you find that the time for 
your friend [colleague from another Ministry] to come and teach he is not there, he is committed 
somewhere, and you start preparing just there to continue the whole session” (key informant 
interview, Katete district)

8.6.11 MONITORING AND EVALUATION OF PROGRAMME ACTIVITIES IN PLACE
 In Katete and Petauke districts, the programme has put in place reporting structures that allow 

the relevant authorities to review progress. A select number of community-based volunteers are 
responsible for overseeing other volunteers in compiling reports that detail activities undertaken 
within the reporting period. The local District Coordinators pointed out that they usually provide 
materials for monitoring on a quarterly basis, and they ought to be adequate. However, volunteers 
stated that they often do not have adequate materials and stationery for compiling these reports. 

 The community-based volunteers were proficient in the use of the reporting tools designed by 
UNICEF and Child Fund, but having to send multiple reports to the district and the province was 
time-consuming. Sometimes they were forced to cut short programme activities so that they could 
come in and compile the reports. They also felt that it would be essential for UNICEF and Child 
Fund, who are the main partners under the programme, to come for regular monitoring visits so that 
they could collect information on emerging issues affecting the programme as well as incorporating 
what they had gathered from the communities to improve the implementation of the programme.

8.6.12 MENTORSHIP AND PEER SUPPORT
 Community-based volunteers were involved in mentorship, peer learning meetings through which 

they were able to share their knowledge and experiences on what was working, challenges faced, 
and which changes they needed to make to address emerging issues within their areas. Where 
additional support is required, the implementing partners would bring in experts who provide 
specialized training. Through these mentorship and peer learning exercises that are held quarterly, 
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they were also able to plan for activities to be conducted in the 
next quarter. 

 “So it is the reflection kind of an activity where you reflect what 
has been happening and this is done quarterly. You reflect what 
has been happening in the past quarter, and what would work 
in the coming quarter. Yes, so that is one part, the other part is 
around the mentorship. For example, if you noticed that as we 
were implementing from the reports, there are these areas of 
need where we will bring a particular expert in that area to come 
and support them. If it is health-related issues that are coming 
up, we bring an expert, and if it is just pure ECD, we handle that 
because we have the expertise, but we also include the others in 
the multisectoral team” (key informant interview, Katete district)

8.6.13 PREVAILING POLITICAL CLIMATE IN CONTROL 
SITES

 Unlike the implementing sites, one of the factors that was thought 
to have a potential impact on the likelihood of the integrated ECD 
programme being a success in Chongwe and Chipata was the 
prevailing political climate in the districts. Stakeholders stated that 
the launch of the ECD intervention should be done in a manner that 
is as politically neutral as possible, so that community members 
do not feel as though they are being sidelined due to their political 
affiliations.

8.6.14 SUSTAINABILITY OF PROGRAMME ACTIVITIES
 In the implementing sites, key stakeholders pointed out that most 

of the resources that are supporting programme activities were 
provided by UNICEF and Child Fund but highlighted that given 
the multisectoral nature of the programme they were hoping that 
other departments would take on more roles and commit more 
resources going forward. An example that was provided on how 
this could be achieved was setting up specific budget lines that 
cater for the maintenance and support of the ECD hubs.

 “It is because of UNICEF that we [have] seen them surviving as 
they do, but even as departments we agreed that we should also 
take care of them as we budget for our departmental activities. 
These are some of the initiatives, when you look at sustainability, 
because UNICEF may not be here for years to come, but we 
should also start putting something as a department because 
that is multisectoral, it’s not one department, but we have various 
departments going there, so we advise each other that as we 
do our budget, we should also remember the ECD centres” (key 
informant interview, Katete district)

 The long-term plan under the programme is to ensure that the 
different ECD hubs are fully owned by the communities in which 
they are found. Ideally, the communities are expected to come 
up with different income-generating activities that would make it 
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possible to cater for everyday running costs of the hubs such as the purchase of materials and 
providing a small incentive for the volunteers working at the hubs. However, not all hubs have 
been able to fully support their activities. During the interviews, there were varied responses as to 
the extent to which this had been realized. In some areas, community members and leaders had 
meetings where they agreed upon the different ways in which they would support the activities under 
the hubs, including donating and selling farm produce such as maize to pay for teachers/guards 
who were volunteering at the hubs. In such communities, it was felt that the level of community 
ownership within the hubs had grown during the programme implementation period.

 “You will notice that the Mphalas [ECD hubs] are literally run by the community and the community 
are really doing a good job. Of course, we are supporting here and there so that we ensure that 
they are strong enough to be weaned off with different areas, but at this moment, I would say they 
are doing very fine. There will be areas of needs that probably we might need to build their capacity 
on, in terms of the community as well as the district level” (key informant interviews, Katete district)

 Nevertheless, some of the hubs did not have any income-generating activities, which affected 
the extent to which they were able to conduct some of their activities. Among the hubs that were 
no longer receiving support under the programme, especially in Petauke district, the absence of 
resources had impeded ECE efforts in the area:

 “When it came to an end, I am aware that it was handed over to Ministry of Education, to carry it on, 
but I wouldn’t be ashamed to mention that has its own challenges. These centres now were left in 
the hands of zonal head teachers, who were manning these centres and sometimes with very little 
support here and there” (key informant interview, Petauke district)

 Communities in the implementing and control sites approached the concept of sustainability of 
ECD programmes in two different ways. Those in Katete and Petauke districts were looking at 
sustainability in relation to increased resource allocation from implementing partners, development 
of income-generation activities and strengthened multisectoral collaboration to ensure the continuity 
of the implementation of the hubs within their districts. On the other hand, community members 
in Chongwe and Chipata district were hesitant to be involved in programmes in which they felt 
there was no commitment to ensuring that ECD activities would be ongoing on a long-term basis. 
They pointed out that they had seen numerous programmes being introduced but which failed to 
take off because they were ill-equipped to provide the necessary services. As such, they were not 
interested in investing their time and resources in programmes they felt would not amount to much.

 “When people come to teach, they make sure that they put in place all the programmes, but if the 
people who started the programme are not serious, even the community will be discouraged. Let 
us say they say we want to help build this for you, then they start and leave it unfinished then the 
community is discouraged but when they start, they should finish. The programme should continue 
and not be left on the way” (key informant interview, Chongwe district)

 “Most of the time, when they bring a project like this, people are willing to take part, but because 
several projects do not materialize, people say that most projects do not go anywhere. But if the 
project is really very serious, then the people would take part, and this would go well. For example, 
we have a building here that started very well, but it just stopped. It is better the project starts and 
the children are learning this side, and on the other side, the project is progressing. This would 
make people see that the project is really serious” (men’s FGD, Chipata district)
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9.1 HIGHLIGHTS
1 KNOWLEDGE AND ATTITUDES TOWARDS COVID-19

a. Almost all the parents and caregivers in the four districts had 
heard of the coronavirus.

b. There was no significant difference in knowledge of coronavirus 
in the implementation sites (99.96%) and the control sites 
(99.69%).

c. The most common preventive measures known among the 
survey respondents were hand-washing, refraining from shaking 
hands and using masks and gloves.

2 ADOPTION OF PREVENTIVE MEASURES AGAINST COVID-19
a. A larger proportion of participants that practised consistent hand-

washing were from Petauke and Katete districts compared to 
those in Chipata and Chongwe districts (70% vs 57%).

b. A majority of the community members who took part in the survey 
had not shaken hands in the week preceding the survey, with 
a significantly larger proportion being from Katete and Petauke 
districts compared to those in Chipata and Chongwe districts 
(84% vs 61%).  

c. More than half of the participants from Chongwe and Chipata 
districts were still taking part in community gatherings at least 
once or twice a week (53%). 

d. Furthermore, there were significantly more people in Chongwe 
and Chipata districts wearing masks at least once or twice 
a week (28%), in contrast to those in the Petauke and Katete 
districts (14%).

3 INFORMATION SOURCES ON COVID-19
a. Dissemination of information on COVID-19 was being done 

through various avenues such as radio, television, community 
meetings chaired by community-based volunteers and local 
community actors or public addresses from government officials.

b. The government was ranked as the most trustworthy source 
of information, with a slightly higher proportion of participants 
in Katete and Petauke districts in comparison to Chongwe and 
Chipata districts (73% vs 69%).

4 IMPACT OF COVID-19 ON EARLY CHILDHOOD EDUCATION 
ACTIVITIES
a. The proportion of children in Chipata and Chongwe districts who 

were still taking part in educational activities were significantly 
higher than those in Katete and Petauke districts (25% vs 11%).

b. The most common educational activities that children had 
been engaged in since the closure of schools were completing 
assignments given by their teachers in programme implementing 
sites and attending lessons in control sites. 

c. Schools had made changes to accommodate continued 
learning such as alternating days on which children could attend 
school, reduced school learning hours and shifting focus to 
the development of numeracy and literacy skills for the young 
children in the ECE classes.
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9.2 BACKGROUND
 ECD programmes provide an enabling environment for the promotion of responsive caregiving that 

ensures that the nutritional, educational, social and health needs of young children are met, allowing 
them to develop to their full potential. However, the outbreak of COVID-19 across the world has had 
an impact on the lives of children and their families. ECD programmes have undergone significant 
disruption due to the outbreak of COVID-19 as children have stayed home to prevent the spread of 
the disease. Such disruptions can be catastrophic to the development of young children, as they are 
not exposed to activities that can facilitate their holistic development. Furthermore, disease outbreaks 
can enhance existing inequalities that shape the manner in which children can access early childhood 
development interventions. Preventive measures aimed at reducing disease transmission such as the 
promotion of physical distancing and restrictions in community gatherings, compounded with precarious 
economic situations in most households, are likely to reduce the fulfilment of the needs of these children. 
Understanding prevailing knowledge about the disease and exploring how it has affected early childhood 
development programmes is vital in ensuring that the design and delivery of these interventions is 
responsive to local contexts.

9.3 KNOWLEDGE AND ATTITUDES TOWARDS COVID-19
 Assessments of prevailing knowledge, attitudes and preventive measures being adopted within 

communities at risk of COVID-19 infection can provide valuable information that can be used to tailor 
behaviour change measures aimed at controlling transmission. It is essential to understand the way in 
which communities conceptualize the disease and their understanding of how the disease spreads or 
ways they can protect themselves from infection. Information such as this could also be an indicator of 
the extent to which risk communication and other behaviour change interventions are being implemented, 
as well as their effectiveness. As part of the baseline assessment, knowledge levels within the different 
implementing and control sites were evaluated. 

 A majority of the community members who took part in the survey across all four districts had heard of the 
disease before. There was no significant difference between the implementation sites (99.96%) and the 
control sites (99.69%), as shown in Table 9.1. Although the data collection in the implementation sites took 
place earlier than in the control sites, it was interesting to find that in all the districts community members 
had heard of the disease before, but very few actually understood how it was spread and what caused it. 
This emerged during the qualitative data collection when participants highlighted that:

 “We also don’t know what kind of animal coronavirus is, we just hear coronavirus is spreading and hearing 
that some people are dying from the same coronavirus, they have even stopped us from going to church” 
(community-based volunteer FGD, Petauke district)

 “We do not know it, we just hear” (female primary caregiver FGD, Petauke district)

 “This disease that is here, which we don’t know where it came from but we hear it on radios” (men’s FGD, 
Chongwe district)

 Further, when asked which measures community members could adopt to reduce their risk of contracting 
the virus, a majority of the participants across all four districts knew of hand-washing, refraining from 
shaking hands and using masks and gloves (Table 9.1). There were no significant differences in 
knowledge of most methods of risk reduction between the implementing sites and control sites, aside from 
avoiding crowded areas and gatherings. A larger proportion of survey respondents in Katete and Petauke 
districts (52%) knew that by avoiding very crowded areas they could reduce their likelihood of infection as 
compared to those in Chipata and Chongwe districts (42%). 

 It was common to hear of community members refusing to go to health facilities or to participate in 
community activities due to a widespread fear of being infected with coronavirus. For instance, one of the 
participants in a mixed community member focus group discussion stated that:

 “From the time COVID-19 came we have been working with fear due to COVID-19” (mixed FGD, 
Chipata district)
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 Table 9.1: Comparison of the levels of knowledge and awareness of COVID-19 in implementation and 
control sites

Variable

Control sites Implementation sites Difference
Overall 
(Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
1. Ever hear about the coronavirus or 
COVID-19? (Yes) 99.69% 99.96% 0.1477

2. Measures you can adopt to reduce 
risk of contracting coronavirus    

Hand-washing 92% 96% 0.1225
No handshakes/ physical greetings 71% 64% 0.3769
Use mask/gloves 78% 83% 0.4339
Avoid travel 21% 19% 0.7134
Staying a home 26% 28% 0.6376
Avoid crowded places/ gatherings 42% 52% 0.0151
Maintaining 1 metre 62% 58% 0.4170
Avoiding touching your face 16% 16% 0.9858
Number of observations 744 857  

9.4 ADOPTION OF PREVENTIVE MEASURES AGAINST COVID-19
 Knowledge of disease prevention measures does not always translate into adoption of healthy behaviours 

among communities at risk of infection. In view of this, the assessment sought to establish the degree 
to which community members living in the four districts had taken up different COVID-19 preventive 
measures. In response to the growing numbers of COVID-19 cases around the country and guided by 
sensitization exercises that provided risk communication, communities within the districts reported that 
they had taken up different behaviour change measures.

 “What has changed is the lifestyle. We are putting on facemasks and washing hands even when there 
is no food to eat. The issue of face masking is making breathing very difficult, and the issue of social 
distancing has made us stop our usual meetings. We only meet occasionally and in smaller numbers. 
Things have gone backwards” (community health worker FGD, Katete district)

 Despite a majority of the respondents stating that they knew of hand-washing and its impact on disease 
control, a considerably lower proportion had washed their hands consistently during the seven days prior 
to the data collection. A larger proportion of these were from Petauke and Katete districts compared to 
Chongwe and Chipata districts (70% compared to 57%), as seen in Table 9.2. A majority of the community 
members who took part in the survey had not shaken hands in the week preceding the survey, with a 
significantly larger proportion of those who had washed hands being from Katete and Petauke districts as 
compared to Chongwe and Chipata district (84% compared to 61%). Community members in Chongwe 
and Chipata districts stated that they were experiencing difficulties in doing away with handshakes, as 
they are a part of the local culture. Handshakes are a gesture used to welcome guests and acknowledge 
their presence either within the home or in community settings.

 “A visitor has come at home, and you cannot greet using hands … so visitors would go back to their place 
saying you have not welcomed me” (men’s FGD, Chipata district)

 During the qualitative data collection, participants stated that communal gatherings such as church meetings 
and meetings for women’s learning groups, which facilitate disease spread, had been suspended in most 
parts of all four districts. Community-based volunteers described how their work had been interrupted: 

|  COVID-19 INFORMATION AND PRACTICES 



Baseline Study for the Community-Based Integrated Early Childhood Development (ECD) ‘Insaka’ Programme | 2021

132  | Insaka Baseline Study

 “When COVID-19 first started, it was difficult for us to do visitations. We used to take about 5 minutes only 
because people were scared thinking we could infect them. We would put on a mask and sit at a distance, 
social distance. We would also be scared of being infected by the people we were visiting. We were 
disturbed, but now it is better. We could not visit a programme for a long time. We would just greet and 
ask about the health of children briefly and leave” (community-based volunteer FGD, Chongwe district)

 In Katete and Petauke districts, a majority of respondents reported that they had not taken part in 
community gatherings (75%) or shaking of hands (85%). 

 “People have changed their life styles and are now masking up and washing hands regularly, something 
which never used to happen in the past” (female primary caregiver FGD, Katete district)

 “We have been taught to maintain social distancing and avoid unnecessary movements. We have also 
learnt the importance of hygiene. Even young children are washing their hands frequently” (female primary 
caregiver FGD, Petauke district)

 However, during the survey more than half of the participants from Chongwe and Chipata district were 
still taking part in community gatherings at least once or twice a week (53%) compared to the programme 
implementing sites. Furthermore, there were significantly more people in the control sites wearing masks 
at least once or twice a week (28%) in contrast to those in the implementing sites (14%). The biggest 
barrier reported concerning the adoption of the preventive measures was the cost of buying masks and 
sanitizers. Nevertheless, community members expressed the need to sustain preventive measures. 

 “The requirements of corona are unbearable; we do not have money for masks, soap, sanitizers etc. We 
are really troubled with this disease” (female primary caregiver FGD, Petauke district)

 

 

In Chongwe and Chipata districts where data collection was conducted after a couple of months of 
COVID-19, the extent to which community members felt the need to sustain the adoption of preventive 
measures reduced as there was a feeling that situation had improved and restrictions were being lifted. 
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 Table 9.2: Proportion of survey respondents who were practising COVID-19 preventive measures by 
programme implementation status in the 7 days preceding the survey

Variable
Control sites Implementation sites Difference
Overall (Chipata 
and Chongwe)

Overall (Katete and 
Petauke)

(Implementation vs 
Control)   

 % % P-value
Hand-washing    
Number of days    
0 15% 16% 0.1014
1 1% 1%
2 3% 2%
3 6% 3%
4 4% 2%
5 9% 6%
6 4% 2%
7 57% 70%
Number of observations 744 857  
Shaking hands    
0 61% 84% 0.0000
1 3% 3%
2 4% 3%
3 4% 3%
4 2% 1%
5 6% 2%
6 4% 0%
7 17% 4%
Number of observations 744 857  
Taking part in a large gathering   

   
0 29% 75% 0.0000
1 36% 16%
2 17% 5%
3 8% 2%
4 5% 0%
5 3% 1%
6 1% 0%
7 1% 1%
Number of observations 744 857  
Wearing a mask    
0 57% 76% 0.0000
1 17% 8%
2 11% 6%
3 7% 4%
4 2% 1%
5 2% 2%
6 0% 0%
7 2% 4%
Number of observations 744 857  
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9.5 MOST TRUSTED INFORMATION SOURCES ABOUT COVID-19
 Dissemination of information on COVID-19 across the different districts was being done through various 

avenues such as radio, television, community meetings chaired by community-based volunteers and 
local community actors who had been oriented on the guidelines or addresses on radio or television by 
government officials such as the President and local Ministry of Health officials. During the interviews, 
community members explained where they had received information:

 “I first learnt of it from the news. The other way is through community sensitization by people from the 
health centre. They even teach on how we can protect ourselves” (female primary caregiver FGD, Petauke 
district)

 “We have guidelines for lessons. When we had COVID-19, we told them about it. We were given guidelines 
for COVID-19, how it is contracted, and about how to keep yourselves in your homes, etc. We were told 
to stop visitations, if you visit it should be for only about 10 minutes then you go” (community-based 
volunteer FGD, Chongwe district)

 “Recently we had a meeting with parents to discuss this issue of COVID-19, and how we can protect small 
ones because they are saying in the rules they cannot put on the masks. So they do participate” (key 
informant interview, Chongwe district)

 Community members are likely to adopt information from sources that are perceived to be trustworthy. 
During the survey, community members were asked to rank who they thought provided the most accurate 
information on COVID-19. The government was ranked as the most trustworthy source of information, 
with a slightly higher proportion of participants in Katete and Petauke districts in comparison to Chongwe 
and Chipata district (73% compared to 69%) as illustrated in Figure 9.1. Aside from the government, 
friends and traditional leaders were other trusted sources of information across both implementing and 
control sites. Though NGOs were ranked as the least trusted source (implementing 2% compared to 
control 0.3%), some of the key informants who were interviewed pointed out that they had received 
support from those operating locally. For instance, Child Fund had provided masks that were to be used 
during meetings at the hubs in Katete.

 

 

Figure 9.1: Community member perceived trustworthiness of different sources of COVID-19 related 
information
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9.6 IMPACT OF COVID-19 ON EARLY CHILDHOOD EDUCATION 
ACTIVITIES

 The study also sought to explore the impact of COVID-19 on ECE activities in the districts. In Chongwe 
and Chipata districts, only 25 per cent of children were still engaged in educational activities since the 
closure of schools, as illustrated in Table 9.3. The proportion of children who were still taking part in 
educational activities was significantly higher in Chongwe and Chipata districts than those in Katete and 
Petauke districts (25% compared to 11%). Overall, the most common educational activities that children 
in all the districts had been engaged in since the closure of schools were completing assignments given 
by their teachers in Katete and Petauke district (52%) and attending lessons/sessions in Chongwe and 
Chipata districts (34%). The differences observed could be linked to the reopening of schools.

 Table 9:3. Impact of COVID-19 on early childhood education activities in by programme implementation 
status

Variable

Control sites Implementation sites Difference
Overall 
(Chipata and 
Chongwe)

Overall (Katete and 
Petauke)

(Implementation 
vs Control)   

 Mean/% Mean/% P-value
1. For children who were attending ECE 
centres or ‘Insakas’, have the children 
been engaged in any education or learning 
activities since the schools closed? (Yes)

25% 11% 0.0059

2. (If Yes) In what types of education or 
learning activities have the children been 
engaged since the schools closed?

   

Completed assignments provided by the 
teacher 26% 52%

0.1300

Used mobile learning apps 0% 2%
Watched educational TV programmes 1% 0%
Listened to educational programmes on 
radio 0% 3%

Session/meeting with Lesson 34% 3%
Other 39% 40%
Number of observations 174 668  

 Despite the MOGE putting in place an Education Contingency Plan that includes strategies to convert 
ECE materials into radio programmes translated into various local languages, as well as television 
programmes, very few of the young children were engaged in educational activities through radio or TV. 
Participants explained why this was the case: 

 “It has disturbed a lot, it’s not all children who have access to the TV to learn online, and not everyone can 
hire a private teacher, so most children have forgotten what they have learnt … it’s like they are starting 
all over” (men’s FGD, Chipata district)

 “So we are looking at how we are going to cater to the kids that is the major challenge, right now. But 
luckily, we have a programme for World Vision that is running currently, which I am part of the team that is 
teaching. I teach ECE, but though it’s not enough because it just comes, maybe, once every four weeks, 
this week is grade one, then the other week just like that” (key informant interview, Katete district)
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 Furthermore, the key informants from the programme implementing sites felt that the radio lessons were 
not as effective as having hands-on exposure with trained teachers and staff at the Insaka. This was 
because instead of watching educational programmes on TV, young children would opt to watch cartoons 
or other programmes, especially in the absence of continuous adult supervision.

 In the implementation sites, because of the closing of schools and restrictions on community gatherings, 
the hubs had either been shut down or, even where they were operational, very few community members 
were going to access services. Early childhood stimulation activities had stopped as community members 
were afraid that by going to the hub, they were likely to be infected with COVID-19. Primary caregivers 
and key informants expressed concern that gains that had been achieved because of stimulation would 
be lost due to reduced exposure of the children to the hubs.

 “Then the children under stimulation that we started teaching they will be drawn backwards because we 
were used to putting them together in a group and teach them songs. Therefore, what we started they 
have forgotten, and we have to start afresh and that is the problem. The only ones who meet here are the 
under-5s who also are at 1 metre. So the centre looks as if it has been deserted” (key informant interview, 
Katete district)

 “The children are no longer coming here for their programmes, so for those who had started learning 
something, they are likely to forget. Even those who used to respond well when greeted in English they 
cannot respond anymore. That is the problem that this disease has brought” (male primary caregiver 
FGD, Katete district)

 On the other hand, due to changes in COVID-19 guidelines, most schools in the control sites had been 
reopened. Both parents and teachers felt that by staying away from school over a long period, children 
had forgotten all that they had been taught previously. One of the local leaders highlighted the impact of 
COVID-19 on learning outcomes for young children in his area:

 “Another challenge that affects early childhood education, you find that this programme like the one you 
are doing today, if it was not for COVID we would have been somewhere else. Even our small children 
would have been learning.  Because of COVID the school was stopped, and performance for children in 
the early childhood programme has gone down” (key informant interview, Chongwe district)

 In response to the reopening, schools in Chongwe and Chipata district were altering how the classes were 
being conducted. Teachers that were interviewed during the qualitative data collection exercise stated that 
they had put in place different measures such as alternating days in which children could attend school, 
reduced school learning hours and shifting focus to the development of numeracy and literacy skills for 
the young children in the ECE classes. Playtime had also been done away with as teachers felt that the 
children ought to be ready to join grade one. As such, greater emphasis was placed on preparing them for 
this. 

 “It has affected us a lot, before the COVID-19 the children in the ECE classes were coming in the morning 
around 08:00 and knocking off at 12:00 but ever since the outbreak especially this term they just learn for 
a short period of time” (key informant interview, Chipata district)

 “The first change is time allocation in the teaching of the subjects. Not all subjects are taught; we are just 
concentrating on numerals and literacy in the two hours of learning. There is no play time for ECE: it’s just 
classwork nowadays so that they can at least be taught how to hold a pencil before going to grade one 
next year, since the term is already coming to an end and the time is short so it’s quite hard” (key informant 
interview, Chipata district)

 When asked whether COVID-19 would affect the introduction of an integrated hub, parents in the control 
site felt that it would not be affected due to the presence of guidelines. However, teachers involved in ECE 
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pointed out the difficulty in maintaining COVID prevention measures among young children; they felt the 
children would continue to mingle and play with each other because they were little and that is what they 
are accustomed to. 
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10.1 SUMMARY AND CONCLUSION
 This report documents the findings of the ECD baseline survey 

conducted in implementation sites (Katete and Petauke) and control 
sites (Chipata and Chongwe). The survey is designed to allow for a 
non-randomized quasi-experimental evaluation of the ECD programme. 
A mixed-method design was used with three study components. The 
first component is a household survey which successfully contacted a 
total of 1,601 households and 5,006 persons, of which 53 per cent were 
from implementation sites and 47 per cent from control sites. Computed 
Assisted Personal Interviewing (CAPI) was used with field data 
collectors using tablets to collect information using a tool programmed 
using Survey Solutions. The data collectors also had tools to measure 
height and weight of all children in the surveyed households to capture 
nutritional outcomes of all children 0–6 years. 

 The second component of the study was a neurodevelopmental 
assessment which was a subsample of 780 children 0–6 years from 
the children in the household survey. The assessment was conducted 
by trained and experienced examiners using the Malawi Development 
Assessment Tool (MDAT) and the Rapid Neurodevelopmental 
Assessment (RNDA) tool. The third component of the survey was a 
qualitative arm which focused on 1) gaining a deeper understanding 
of caregivers’ knowledge, attitudes and practices towards responsive 
caregiving, 2) examining facilitators and barriers for the ECD programme 
as well as other aspects that would improve the multisectoral teamwork 
to make the ECD programme successful. Assessing barriers and 
facilitators was part of the implementation research arm of the study, 
which assessed acceptability, appropriateness, and feasibility of the ECD 
programme, and these questions were part of the household survey.

 A conducive home environment acts as a catalyst for improving child 
health outcomes. Findings show that children live in poor households with 
very low incomes, mostly drawn from non-farm business and  farming. 
The most common shocks that households face is sickness and crop 
failure, and they have to rely on saving. Households do not have access 
to social assistance such as cash transfers and food support, with the 
proportion of households having access to social assistance very small 
or negligible. The survey found that an overwhelming majority of the 
households in both implementation (97%) and control sites (98%) do not 
live in houses that have electricity. This means there might be high use 
of alternative energy sources that may expose children to pollution at an 
early age. Further, only about 24 per cent of the households in control 
sites and 25 per cent in implementation sites had access to improved 
sanitation facilities. Poor sanitation facilities are often associated with 
diarrheal disease, to which children are susceptible in their early years.

 The first three years of life are critical in the development of children’s 
physical, emotional, social and intellectual capabilities. With households 
being economically constrained, interventions such as the ECD are 
critical. Importantly, overcoming these challenges requires a whole of 
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society approach and a multisectoral collaboration to ensure adequate investments in all components of 
the Nurturing Care Framework (NCF), namely nutrition, health, security and safety, responsive caregiving 
and early learning, and parental counselling. We summarize and discuss the findings of the baseline on 
each of these components:

I. Nutritional outcomes and indicators. Nutritional outcomes – stunting, wasting and underweight 
– were poor, with more than 3 in 10 children stunted. Implementation sites had better nutritional 
outcomes than control sites. This may or may not be due to the intervention as differences in 
other things in implementation and control sites may be driving these differences in nutritional 
outcomes. We will be able to see what is happening after the follow-up surveys. For now, one can 
speculate that since the intervention has been implemented for some time, it is possible that part 
of the differences in nutritional outcomes may be due to interventions. Although other nutritional 
indicators such as exclusive breastfeeding, dietary diversity, and minimum acceptable diet are in 
general poor, they are significantly better in implementation sites. Improving these indicators may 
depend on increasing the coverage of nutritional interventions, including IYCF and nutrition, which 
were found to be low. 

II. Health and care seeking. Illness in children affects not only their health but other aspects such as 
learning and their ability to live a full life. To realize their potential and set a strong foundation for 
healthy and productive lives as adults, children need access to high-quality health care. We found 
that about 1 in 10 children are likely to face diarrhoea every two weeks. Dehydration from diarrhoea 
is one of the major causes of childhood deaths. The striking thing is that only less than half of the 
children with diarrhoea sought care at a health facility. However, a large share of children (more 
than 8 in 10) had taken vitamin A supplementation and had been fully immunised. More than three 
quarters of caregivers believe that vaccinations prevent children from falling sick. There is also 
widespread misconception among caregivers about what vaccines can do, with over two thirds 
believing that vaccinations are used to treat illness when children are sick. In general, though, they 
rely mostly on the advice of health-care professionals and cadres to make their decisions about 
childhood vaccination in both the implementation and control sites.

III. Opportunity for early learning and child development outcomes. Clearly, our findings suggest 
that attending any form of the early childhood development centre, whether ECD or ECE is associated 
with higher child development scores, with higher scores for ECD. Caution should be exercised in 
interpreting these results at this stage as children attending early childhood development centres 
may be different in many ways from those not attending. More valid results will be obtained after 
follow-up rounds. Nonetheless, the associations in this survey are suggestive of the benefit of ECD 
centres. However, our findings also point to the fact that an overwhelming majority of children do 
not have access to ECE. In places with ECD, the proportion of children under 5 years attending an 
early learning centre is almost negligible. This could be a missed opportunity for improving human 
capital. 

IV. Child protection and disability. Providing adequate and quality child protection and care services 
is an essential part of creating an environment in which children can fulfil their development 
potential. Concerning child injury, almost 1 in 10 children have experienced an injury or accident, 
and the injury rates were slightly higher in implementation sites. The most common accidents 
are burns, wounds and road accidents. Accidents are also related to the adequacy of care. Our 
findings suggest that a sizeable share of parents and caregivers have to leave their children often, 
and sometimes in the care of other children. Child protection also relates to children growing in 
an environment free of physical and emotional abuse. While certain disciplinary practices are 
traditionally entrenched, it is crucial to provide counselling to parents and caregivers on why non-
violent disciplinary practices should be avoided. It is encouraging that most caregivers report using 
positive disciplinary practices such as explaining to children when they do something unacceptable, 
but at least a third report negative disciplinary practices such as yelling at the child, spanking, 
pulling the child’s ears, and doing nothing. It is also important that births are registered, a crucial 
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step in protecting children’s rights. The findings point to higher birth registration in implementation 
sites, facilitated by ECD hubs. However, only 1 in 10 children in both implementation and control 
sites have birth certificates.

V. Responsive caregiving and early stimulation. Responsive caregiving is important for children to 
reach their developmental potential. We find that while responsive feeding practices are prevalent, 
most parents and caregivers still use negative feeding practices such as beating a child when 
they refuse to eat. Playful parenting practices are also not widespread, with most parents and 
caregivers reporting spending less than an hour playing with the children aged 0–3 years. The 
main barriers to adequate playful parenting were too much housework, too much work or long 
working hours. Overall, parents and caregivers had poor stimulation knowledge, attitudes and 
practices. A higher proportion of parents and caregivers in implementation sites had better attitudes 
towards playful parenting than those in the control sites. Beliefs about parenting also need attention 
as a considerable proportion of caregivers think children only understand words they can say. 
As children’s first line of care, parents and caregivers play an important role in early childhood 
development and need to be equipped with adequate and appropriate childcare skills and practices. 
Although most parents and caregivers reporting receiving some counselling in hygiene, less than 
one third of parents and caregivers have received counselling on parenting support, IYCF and 
nutrition, and child protection. Apart from playful parenting, giving children toys and books can 
be important for early stimulation. However, only about a tenth of children owned any children’s 
books or picture books in implementation sites, with significantly fewer children owning books in 
the control sites (7%).

 We now turn to implementation outcomes such as acceptability, and appropriateness of the programme 
as well as the barriers and facilitators to the implementation of the programme. The ECD programme was 
highly acceptable and appropriate. However, several barriers were identified. Firstly, it was observed that 
parents and caregivers in Chongwe and Chipata districts need to cover very long distances in order for 
them to be able to access services. Secondly, community members in Chongwe and Chipata districts 
were hesitant to be involved in programmes in which they felt there was no commitment to ensuring that 
ECD activities would be ongoing on a long-term basis. Thirdly, there was a lack of adequate incentives 
for community-based volunteers. For example, a chronic lack of financial incentives was noted. This has 
resulted in a high turnover rate among volunteers. Further, it was observed that resources that have been 
allocated for different programme activities were not sufficient. Additionally, there is a significant lack of 
specially trained personnel involved in the delivery of programme activities; limiting their ability to provide 
appropriate childcare and guidance.

 Nevertheless, several identified facilitators can mitigate these barriers. First is the presence of 
district multisectoral teams that meet regularly to review programme implementation. This is essential in 
enhancing coordination among various programme stakeholders. The second facilitator was the many 
perceived benefits that were likely to accrue to parents, caregivers and children from their participation 
in various ECD programme activities. Thirdly, local leaders and champions have been invaluable in 
increasing buy-in of the ECD programme in their communities. Relatedly, community parents and teachers’ 
committees (PTCs) have played an important supporting role in the implementation of ECD programme 
activities. Further, in Chongwe and Chipata districts, the presence of various organisations that had been 
implementing ECD programmes creates a favourable climate for the introduction of integrated hubs, 
as communities are already familiar with ECD activities. Additionally, there were observable changes 
attributable to the different activities under the ECD programme including increased knowledge and 
awareness of the importance of early childhood development among stakeholders living in both districts 
and recognition of the different benefits of these activities to the young children.

 In conclusion, this baseline survey provides a good indication of the status of key indicators 
for community-based integrated ECD programmes. The results show that there is significant scope 
for improvement in nutrition, health, child protection, responsive caregiving and early stimulation, and 
parent counselling outcomes and outputs. The survey has also highlighted significant heterogeneities in 
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outcomes and outputs by district and hubs. Overall, children who attended ECD hubs had better health, 
nutrition and neurodevelopmental outcomes than those who did not attend these hubs. Similarly, parents 
and caregivers who attended these hubs had better and positive knowledge and beliefs about childcare. 
However, it was noted that control sites had lower levels of key indicators than implementation sites; a 
possible reflection of the relatively lower level of integrated ECD programme implementation in the former. 

 The survey also identified several barriers and facilitators to the implementation of the ECD 
programme. The survey notes key challenges such as inadequate resources for some programme 
activities, lack of specially trained personnel, inadequate incentives for community-based volunteers, 
long distances and uncertainty over long-term funding of ECD programmes. Nevertheless, programme 
implementers can leverage a number of facilitators. These include the presence of active district 
multisectoral teams, perceived benefits accruing from the programme, active local leaders and champions 
that facilitate community buy-in of the ECD programme, the presence of various organisations that had 
been implementing ECD programmes and observable positive changes attributable to the different 
activities under the ECD programme.

10.2 RECOMMENDATIONS
Parents and caregivers
•	 Low male participation: The evidence suggests that male parents and caregivers are not as keen 

or enthusiastic to participate in the integrated ECD programme as women are, as some see the 
programme as targeted at women, or they have other competing responsibilities in the household. 
Efforts to encourage male participation in the ECD programme need to be strengthened:

	 Use of trained male primary caregivers as change agents needs to continue as this has 
shown to be a practical approach to encouraging male involvement. 

	 Information,Education and Communication materials such as visual aids, brochures, 
pamphlets and posters, which include illustrations that depict men being involved in 
caregiving roles such as playful parenting and child stimulation, would help to normalize the 
involvement of men in taking care of their children. 

	 ECD hub activities need to ensure that programmes that require couple participation are 
included in the schedule of activities. However, such activities and other programmes 
targeting menfolk need to take account of the period that is convenient for men to attend, 
such as off farming season or late afternoon.

•	 Non-responsive and supportive parents and caregivers: Some parents and caregivers are 
less responsive and supportive of the ECD programmes as they feel the programmes are not 
beneficial. There is a need to strengthen community sensitization efforts to encourage community 
participation and to intensify efforts to train and use dedicated primary caregivers as change 
agents. The Community ECD champions could support the sensitization and ensure that there is 
contextualization of playful parenting using locally relevant materialise, and continued promotion 
and counselling on key family and community nurturing care practices.

•	 Low uptake of integrated ECD programmes in peri-urban areas: Parents and caregivers in 
peri-urban areas are less keen to participate in the ECD programmes and less involved in efforts to 
construct the hubs. There is a need to devise strategies to increase participation among caregivers 
in peri-urban areas.

Community level
•	 Lack of lower primary-level classes to ensure progression from ECD hub: Children who 

complete the early education learning at the ECD hub need to access primary education services, 
but the schools are relatively far, and it becomes a challenge to ensure that the six-year-old children 
progress to grade one. It is recommended that modalities to introduce lower primary education at 
the ECD hubs be considered to assure progression from the early learning to grade one.
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•	 Health facilities close to the hub: One of the challenges is the lack of health facilities close to 
some of the ECD hubs. Parents and caregivers noted that with children playing at the hubs, there 
is increased risk of injury among the children, and it is even more important now to have health 
facilities (health posts) close to the ECD hubs to provide health services. The health facilities would 
also serve the communities, as women have to travel a long distance to access delivery services. 

•	 Sustainability of school feeding programmes: The key stakeholders indicated that it is important 
to ensure that the school feeding programmes are sustainable and that communities are supported 
to be able to initiate income-generating activities and vegetable gardens.

•	 Transparency and accountability in managing the hubs: The key stakeholders indicated that the 
level of transparency and accountability of the leaders at the ECD hubs also determines community 
participation. Some community members feel sidelined or that the children are used as a money-
making venture. There is a need to conduct ongoing sensitization on the roles of the different 
service providers who are involved in the programme and that of the caregivers to instil trust in the 
programme. There is also a need for clear communication and accountability on donated food and 
non-food items and who the intended beneficiaries are. 

•	 High attrition of volunteer teachers due to lack of incentives: The evidence shows that 
volunteer ECD teachers are not provided with adequate incentives to allow them to be fully involved 
in programme activities, while also being able to cater for their daily sustenance needs. Although 
the volunteer teachers are supposed to receive support from the community, this has not been the 
case so far.

	 Local leaders devised initiatives for the community members to contribute maize, which is 
to be sold and funds raised used to support the volunteer teachers. The success of such 
initiatives is yet to be seen as the exercise was scheduled to commence in July/August.  

	 There is a need to provide clear guidance on support for the volunteer teachers to ensure 
continued participation in the programme.

•	 High pupil:teacher ratio at the ECD hubs: With a high attrition rate among the ECD volunteer 
teachers, the pupil:teacher workload at the ECD hub has increased, which increases the workload 
for the remaining volunteer teachers. As a short-term measure, teachers have to be trained to 
manage large class sizes to ensure that the interventions are effective.

•	 Increased reporting requirements: The stakeholders at the community level indicated that 
multiple reporting requirements to the district and the province are time-consuming. The leaders 
are, at times, forced to cut short programme activities to create time to compile the reports. The 
approach to reporting needs to be reviewed, and there is a need to ensure challenges reported at 
ECD hubs are addressed to sustain the momentum gained.

•	 Lack of income-generating activities at the ECD hubs: The absence of resources to sustain 
activities at the ECD hubs is a challenge that needs to be addressed. Some ECD hubs did not have 
any income-generating activities, and efforts to support and ensure that such activities are initiated 
at each hub are necessary to ensure the sustainability of the programme. 

•	 Lack of essential commodities for management of ECD hubs: Lack of water, soap, teaching 
materials including boards and chalk as well as supplies for cooking demonstrations at the ECD 
hubs.

•	 Lack of or inadequate reporting tools: The evidence suggests that the materials and stationery 
provided to the volunteers for reporting are inadequate. 

|  CONCLUSION AND RECOMMENDATIONS
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District and multisectoral level
•	 ECD hub to have a trained ECE teacher to provide support and supervision: The key 

stakeholders highlighted the need to have a trained ECE teacher stationed at each hub to provide 
the necessary support and supervision to the other community-based volunteer teachers.

o Need for continuous supervision and mentorship of the volunteer trainee teachers: 
To ensure that the intervention is effective, there is a need for continuous supervision and 
mentorship of the trainee teachers. It is suggested that a trained ECE teacher be posted 
at each hub to take up the role of supervision and other necessary support for the ECD 
volunteer teachers.

•	 Training of local traditional leaders as champions for the ECD programme: The current practice 
of training traditional leaders, village headmen and religious leaders to be suitable champions for 
the ECD programme needs to continue. There is a need to involve more local leaders to be able to 
make significant progress.  

•	 Lack of transport for trainers who are required to monitor programme activities at the ECD: 
The trainers for the ECD volunteers are unable to make scheduled supervisory and mentorship 
visits as often as required due to lack of transport and other resources. There is a need to factor 
in such costs in the ECD programming and to be clear on how such activities are to be financed.
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APPENDIXES

APPENDIX A: EVALUATION APPROACH AND DATA COLLECTION METHOD

Evaluation component and description Data collection method
9. Child developmental milestones: in terms of cognition, 

fine motor skills, gross motor skills, and language as well 
as expression for children who attend and those who do 
not attend ECD hubs

Neurodevelopment assessment of a 
subsample of 0–6 year children from the 
household survey using MDAT (fine motor 
skills, gross motor skills, language domain 
and social domains), RNDA tests (cognition), 
Behaviour Rating Inventory of (Executive 
functions), and pencil tapping (Inhibition)

10. Nutritional and health status: for children 0–6 years as 
well as parents and caregiver practices and beliefs on 
child health and nutrition. Data collected includes child 
height, child weight, dietary patterns, breastfeeding, 
immunisation, and sicknesses

Household survey

11. Responsive caregiving: knowledge, attitudes and 
practices, including responsive feeding and storytelling

Household survey and focus group 
discussions

12. Early stimulation and opportunities for early learning: 
including beliefs and practices on play-based parenting, 
possession of play material and other learning 
opportunities

Household survey and focus group 
discussions

13. Child protection: including birth registration, child 
disciplining practices and occurrence of accidents

Household survey and focus group 
discussions

14. Home environment: including household consumption, 
income, access to sanitation and water, household assets, 
decision-making, and health of household members

Household survey 

15. Parents and caregivers information: including training 
support in early stimulation, hygiene, parenting support, 
etc., as well as beliefs, practices regarding pregnancy, 
antenatal care

Household survey and focus group 
discussions

16. Implementation acceptability, feasibility, appropriateness 
and how to improve the multisectoral response

Household survey, focus group discussions 
and key informant interviews 
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APPENDIX B: BALANCE CHECKS ON HOUSEHOLDS IN CONTROL AND IMPLEMENTATION SITES  
Variable Unit of 

observation
No. of obs. Control sites Implementation sites Difference

Chipata Chongwe Overall 
(Chipata and 

Chongwe)

Petauke Katete Overall 
(Katete and 

Petauke)

 (Implementation vs 
Control)                         

   %/Mean 
(SD)

%/Mean 
(SD)

%/Mean 
(SD)

%/Mean 
(SD)

%/Mean 
(SD)

%/Mean 
(SD)

%/Mean 
(SD)

P-value

Age in Years Household 
member

9, 183 18.7 (0.12) 18.9 (0.35) 18.8 (0.15) 18.3 (0.39) 18.6 (0.26) 18.5 (0.23) -0.20 
(0.34)

0.5559

Gender (1=Female, 
0=male)

Household 
member

1 = 4, 742      
0 =  4, 441    

Total  = 
9,183

1 = 51.5%    
0 = 48.5%

1 = 51.4%    
0 = 48.7%

1 = 51.4%     
0 = 48.6%

1 = 53.2%    
0 = 46.8%

1 = 51.6%    
0 = 48.4%

1 = 52.3%    
0 = 48.8%

1 = 0.9%    
0 = 0.2%

0.4642

Household size Household 1, 601 5.5 (0.13) 5.9 (0.32) 5.6 (0.07) 5.8 (0.16) 5.7 (0.08) 5.7 (0.07) 0.16 
(0.10)

0.1174

Household has 
member with Disability 
(Yes)

Household 
member

147 1% 1% 1% 1% 2% 2% 0.5% 0.3172

Head household (HH) 
Female

Household 338 18% 17% 18% 30% 19% 24% 6% 0.0237

Marital Status of 
Household Head

          

HH married Household 1, 288 82% 85% 83% 72% 83% 79% -5% 0.0265

HH widowed Household 96 6% 7% 7% 7% 5% 6% -1%
HH divorced/
separated

Household 118 7% 4% 6% 11% 8% 9% 3%

HH unmarried Household 96 5% 4% 5% 9% 5% 7% 2%
Highest level of 
Education

          

HH none Household 74 12% 8% 11% 0% 6% 3% -8% 0.0000
HH primary Household 416 64% 51% 60% 0% 6% 3% -57%
HH junior Secondary/
high school

Household 273 24% 38% 28% 78% 88% 83% 55%

HH College/University Household 15 1% 3% 1% 22% 0% 12% 10%

Household has sick or 
injured member in the 
last week (Yes)

Household 
member

993 9% 5% 8% 11% 16% 14% 6% 0.0001

Total Household 
Monthly consumption

Household 1, 601 1, 009.5 
(68.8)

1, 389.9 
(333.5)

1, 132.7 
(142)

1, 860.2 
(195.4)

3, 000.4 
(195.1)

2549.6 
(223)

1, 408.9 
(141.9)

0.0000

Assets quintiles           
1=poorest Household 315 19% 17% 18% 25% 17% 20% 2% 0.4383
2=poor Household 312 21% 18% 20% 21% 20% 21% 1%
3=Middle Household 312 18% 20% 18% 19% 23% 21% 3%
4=Rich Household 348 27% 20% 25% 16% 28% 23% -1%
5=Richest Household 275 15% 26% 18% 18% 12% 15% -4%
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APPENDIX C: CHARACTERISTICS OF CHILDREN IN THE NEURODEVELOPMENTAL ASSESSMENT

Variable Control sites Implementation sites Difference

Chipata Chongwe Overall 
(Chipata and 
Chongwe)

Petauke Katete Overall 
(Katete and 
Petauke)

 (Implementation vs 
Control)                         

 %/Mean %/Mean %/Mean %/Mean %/Mean %/Mean %/Mean P-value

Child 
Characteristics

        

Age(Months)         
0–5.9 months 0% 1% 0% 0% 2% 1% -1% 0.0011
6–23.9 months 25% 24% 25% 31% 34% 33% -8%
24–35.9 months 9% 11% 9% 19% 14% 16% -7%
36–-59.9 months 34% 29% 33% 33% 33% 33% 0%
60–71 months 16% 14% 15% 11% 9% 10% 6%
6-year-olds 16% 21% 17% 5% 9% 7% 10%
Gender         
Male 55% 57% 55% 53% 49% 51% 5% 0.1929
Female 45% 43% 45% 47% 51% 49% -5%
Birthplace of child 
(1=facility,0=home)

97% 88% 95% 95% 94% 94% 0% 0.8358

Birth registered 
(1=yes, 0=No)

56% 58% 57% 61% 75% 70% -13% 0.1488

Has birth 
certificate (1=yes 
0=No)

12% 18% 13% 16% 11% 13% 1% 0.8899

Number of 
Observations

234 139 373 179 198 377  780  
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APPENDIX D: PROPORTION (AND NUMBER) OF CAREGIVERS RECEIVING COUNSELLING ON 
PARENTING SUPPORT, INFANT AND YOUNG CHILD FEEDING (IYCF), EARLY STIMULATION, NUTRITION, 
HYGIENE, CHILD PROTECTION SERVICES BY AGE GROUP OF CHILD (0–3 YEARS, AND 4–6) BY ECD 
HUB AND DISTRICT, AND BY ECE/ECD HUB ATTENDANCE FOR NEURODEVELOPMENTAL SAMPLE
Variable Control sites Implementation sites Difference

Chipata Chongwe Overall 
(Chipata and 
Chongwe)

Petauke Katete Overall 
(Katete and 
Petauke)

 (Implementation vs Control)                         

 %/Mean %/Mean %/Mean %/Mean %/Mean %/Mean %/Mean P-value
Proportion 
of caregivers 
receiving key 
services by 
age group of 
children

        

0-5.9months 0% 0% 0% 0% 29% 29% -29% 0.1621
6-23.9months 5% 5% 5% 19% 11% 14% -9%
24-35.9months 4% 0% 3% 12% 11% 11% -9%
36-59.9 months 6% 13% 8% 16% 10% 12% -5%

60 -71 months 11% 36% 17% 11% 0% 4% 13%

6-year-olds 8% 11% 9% 0% 0% 0% 9%
Total 7% 13% 8% 15% 9% 11% -3%
IYCF and 
Nutrition

        

0-5.9 months 0% 0% 0% 0% 35% 35% -35% 0.0606

6-23.9 months 31% 29% 31% 40% 32% 35% -4%

24-35.9 months 27% 32% 29% 43% 48% 46% -17%

36-59.9 months 27% 26% 27% 49% 36% 41% -15%

60-71 months 26% 12% 22% 24% 45% 36% -14%

6-year-olds 43% 26% 37% 42% 54% 50% -13%
Total 30% 25% 29% 42% 38% 40% -11%
Early 
stimulation

        

0-5.9 months 0% 0% 0% 0% 35% 35% -35% 0.0129

6-23.9 months 35% 19% 31% 25% 43% 36% -6%

24-35.9 months 35% 30% 34% 38% 52% 46% -12%

36-59.9 months 31% 35% 32% 43% 41% 42% -10%

60-71 months 44% 15% 36% 20% 55% 40% -4%

6-year-olds 45% 46% 45% 42% 53% 49% -4%
Total 37% 29% 35% 34% 46% 41% -6%
Parenting 
support

        

0-5.9 months  0% 0%  0% 0% 0% 0.03

6-23.9 months 46% 13% 37% 35% 48% 43% -6%

24-35.9 months 51% 26% 43% 51% 68% 60% -17%

36-59.9 months 46% 33% 43% 49% 47% 48% -5%

60-71 months 42% 22% 37% 54% 66% 61% -23%

6-year-olds 28% 23% 26% 86% 48% 61% -34%
Total 43% 24% 38% 47% 51% 50% -12%
Hygiene         
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0-5.9 months 0% 100% 100% 0% 35% 35% 65% 0.0193

6-23.9 months 68% 81% 72% 76% 70% 72% -1%

24-35.9 months 73% 90% 78% 73% 73% 73% 5%

36-59.9 months 66% 75% 68% 62% 65% 64% 4%

60-71 months 59% 57% 59% 89% 71% 78% -20%

6-year-olds 63% 83% 69% 80% 80% 80% -11%
Total 65% 77% 69% 72% 69% 70% -1%
Child protection         

0-5.9 months 0% 0% 0% 0% 35% 35% -35% 0.1375

6-23.9 months 31% 33% 32% 31% 33% 32% -1%

24-35.9 months 42% 56% 47% 35% 54% 45% 2%

36-59.9 months 30% 35% 31% 37% 33% 34% -4%

60-71 months 36% 36% 36% 61% 57% 59% -23%

6-year-olds 24% 16% 22% 67% 57% 60% -39%
All 31% 33% 32% 39% 40% 39% -7%
Number of 
Observations

234 139 373 179 198 377 750  

Source: Author calculations from the administered household survey *Note – 30 children had missing information for this variable
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