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Executive Summary  
Introduction  

Background  
The I-LIFE programme is a five -year $70 million, USAID-funded Development Assistance 
Program (DAP) that commenced on October 1, 2004; it is being co-led by Catholic Relief 
Services (CRS) and CARE International.  The Consortium proposes to address the 
underlying causes of chronic food insecurity in the programme regions of Malawi by adopting  
interconnected strategic objectives that focus on development.  This development focus is 
business oriented; fostering a steady and sustained move of farmers from subsistence 
towards commercial agricultural production.  Coupled with that are efforts to improve farming 
households’ nutritional and health practices in order to complement their improved food 
security status.  Grassroots institutional strengthening initiatives are also an integral part of 
the program, in order to foster good governance practices that will ensure the sustainability 
of development efforts.   

Scope and methodology of the study 
The purpose of the present baseline study was to establish benchmark information that will 
be used for subsequent monitoring and evaluation of the program’s success in achieving its 
stated goal and objectives.  In particular, the study aimed to enhance the programme’s 
understanding about prevailing local conditions and vulnerabilities of targeted households 
and institutions in the I-LIFE programme areas.  The study was commissioned to a group of 
consultants (two international and two local) in May 2005.  This report contains the findings 
and programmatic implications that emanated from the study. 
 
Primary qualitative and quantitative data was collected from 15 randomly sampled 
communities in each of the seven programme districts (Dedza, Mangochi, Ntcheu, 
Phalombe, Lilongwe, Mchinji, and Thyolo).  In total, 105 communities were visited during the 
period of 13 to 30 June 2005.  In the quantitative survey, 1,251 households were surveyed, 
generating information about 6,151 individuals (50.6% females, 49.4% males).   
  
The baseline had a participatory planning process, including considerable preparatory 
thinking and background work by the Consortium before hiring an external consultant team 
to finalise the planning and conduct the study.  A mini-planning workshop was held at the 
PMU for all parties to review the indicator/data needs, sampling issues, and draft tools.  In 
the process of these discussions, the quantitative tools were refined and condensed down to 
a manageable size for the fieldwork, and the sampling frame and strategy for households 
and communities was refined.  The design of this study incorporated several elements of 
triangulation to help maximise the internal validity of the results obtained. 

Results  
People living in the I-LIFE programme areas are vulnerable to many livelihood and food 
security risks as measured by the key indicators in the programme results framework.  About 
44.4% of children between the age of 6 to 59.9 months are chronically malnourished and 
stunted.  The dietary diversity score for adults is 4.8, and is even lower among children 
under 24 months at a level of 4.  On average, households have access to sufficient food for 
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only about seven months throughout the year.  In addition, only about 14% of households 
have sufficient food to meet members requirements through out the year.  The mean value 
of household asset is quite low at MK 17,171 (US $143). 

Vulnerability categories and summary of indicators 
The following table provides a very useful summary of vulnerable groups, presented by 
community, household, and individual levels.  It shows the characteristics of the groups 
(column 1), the best figures or estimates for prevalence in the programme regions based on 
the results of this study (column 2), and the markers or indicators of vulnerability that were 
identified in this study, i.e., the areas where each vulnerable category fell below the mean or 
was most affected.  Within each of the broad areas (community, household, and individual), 
the table has been arranged in descending rank order by prevalence.  It is anticipated that 
the information in this table will be useful to the programme for exploration during the PLA 
implementation, as well as helping in prioritising interventions for specific communities, 
households or target groups.  
 
Category1  Prevalence2  Markers (indicators) of vulnerability3  
Types of villages (N=104) 
Water gap – Absence of safe 
water within community  

28%  Prevalence of disease, contributes to poor nutrition  

Small size (under 50 
households)4  

27%  Lower access to all services , including extension, credit, health care, 
education, markets 

Market access gap - Absence of 
markets within 2 hours mean 
walking distance5  

14%  
Lower income from crop production, disincentive to produce large 
yields, poor access to inputs   

Health services gap – no health 
facility within xx distance6  

**7 Prevalence of disease, excess mortality; lack of access to ARVs , less 
preventive and outreach services   

Road network gap - Roads not 
vehicle passable for xx months8 

** Lower access to markets and services, less likelihood of extension 
services, higher prevalence of disease and mortality  

Education access gap – no 
school within community  

** Lower school attendance, more drop-outs, early marriage, lower 
literacy   

Types of households (N=1,251) 
Very poor households (asset 
ownership and wealth ranking)  

50%  Lower dietary diversity, lower land holding size, low agricultural 
production 

Female-headed households  
26%  

Lower literacy, less food security, lower dietary diversity, less land 
holding, low agricultural production, higher dependency ratio, fewer 
assets (especially productive assets and livestock) 

Hous eholds hosting orphans 23%  Lower dietary diversity, low agricultural production, higher dependency 
ratio, greater likelihood to have female head of household  

Elderly headed households  19%  Lower dietary diversity, higher dependency ratio  
Households hav ing persons who 
are chronically ill  

8%  Low dietary diversity, stigma/discrimination, excess health expenses, 
labour shortage, low agricultural production, higher dependency ratio   

Households without access to 
land 3%  Low dietary diversity, low agricultural production, greater reliance on 

casual labour and social safety nets 
Child-headed households  0.5%  Lower dietary diversity, higher dependency ratio  
Types of individuals  (N=6,191 for most issues) 
Chronically malnourished 44%  Evidence of low nutritional security, low food production in HH   

                                                 
1 Note that these are not mutually exclusive; the most severely affected households tended to fall into multiple vulnerability categories  
2 See text for caveats about this data, e.g., probable under-reporting of chronic illness in the household.  Most percentages have been 
rounded off since the different indicators are based on slightly different calculations, though generally they are very close.   
3 See main text of the report for further details related to each category and indicator 
4 Note that 8% of all the villages visited were very small at less than 25 households in size 
5 See main text for discussion about the distance to use in this indicator 
6 See main text for discussion about the distance to use in this indicator 
7 ** = no reliable prevalence data was available for these indicators during analysis, but they are directly linked to the implementation of 
the I-LIFE programme and would be useful to develop during the PLA phase of the programme.   
8 See main text for discussion about the timing to use in this indicator 
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children, under five years of age 
Orphans (lost 1 or both parents)9 23%  Lower school attendance, early marriage   
Elderly  18.8%  Lower participation in social safety nets and less access to services  
Acutely m alnourished young 
children  

7%  Evidence of low nutritional security, low food production in HH 

Chronically ill persons  **10 Lower nutritional security, stigma and discrimination  
Persons living with disability  ** Lower food and nutrition security, more stigma and discrimination  
Persons who do not belong to 
social groups  

** Greater likelihood of stigma/discrimination, less access to social safety 
nets and services  

Community poverty and vulnerability 
Access to public services 
Public transport is available or readily accessible in just 21% of the communities, though 
some form of transport can be accessed every day in most communities (83%).  On 
average, however, the villagers have to walk for about two hours to access the nearest 
public markets and transport facilities.  The long distances to markets for buying inputs and 
for selling products results in higher costs of production and lower incomes.  Credit 
mechanisms are insufficient and inadequately available for poor families; lenders and groups 
are unwilling to engage with the poorest families.   
 
Some terrains are quite difficult, and often the worst in some of the more remote areas 
where the poorest and/or most dispersed constituencies live, i.e., there is little capacity for 
local mobilisation of resources to address the roads issue.  Although food for work has 
helped construct and maintain roads in many areas, it has also contributed to dependency 
on external support for any involvement in road work.  Changing public transport 
opportunities in rural areas needs to be linked with changes in markets and other strategies 
to make it more economically viable for the transporters.   
 
Many communities lack any source of safe water, or they have insufficient numbers of 
functioning protected sources for the population in the communities.  There are three main 
factors contributing to insufficient safe water in the sampled communities, i.e., poor supplies, 
inadequate maintenance, and insufficient protection.  Cost recovery/user fees and 
maintenance levies for safe water are often unaffordable for the poorest families.  There is 
widespread use of unsafe water for drinking, leading to endemic infection with water borne 
diseases and parasites, which contributes to poor nutrition. 
 
Community dynamics and safety nets 
Because of dispersed populations, with limited access to resources and market demand, 
there are limited opportunities for non-agricultural incomes in rural areas.  Labour migration 
has increased and there are excessive numbers of people in the low-paid ganyu labour pool, 
which further depresses the salaries employers are willing to pay.  There is an increasing 
dependency on handouts and food for work rather than local initiatives.  There is little 
utilisation of community-wide coping strategies; instead, people have a tendency to rely on 
individual household coping.   
 
Common social problems 
The leading problems that reportedly affect half or more of the communities are alcohol 
abuse (56%), adolescent pregnancies (51%) and robbery (50%).  About a third of the 
communities reported problems with prostitution (37%), domestic violence (34%), and violent 
disputes (32%).  Between a quarter and a fifth of communities had problems with assaults 
(25%), drug abuse (22%), and child abuse (20%).   

                                                 
9 As % of children under age 18 years. 
10 Prevalence data based on self reporting by households was unreliable for chronically ill persons, principally due to the intensity of 
stigmatisation toward HIV/AIDS  
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Household poverty and vulnerability  
Households were the main unit of quantitative analysis in this study, and as such, are linked 
to the largest number of indicators and data.   
 
Household demographics  
By gender, just over a quarter (26%) of the sampled households were being headed by 
females.  The survey findings showed an average household size of five persons per 
household.  The dependency ratio11 of economically inactive to active people was 1.3, which 
means that, on average, one economically active person supports 1.3 economically 
dependent persons in addition to him or herself.   
 
Presence of chronic illness in household  
Data was collected on the presence of chronically persons in the surveyed households.  
About 8% of the households responded that they had someone with a chronic illness12.  The 
proportions of the chronically ill persons may be more than this, but affected persons and 
families may not want to disclose such illnesses because of fears about discrimination.  
Chronic illness and HIV/AIDS are still stigmatised in many areas, and about 5.1% of 
households were not willing to give answers to the chronic illness questions.  More than a 
tenth (12.2%) of the households caring for chronically ill members reported that they face 
some form of discrimination in the community.   
 
Sources of household livelihoods 
About 81.8% of the households sampled depend on crop farming and 57.6% obtain their 
cash income from the same source.  Although casual labour (ganyu in the local language) is 
used by 27.7% of households as a secondary source of livelihood , it is the primary livelihood 
activity for only 8.1% of households .   
 
Household assets 
Data about household asset holding that was collected through the I-LIFE baseline survey 
has been summarised into three utility based groupings: productive assets, domestic assets 
and livestock assets.  As per this summary, the average household in the survey area 
owned assets with a value of MK 17,173 (or US $143.1).  Overall, livestock keeping appears 
to be the most important wealth accumulation strategy, accounting for about 39.2% of the 
total value of the average household assets.  This was followed by tool assets at 37.2% and 
domestic assets at 23.6% of the total mean household asset index value. 
 
According a classification of households by asset ownership and wealth position, about 50% 
of the sample population are asset very poor, 25% asset poor, 15% asset medium and the 
last 10% as asset rich (by contextual standards). 
 
Access to social services 
Access to various socio -economic services is crucial for the welfare of the people and for 
improved productivity in most of the livelihood activities.  This study indicated that the overall 
access to extension services13 by rural households where I-LIFE works is quite low.  For 
instance, only 31.3% of households had accessed any agricultural extension services in past 
12 months prior to data collection.  In the same period, about 14.1% of surveyed households 
accessed nutrition extension services while 12.9% had contact with MCH extension 
services.  Very few households reported accessing such services as hygiene and sanitation 

                                                 
11 The dependency ratio is calculated by dividing the number of people within economically inactive age ranges (under 16 and above 60 
years) by the number of people in the economically active age range (17 -60 years). 
12 For the sake of this study chronically ill person was defined by ‘a person who was reported to be seriously sick for at least three months 
within the 12 months prior to the survey’. 
13 Extension messages in this context include communication of messages and technical assistances related to development, agriculture, 
health, nutrition, education and social messages passed to the communities. 
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(6.0%), livestock production (4.0%) or HIV/AIDS and orphan care.  Almost no households 
received any extension services on irrigation (0.2%) and rural marketing (1.1%).  This is a 
negative limitation to development and household livelihood security in Malawi where most 
rural households are dependent on crop farming, but malnutrition and food insecurity are 
rampant, and the HIV/AIDS epidemic is threatening traditional social coping mechanisms.  
The leading problems of extension services as mentioned by households were infrequent 
visits by workers (76.6%), followed by delayed messages (12%) and irrelevant messages 
(7.1%). 
 
Access to extension services 
Low access to credit is one of the challenges and constraints impeding improvement in 
agricultural productivity and developing diversified livelihood opportunities.  Only about 6.8% 
of the surveyed households reported having received credit services; in most cases these 
were agricultural related loans.  Among the households that did report getting some credit, 
the leading problems affecting the credit services were excessively high interest rates (53%), 
insufficient credit for investment needs (43%), and overly short grace period before 
demanding repayment (25%).  The qualitative community survey also brought out that the 
credit providers have a narrow focus on the types of potential clients they will consider, 
sometimes excluding farmers or being limited to club members or only for persons farming 
certain crops, like tobacco.  The credit service providers mainly favour rich people rather 
than the poor.  Female headed households are also the least serviced in terms of access to 
credits. 
 
Access to markets 
Only 69.5 percent of the total households in terviewed indicated that they sold some of their 
agricultural produce within the last 12 months.  The main outlets for their produce were local 
community markets (29.2%), middlemen/buyers coming to the community (23.6%), and 
markets in neighbouring areas (18%).  Interestingly, about 9% of households reportedly 
barter their agricultural produce for other commodities in their own localities.   
 
Food and nutrition security 
As per the findings of this study, on average, households had only a seven months time 
span with adequate supplies of food within the 12 months prior to the data collection.  This 
period of sufficiency was shorter among female-headed households.  Only 14.7% of all 
households had enough food to eat at all times during the last year.  A lower percentage of 
female-headed households (12.6%) had enough food throughout the year than male-headed 
households (15.4%).  More than 50% of all households experienced food shortage from 
November 2004 to March 2005 for six months.  More importantly December, January and 
February were the most severe food shortage months when more than two-thirds of 
households were reported to be food insecure. 
 
About 72.1% of households indicated that the most important factor contributing to 
household food shortage was lack of agricultural inputs, especially fertiliser.  The qualitative 
community survey also found that the leading constraint to food security was lack of 
inputs/fertiliser, followed by high costs of inputs.  In the household survey, the next most 
important causal factors for food insecurity were drought (41.8%), labour shortage (14.7%) 
and poor soil fertility (12.1%).  The main reasons for labour shortages were getting old 
(36.1%), chronic illness (23.8%), and taking care of chronically ill household members 
(15.0%). 
 
The strategy likely to be used first and most commonly to cope with household food shortage 
is limiting food intake; 55.8% households skipped meals or reduced meal frequency while 
44.0% of them limited portion size at meals and 19.2% skipped whole days without eating.  
Over one-third (36.6%) of households ate less preferred foods in response to food shortages 



I-LIFE Baseline Study Final report – 1 December 2005 vii 

during the past 12 months.  More than half (50.7%) of households depended on finding 
opportunities for casual labour to meet their food requirements.   
 
Based on a 24 hours recall question, the mean number of meals per day in the I-LIFE 
programme area is about two (2.1).  The overall mean dietary diversity score in the I-LIFE 
programme area is 4.8 different food groups consumed within the previous day.  Households 
with dietary diversity scores that were lower than the mean included almost all of the 
households appearing elsewhere in this report as ‘vulnerable’, i.e., HHs caring for chronically 
ill persons (4.4), female-headed households (4.5), child-headed households (4.5), orphan-
hosting households (4.6), and elderly-headed households (4.6).  The ‘asset very poor’ 
households, which constitute about half the population in the study area, had a DDS of 4.5. 
 
Crop production and land use 
The overwhelming majority of households in the study area (99%) are engaged in 
agricultural activities.  About 97.4% households had access to land in some form and 96.8% 
of them have cultivated the land they acquired.  The average land size cultivated by most of 
the respondent households is 0.83 ha, which corresponds to the national statistics that most 
rural households cultivate less than 1 ha.  In general, the surveyed households cultivated 
about three-quarters of the land available to them during the production year 2004/5.  In 
terms of gender, male-headed households tend to cultivate relatively larger holding sizes 
(0.89 ha) compared to female-headed households (0.68 ha).   
 
The food crop production performance in the study areas is low.  The maize yield per 
household is about 63% of the national performance in Malawi.  The total harvest obtained 
by all households in the study area reaches just 1,762 daily per capita kcal requirements, 
i.e., only about 83.9% of the estimated daily requirement. 
 
About 48% of households reported that they had sold some crops from 2004/5 agricultural 
production year and generated a mean income of MK 9,690 per year per household.  
Although a large variety of crops are grown in Malawi, the level of crop diversification per 
household is low.  On average during the previous growing cycle, households in the study 
area grew two or three different types of crops per season.  Based on this, cereals are the 
most important crops grown by almost all (99.5%) households in the survey area that 
cultivated  land.  Almost all (98.5%) of the survey households have grown maize during the 
2004/5 agricultural season with 0.66 ha of mean land size allocation.  Less than 10% 
cultivated rice or sorghum and even fewer grew millet.  The other main crops grown by 
farming households were oil crops (49.8% of households), followed by pulses (46.3%).  
Relatively higher rates of commercial fertilizer users were witnessed among maize growers 
(61.4% of producer households) and tobacco producers (78%).  About 31% of households 
reported the application of natural fertilizers made from plant residues and animal excreta.   
 
Health security  
The study showed that about three-quarters (73%) of the families had sought advice outside 
the home for managing their childhood illness episodes.  Slightly more than half (53%) of all 
the persons caring for children with recent diarrhoea used good practice in providing more 
than their usual fluid to their sick children .  The baseline explored the proportions of 
household respondents who had received some key health messages.  The most commonly 
received messages were HIV/AIDS (53.2% of HHs), malaria (40.86%), nutrition (38.05%), 
and tuberculosis (37.30%).  The principal sources of these messages were radio (by 65.0% 
of HHs), followed by government health workers (39.6), and community health workers 
(35.4%). 
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Individual poverty and vulnerability  
Literacy  
Although literacy levels in the study areas are low, school attendance among children is 
high.  Overall, 41.1% of the people aged above 14 years have had no education and are 
unable to ready and write in any language.  The level of illiteracy is more pronounced among 
females than males.  Meanwhile, more than four out of five school-age14 children (81.3%) 
were attending school at the time of this survey.   
 
Orphanhood  
the baseline results show that about one in four (23.1%) children under 18 years of age have 
lost at least one of their biological parents.  Almost half (59%) of these orphans were aged 
between 7 and 13, with smaller proportions aged 14-17 years (27.1%) and 0 -6 years 
(13.9%).  This age distribution may be linked to the epidemiology of adult mortality in the 
current HIV/AIDS epidemic in Malawi, 
 
Chronic illness  
Nearly half of the sick individuals are within the 18 to 59 years of age bracket, which 
represents the economically active group of the society.  The majority of (68%) chronically ill 
persons are female. 
 
Nutritional security 
In the I-LIFE programme document, five food categories15 have been identified for promotion 
with vulnerable target groups.  Using this categorisation, the mean number of recommended 
food groups consumed during the day prior to the survey was 1.7 at household level.  It is 
slightly higher for female headed households (1.8) while low for children (1.36) and 
chronically ill persons (1.48). 
 
Stunting is very prevalent and chronic malnutrition is a major problem in the programme 
area.  The prevalence of stunting in this population in children between 6 and 60 months (<-
2 Z-score) is 44.4% while wasting (< -2.00 Z-score) is 3.13% at 6-59 months of age 
population.  As noted elsewhere, the absence of acute malnutrition despite the strong 
evidence of chronic malnutrition is congruent with the picture of widespread nutritional food 
shortages during several months of the year, and the fact that the survey was not conducted 
during a food shortage part of the year.  The overall level of underweight (<-2.00 Z score) 
among children aged from 6-59 months is 20.1%.  The common determinants of malnutrition 
include lack of understanding of early child nutrition and the nutritional status of the mother.  
Cultural practices in Malawi have also adversely affected adoption of sound feeding 
practices.   
 
Child caretaking and feeding  
The main caretaker for children in the I-LIFE programme area for most of the day is the 
mother (86.5%), followed by grandmothers (8%) and maids (3.3%).   
 
Exclusive breastfeeding in the first six months is relatively uncommon in Malawi.  The 
Malawi DHS (2004) reported that only 52.8% of babies were exclusively breastfed for the 
first six months of life.  In this present survey, about half (53%) of the mothers initiated 
breastfeeding within an hour and 31% breastfed between one and eight hours.  According to 
this I-LIFE survey, 80.83% of the mothers said they gave colostrum to the baby and 16.26% 
said that they threw it away.  The rest did not remember exactly what had happened. 
 

                                                 
14 School-age in this analysis was taken as 7-14 years of age, i.e., primary school age 
15 These food groups are: legumes, vitamin A rich fruits, vitamin A rich vegetables, meats, and dairy products. 
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About one out of 14 children (7.27%) had been admitted to an nutritional rehabilitation units 
(NRU) in the 6 months prior to the survey.  Among children under 24 months of age, the 
admission rate was 6.93%.   
 
Bivarite analyses were carried out to single out determinants of nutritional status of children.  
Level of household food security (as measured by amount of food produced in kcal after 
sales) has strong and positive relation with nutritional statutes (stunting) of children.  More 
food insecurity at household level is linked to greater stunting among children.  Meanwhile, 
the educational status of mothers seems to have no influence on child nutrition.   
 
Health security 
Although this survey was done in the winter (a dry post-harvest season), the leading 
childhood illness was still fever/malaria (34%).  The other leading health problems affecting 
children were cough/ARI (28% of children) and diarrhoea (26%).  Reviewing the analysis by 
age group, 58% of the children that had malaria were less than 24 months of age, with 
relatively similar levels for the other common illnesses.   

Conclusions  
The rural poor of Malawi suffer from chronic food insecurity as a result of poor access, 
inadequate availability, and poor utilisation of food.  Poverty is chronic and widespread; 
meeting basic needs is a challenge for the majority of Malawians.  Although the vast majority 
of rural Malawians rely on agriculture as their major livelihood  strategy, very low percentages 
of them actually manage to sell any of their agricultural produce, i.e., they are dependent on 
a subsistence level economy.  Widespread prevalence of stunting among children under five 
indicates the entrenched nature of chronic food insecurity.  These conditions have not only 
eroded the livelihoods of rural Malawians, but—ultimately—have created a substantial 
population with little access to capital, plagued by chronic illnesses and with little  opportunity 
to reduce food insecurity.   

Recommendations 

Local services 
Depending on programme priorities and agendas, the I-LIFE programme could consider how 
to strengthen social safety nets, e.g., by enhancing the capacity of local service providers, 
community based organizations and the most decentralised levels of the government to help 
support the most vulnerable community members.  Programme and partners/stakeholders 
could then collaborate in promoting livelihood diversification and intensification interventions 
linked to key livelihood needs and opportunities in the region. 
 
The programme will need to work closely with decentralised elements of the government and 
other poverty reduction initiatives such as the Malawi Poverty Reduction Strategy for 
promoting the formation and competence of various community based organizations and 
development initiatives.   
 
The I-LIFE programme could continue and/or expand the use of Title II food resources to 
support rural participation in improving and/or creating new local infrastructures such as 
roads, market nodes and water supplies.  Well-designed and implemented local participation 
programmes fit with the decentralisation agenda of government and help promote local 
ownership of the community assets.  It also helps facilitate skills transfer for maintenance 
and further replication of the schemes.   
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Support to vulnerable groups 
For the most part, the I-LIFE target groups are comprised of households that: are female -
headed, elderly-headed and orphan/child -headed, hosting chronically ill persons (TB and 
HIV/AIDS), food insecure, hosting orphans, with malnourished children under-3 years, and 
with small farms.  The baseline has demonstrated that there are significant social capital 
assets in the form of community groups that have some involvement with social safety nets 
and mutual assistance.  The programme will need to continue to explore and develop 
strategies for working with such groups during the PLA phase, rather than trying to 
automatically constitute new groups or structures for these functions.   
 
Households hosting chronically ill members need to be targeted for direct support activities 
such as food provisioning.  They also need longer term income generation and asset 
replacement strategies because of their excess consumption for health expenses and 
relative labour shortages causing more rapid and severe depletion of household resources.  
Since ARV drugs are just now becoming available and the services are to be started at 
district level, the I-LIFE programme has an important opportunity to support concerned 
bodies to reach out to the rural residents beyond the urban centres.   
 
The increasing socioeconomic problems related to rising orphanhood calls for increased 
support to such groups.  Support plans for orphans should meet major requirements based 
on their age.  The orphans aged between 7 to 13 years require educational support that 
would enrol and retain them in school.  The youth from 14 to 17 years need a high level of 
social recognition as well educational and psychosocial supports.  In addition, the very 
young children under the age of 6 years require a high level of personal attention and better 
feeding for their survival and development.   

Livelihood promotion 
As the program areas are characterized by recurring droughts, poor soils, low levels of input 
usage, poor agricultural extension services and limited use of irrigation that is dependent on 
manual labour, it will be important to realign interventions that have potential contributions to 
overcome these problems.   
 
Communities and farmers need better livelihood strategies that are diversified within and 
outside of crop farming.  Production of other marketable crops such as fruits, vegetables, 
pulses and oil crops supported with small scale household and group level irrigation facilities 
could be another important focus of the programme.  Another important area to be explored 
for livelihood promotion is enhancing marketing opportunities for both agricultural input and 
outputs.   
 
It would be advantageous to link most of the development interventions with the promotion 
and diversification crop and livestock production.  Promotion of selected marketable food 
crops such as soya beans, pigeon peas, common beans and sunflower may have the 
greatest opportunity for success in addressing multiple causal factors and outcomes.  These 
crops are locally known, are very useful for increasing household income from sales and 
also improve household food security when consumed.  Livestock production focussed on 
small ruminants and dairy farming with the use of selected local and exotic breed cows could 
be explored and promoted through revolving fund and credit facility provision.  Such 
strategies would have a potential not only enhancing household income but also nutritional 
status of the vulnerable groups through availing nutritious food groups such as pulses and 
dairy products at household level.   
 
Promoting village level asset creation groups linked to persons/households participating in 
food for work could be a viable strategy for increasing household assets.  A vital approach 
for households and communities will be linking the food for work programme with household 
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asset creation schemes.  This will help improve livelihood security through availing 
community assets such as roads, irrigation facilities, and marketing nodes.   
 
The programme could also look into various ways for strengthening rural marketing and 
financial services.  Strengthening existing marketing cooperatives and establishing savings 
and credit groups could be options where microfinance institutions and bigger agricultural 
marketing enterprises are not willing to deal with poor farmers and vulnerable households.  
Along with these, increasing marketing skill of small holder farmers and boosting their 
bargaining power deserves strong attention to ensure the benefits over their products. 
 
The nutritional data provide a challenge to design long-term recovery strategies that will help 
to avert situations of chronic malnutrition in the future.  The promotion of drought-tolerant 
crops and crop diversification, for example, will help mitigate the impacts of droughts but 
may not be the solution of nutritional problems.  Continued efforts to promote dietary 
diversity are needed and home gardening of high nutrient foods is suggested as a potential 
area of complementary intervention.   
 
The results of this study suggest that more attention is needed to enhance the knowledge 
and skills of men and women about appropriate child feeding practices at different stages of 
child development.  The programme could support various social marketing strategies to 
widely promote recommended child health and nutritional practices targeting family 
members (especially mothers, grandmothers, sisters and fathers), and various service 
providers (including traditional healers, shop owners and vendors of child products).   

Research design and process 
Utilisation of existing information - The baseline study did not include the time and budget for 
deep statistical factor analysis to explore all of the underlying cause/effect relationships of 
the many core programme impact indicators, such as nutritional status of children.  However, 
if the programme feels the need and has the resources to pursue these points further, the 
dataset is now well organised in SPSS format so that PMU could mobilise a secondary 
analysis using econometric and nutritional modelling to develop this issue. 
 
Qualitative and participatory monitoring and evaluation – The baseline, which drew heavily 
on internal staff, demonstrated a need for improving the labelling and management of 
qualitative data.  This is a concern for a programme that plans to rely heavily on qualitative 
tools and methods during the PLA phase of implementation, and will take both training and 
continuous supportive supervision to ensure it is not a long term drawback.   
 
The baseline has established benchmarks for future monitoring and evaluation in many 
areas, but some key issues affecting implementation, such as governance, institutional 
capacity, and widespread stigma for HIV/AIDS will need more exploration during the PLA 
phase of the programme.  It will be important to plan for this by designing tools and training 
exercises within the PLA that can generate this information – and then carefully documenting 
it and following it up with local stakeholders and community members.   
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1. Introduction   

1.1.  Background  
The rural poor of Malawi suffer from chronic food insecurity as a result of poor access, 
inadequate availability, and poor utilisation of food.  With life expectancy at less than 40 
years and with nearly 62% of the population living below the poverty line16, meeting basic 
needs is a challenge for the majority of Malawians.  Although the vast ma jority of rural 
Malawians rely on agriculture as their major livelihood  strategy, very low percentages of 
them actually manage to sell any of their agricultural produce, i.e., they are dependent on a 
subsistence level economy.  Widespread prevalence of stunting among children under five 
indicates the entrenched nature of chronic food insecurity.  These conditions have not only 
eroded the livelihoods of rural Malawians, but—ultimately—have created a substantial 
population with little access to capital, plagued by chronic illnesses and with little opportunity 
to reduce food insecurity.   
 
The I-LIFE programme is a five -year $70 million, USAID-funded Development Assistance 
Program (DAP), which commenced on October 1, 2004; it is being co-led by Catholic Relief 
Services (CRS) and CARE International.  To effectively manage overall program 
coordination, CRS and CARE have established an independently-housed Program 
Management Unit (PMU).  Along with CRS and CARE, an additional six partners17 are 
working with the PMU to implement activities with the goal of reducing food insecurity among 
vulnerable households and communities in rural Malawi.   
 
The same consortium members jointly worked under C-SAFE, an emergency response 
initiative, addressing the needs that arose from the 2001/2002 droughts.  Recognising the 
need to transition from emergency to development, I-LIFE was designed to focus solely on 
development activities.  This development focus is business oriented; fostering a steady and 
sustained move of farmers from subsistence towards commercial agricultural production .  
Coupled with that are efforts to improve farming households’ nutritional and health practices 
in order to complement their improved food security status.  Grassroots institutional 
strengthening initiatives are an integral part of the program, in order to foster good 
governance practices that will ensure the sustainability of development efforts.   

1.1.1. I-LIFE programme objectives 
The Consortium proposes to address the underlying causes of chronic food insecurity 
in the programme regions of Malawi as a final goal by adopting three interconnected 
strategic objectives (SO):  

1.1.1.1. Strategic Objective 1: Livelihood capacities of vulnerable 
groups are protected and enhanced.   

I-LIFE will improve food availability and access by increasing agricultural production and 
incomes and improving infrastructure through a strategic process of improved agricultural 

                                                 
16 UNDP, Human Development Report 2001, p.  161 
17 Save the Children - USA, Emmanuel International,  Africare, Salvation Army, and World Vision.  ARC ceased operations in Malawi in 
December 2004 and is yet to be replaced.  CRS/Malawi works through CADECOM as an implementing partner with a sub-grantee 
arrangement. 
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practice, reinforced linkages between production and marketing, and strengthened farmer 
organisational capacity.  The program will improve access to promising technologies already 
existing in Malawi.  I-LIFE will also promote Food for Work (FFW) to improve rural 
infrastructure. 

1.1.1.2. Strategic Objective 2: Nutritional status of vulnerable groups is 
protected and enhanced.   

To improve food utilisation , I-LIFE will increase household adoption of improved nutrition and 
complementary health behaviours and improve food utilisation of malnourished children and 
chronically ill-affected households.  Project activities will promote better nutrition practices, 
community health awareness campaigns, community and home vegetable gardening, and 
improved capacity of community health workers to deliver sustainable quality health services 
within their communities. 

1.1.1.3. Strategic Objective 3: Community and district capacity to 
protect and enhance food security is improved.   

The Consortium will promote increased community and district level accountability, 
transparency, and effectiveness of district government structures and national civil society 
capacity to sustain development activities, while promoting coalition building, community 
organisation and workable applications of decentralisation within targeted districts and 
villages. 
 
To achieve the above -mentioned strategic objectives with greater success, the Consortium 
proposes a crosscutting intermediate result (IR): Expanded knowledge management to 
ensure program quality, influence national policy and sustain development efforts .  
The ultimate purpose of this IR is the sustainability of development initiatives in targeted 
districts and villages, but also the replication and scaling up of best practices and innovative 
programming throughout Malawi. 
 
Toward these ends, the program plans to employ various proven strategies that include 
Participatory Learning and Action (PLA) techniques to engage all key stakeholders in 
planning and undertaking program activities.  The Farmer Field School (FFS) approach will 
also be utilised to enhance agricultural production and will encompass a number of 
appropriate technologies.  Likewise, the Positive Deviance Inquiry (PDI) approach will be 
applied to protect and enhance the nutritional status of vulnerable groups.  The program 
aims to promote learning within consortium members and other similar organisations, as well 
as foster good programming practices through the establishment and support of technical 
working groups and participation in various forums. 
 
I-LIFE will target the most vulnerable households and communities, ensuring holistic 
provision of services to the selected groups.  For the most part, targeted groups are 
comprised of households that: are female -headed, elderly-headed and orphan/child-headed, 
hosting chronically ill persons (TB and HIV/AIDS), food insecure, hosting orphans, with 
malnourished children under-3 years, and with small farms. 

1.1.2. Purpose of the baseline 
The purpose of the present baseline study is to establish benchmark information that will be 
used for subsequent monitoring and evaluation of the program’s success in achieving its 
stated goal and objectives.  
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1.2. Methodology (summary) 18 

1.2.1. Preparation  
The baseline had a participatory planning process, including considerable preparatory 
thinking and background work by the Consortium before hiring the external consultant team 
to finalise the planning and conduct the study.  Prior to finalising the study tools, the 
consultant team met with I-LIFE representatives and key stakeholders that included the 
baseline planning committee members, TA/District representatives, I-LIFE Director and 
Deputy Director, and partner NGO representatives.   
 
The design of this study incorporated several elements of triangulation to help maximise the 
internal validity of the results.  A mini-planning workshop was held at the PMU for all parties 
to review the indicator/data needs, sampling issues, and draft tools.  In the process of these 
discussions, the quantitative tools were refined and condensed down to a manageable size 
for the fieldwork, but also incorporating a profile of all communities sampled, and the 
sampling frame and strategy for households and communities was refined.  Intentional 
overlaps were built into the qualitative and quantitative tools, both within and across the 
different types of tools.  Teams conducted household questionnaires, key informant 
interviews and focus groups nearly simultaneously so that responses were given quite 
independent of each other.   
 
The design for data collection at household level was principally quantitative, using a pre -
tested and pre -translated survey instrument.  At community level, two kinds of qualitative 
data gathering were used, one being focus group discussions with adult community 
residents who had been mobilised by PVO staff and community members, and secondly key 
informant interviews with community leaders.  The focus group tool was a semi-structured 
topic and exercise guide that engaged community members in open-ended mapping and 
matrices to portray various issues in their community.  The interview tool was a semi-
structured questionnaire, with about half of the questions framed as open-ended questions.  
A similar tool was also used at district level with key sectoral leaders in each study district.   
 
The community/qualitative component was strongly revised during the joint planning to 
incorporate a qualitative/quantitative profile (semi-structured questionnaire/interview format) 
and a focus group in all of the communities visited for the quantitative survey.  It was 
anticipated that this strategy would be a more efficient and effective way of interrelating the 
community and household data, as well as helping to support the follow-on programme of 
PLA work anticipated within the I-LIFE programme.   
 
At the end of the planning week, a pre-test was organised in a nearby community within 
Lilongwe district.  This process helped guide the finalisation of the field tools and strategy, 
which were then used in training the data collection teams.   

1.2.2. Sampling 
The study had a multi-stage sampling, i.e., districts that were selected judgementally 
because they are implementation areas for the I-LIFE programme, communities that were 
selected through a randomisation process, and households again selected randomly within 
the communities.  The total number (180 per district) of households was calculated using a 
standard sampling formula, and then d oubled to accommodate errors and improve 

                                                 
18 See Annex section and list of intermediate product documents for additional methodological details.   
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generalisability of the results.  There were also some randomisation steps in terms of 
selecting so -called ‘reference children’ for certain question sets in the survey.   
 
In each district, the baseline team sampled 15 clusters (communities); within each cluster, 
they selected 12 households based on a predefined statistical procedure.  Please refer to 
Annex 4.4 for detailed sampling procedure and sample size determination techniques. 

1.2.3. Fieldwork and data management  
A total of 50 data collectors were recruited from PVOs, I-LIFE PMU, and other external 
persons employed from the open job market.  This broad base helped guarantee some prior 
research experience in each of the districts, ensured good communication capabilities and 
provided some depth of understanding about whether the emerging data were logical or not.   
 
The field data collection was carried out by 10 teams in 7 districts (Dedza, Mangochi, 
Ntcheu, Phalombe, Lilongwe, Mchinji, and Thyolo), going to 15 communities in each district 
for a total of 105 communities in the latter half of June (13-30 June 2005).  Each survey 
team had two qualitative data collection members (with the exception of Dedza that had only 
one qualitative person in the team) and three to fou r household survey enumerators.  In 
every team, one of the members was assigned as team leader in addition to the data 
collection duties that he/she was responsible for.   
 
The consultant team made direct supervisory visits to teams in four of the seven districts 
plus having regular contact through mobile phone to all teams during the data collection 
phase.  In most of the districts, PVO staff also gave regular support to the  data collection 
team by mobilising communities and fixing appointments with relevant government offices.   
 
The completed questionnaires were checked on the very day of data collection by the 
enumerator teams using a peer review method .  In total, seven persons were involved in the 
data entry process.  All seven were involved in post-coding and verification at the I-LIFE 
PMU office, but only five entered data due to the limited availability of computers.  Cleaned 
and checked data was entered into a computerised database custom developed for this 
purpose using CSPro 2.6.  Data entry started while the data collection was going on in the 
field .  About 10% of the household questionnaires were double-entered for quality control 
purposes.   
 
PMU staff played pivotal roles during  the coordination of data collection, verification and 
entry.  They facilitated the communication between the data collectors and consultants and 
backstopping for logistical arrangements including transport, working space, stationery 
supplies and computers.   

1.2.4. Analysis  
The quantitative data  both from the household and structured community surveys was 
analysed using SPSS software package.  An internal qualitative analysis workshop was held 
from 18 to 22 July with the qualitative field workers that led to some important early 
observations about the qualitative results and a preliminary report about those findings.  
Once the qualitative and quantitative data had been analyzed, the consultant team 
reconvened in Lilongwe  on 21 and 22 July, with members of the PMU and selected 
members of the field data collection to review the data and begin the descriptive and 
interpretive analysis.  This workshop elicited many helpful comments that have guided the 
subsequent analysis in this report.   
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A second workshop with internal and external participants was held in late September in 
Lilongwe, where the draft report of the entire exercise was presented and discussed.  Again, 
this was a very helpful session with fruitful contributions to the analysis and report.   

1.2.5. Study limitations  
Some limitations are inevitable in research studies, whether set intentionally (e.g., to avoid 
being overwhelmed by data), or coming unintentionally (e.g., when changes have to be 
made ‘in the moment’ if a community is inaccessible).   

1.2.5.1. Objectives level  

The objectives for the I-LIFE baseline were formulated in a participatory manner by the PMU 
and PVOs, in consultation with USAID and, eventually, with the consultant team contracted 
to implement the study.  This was very helpful.  One limitation at this level, however, was the 
desire by the PMU to include a number of indices that were not fully defined, untested in 
Malawi, or needed qualitative exploratory work ahead of time, which was not included in the 
time and financial budget for the study19.   

1.2.5.2. Design level  

There were few limitations at the design level.  One limitation was the one-off, snapshot 
nature of doing a short duration study of issues that are changing.  For example, this was a 
study of food security, which varies seasonally, but the timing for the study, which had to 
meet programmatic timelines and get people out in the field during a relatively dry and 
passable period meant that data collection occurred in the post-harvest season when foods 
are generally more available.  As such, questions about coping strategies and periods of 
food shortages had to rely on longer term recall responses rather than immediate 
descriptions of current behaviours and situations. 
 
Another limitation was the capacity to do deeply disaggregated analysis.  Some of the 
partner PVOs requested survey data disaggregated by district, but budgetary and logistical 
constraints meant that it was not feasible to collect data from a sample of households that 
would be big enough and dispersed enough to be statistically representative for each district.  
As such, the sample size, especially for the nutrition indicators, was calculated in a way that 
would be representative only at the program-wide level. 
 
A third design limitation was the need to keep the overall amount of data to be gathered and 
analysed manageable.  Some important issues flagged by the PMU and PVO planning team, 
such as governance and institutional capacity, required more qualitative skill and time than it 
was possible to mobilise for this study.  It was also acknowledged by the study planners that 
the baseline was needed as a benchmark, but full exploration of these issues falls more 
within the location specific mandate of the PLA (participatory learning approach) that is going 
to be one of the hallmarks of the field implementation for the I-LIFE programme.  It will be 
important to plan for this by designing tools and exercises within the PLA that can generate 
this information – and then documenting it carefully for subsequent follow-up with local 
stakeholders and community members.   

1.2.5.3. Data collection level  

The design originally called for an initial field supervision visit in all the districts; but this was 
shortened to four districts at the last moment due to transport logistical issues.  As a result, 

                                                 
19 These indicators were Civil Society Index and Food Security Community Capacity Index . 
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three districts (Mangochi, Thyolo and Phalombe) were not visited in the initial stages and 
these districts had more errors in the field stages of the study. 
 
In an issue that overlaps with design concerns, the community qualitative work found out 
that HIV/AIDS and even chronic illness are stigmatised issues in very many communities.  
The quantitative survey teams found that it was difficult to collect some of the data related to 
chronic illness and HIV/AIDS, due in part to the sensitivity of these questions and the need 
for greater rapport building than could be achieved in a single short encounter.  Again, these 
difficulties should be able to be addressed during the PLA phase of programme 
implementation.   
 
There were some errors arising in the field that affected the qualitative community data.  For 
example, in the focus groups, institutional/organisational profiles were available for almost all 
of the communities in five of the districts.  In one district, there were profiles only for 3/15 
communities, and these lacked details, suggesting that there may have been some 
misunderstanding about the objectives of this exercise in this district.  In the other districts 
that fell short, the data suggests that the facilitator did understand the objectives, but 
consistently ran out of time and lacked a strategy to complete this part of the data collection.   
 
All of the qualitative data from the focus groups was inadequately labelled, despite 
considerable stress on this issue at the time of the training.  In consequence, part of the 
analysis workshop had to be used to update labelling and inventories of the data .  This is a 
concern for a programme that plans to rely heavily on qualitative tools and methods during 
implementation, and will take both training and continuous supportive supervision to ensure 
it is not a long term drawback.   
 
Some of the qualitative tools and strategies were not pre -tested, which may have contributed 
to the quality limitations described above.  The qualitative field workers also had some 
constraints due to their need to work with a partner, who often was either a quantitative 
enumerator or even a community member, neither of whom had received any training in the 
qualitative tools and methods.   

1.2.5.4. Data management and analysis  
There was very little opportunity for face to face interaction between the consultants, 
especially the team leader, and the data manager.  Greater interaction would have speeded 
up some of the data handling and problem solving that always arises in a study as large as 
this one.  A principal reason for this difficulty was budgetary, but another constraining factor 
was the limited amount of time available from the local consultant at critical points in the 
survey process.   
 
The study was based on adequacy evaluation approach .  It did not include considerable 
factor analysis to uncover the underlying cause/effect of some of the core programme impact 
indicators, such as nutritional status of children.  However, if the programme feels the need 
and has the resources to pursue these points further, the dataset is now well organised in 
SPSS format so that PMU could recruit a secondary analysis using econometric modelling 
and nutrition to fill this gap. 
 
Finally, one other limitation to this report of the study is that at the time of this writing, the 
draft report and preliminary findings have not yet been circulated back to the districts and 
communities whence it came for sharing/dissemination as well as validation of facts and 
interpretation.  This stage is planned, but has not yet happened .   
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1.2.6. Literature review 
Together with the PMU and PVO partners, the consultant team amassed a large electronic 
library of relevant documents to use not only for the planning and analysis, but also to help 
support the programme post-baseline.  This library included materials on food security in 
Malawi and the Southern African region, as well as HIV/AIDS, public health, water and 
sanitation, rural livelihoods, governance, gender, participation, and other related topics to the 
I-LIFE DAP.  It included documents on the I-LIFE programme, C-SAFE evaluations, National 
Aids Policy, DHS and Malawi Poverty Reduction Strategy Papers, as well as other materials 
from other agencies.  This library was shared with the PMU and has become part of the 
permanent resources of the programme for wider sharing with partners and stakeholders.   

1.2.6.1. Review of Malawi’s livelihood security situation  

The Malawi Poverty Reduction Strategy Paper (MPRSP) firmly states that poverty in Malawi 
is widespread, deep and severe .  In 1998, statistics from the Integrated Household Survey 
(IHS 1998) indicated that 65.3% of the population was poor and 28.7% of the population 
were in extreme poverty20.  Economic inequality is profound in Malawi; in 1998, the richest 
20% of the population consumed 46.3% while the poorest 20% got only 6.3% of total goods 
and services used (IHS1997-98).  Poverty in Malawi is manifested in food insecurity and 
poor access to social services (health, education, water and sanitation facilities, etc).   
 
One of the key challenges facing Malawi in recent years is the lethal combination of the 
HIV/AIDS pandemic and chronic poverty, both of which have worsened during the time of 
the recent drought crisis.  HIV prevalence among adults between 15 and 49 years ranges 
from 12-17% and national estimates indicate that about 900,000 people are currently living 
with HIV.  The long -term impact of HIV/AIDS and poverty on households and communities is 
evident, as they are becoming less resilient and more vulnerable to future shocks.  These 
ongoing threats could lead to a breakdown of household, community, social, political and 
economic structures of the country21.  The problem is a long term one, which needs 
innovative and long -term strategies to address it. 
 
The Government of Malawi has taken up several initiatives including policy reforms that are 
aimed at improving macroeconomic performance and eventually reducing poverty amongst 
the rural poor.  Some of the notable policy reforms include the structural adjustment 
programmes (SAP) under the World Bank and the IMF.  Through the SAP, there have been 
sectoral reforms in agriculture, including some deregulation of smallholder farm production 
and sale of tobacco, promotion of agricultural diversification to reduce food security, and 
market liberalisation aimed at greater private sector engagement with the agriculture sector. 
 
Another major reform of the Malawi government is the decentralisation  policy through which 
power is devolved from the central government to district and town assemblies.  The 
decentralisation process is aimed at supporting rural community participation in the planning 
and implementation of development programmes within their geographic areas.  It also aims 
to improve transparency and accountability in development.  Community-based groups and 
organisations, including farmers’ clubs, associations and co-operatives, are being promoted 
as avenues for rural development.  Gender issues are included in the decentralisation  
process by striving for equal representation of male and females and avoiding 
marginalisation of any members of the communities.  Particular attention is given to female -
headed households that have often been denied development opportunities, such as access 
to productive inputs (credit, extension service and markets).   
 

                                                 
20 Roughly this translates to about 6.3 million people.  
21 HIV/AIDS and Food Security in Africa, Alex de Waal and Joseph Tumushabe, February 2003 
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Major initiatives in the health sector have included programmes aimed at reducing the 
mortality rates for mothers, infants and under five children (estimates are MMR = 1,120; IMR 
= 76; CMR = 133 per 1,000 live births).  Current HIV/AIDS programming in Malawi stresses 
the reduction of mother-to-child transmission of HIV, estimated to be the largest source of 
HIV infection in children below the age of 15 years.  The recent (2005) Malawi Food and 
Nutrition Security Policy aims to improve the national nutritional status, especially amongst 
the vulnerable groups like children under five years of age and the chronically ill. 
 
The government has introduced initiatives aimed at improving service delivery and improving 
rural infrastructure.  One of the biggest of these programmes is the Malawi Social Action 
Fund whose Phase III has diversified from infrastructure development (e.g., roads, schools, 
health centres) to include provision of assistance for income generating activities (e.g., 
poultry raising, carpentry) amongst the rural peoples.  Another government effort is the One 
Village One Product (OVOP) initiative that aims at concentrating enterprise development in 
geographic areas that have potential for particular types of enterprises.  Along with these 
initiatives is the recently introduced Malawi Rural Development Fund that aims to improve 
access to credit for rural communities and thereby help promote IGAs and economic growth.   
 
The government has increased the wage in cash for work programmes to K200 per day to 
enable rural households to earn some income through their labour participation in rural 
infrastructure development projects.  In an effort to promote agricultural production and 
marketing, the government is considering re -opening of some of ADMARC’s rural markets 
that were closed under the structural adjustment programme.  It is expected that this will 
enhance farmers’ access to inputs and output markets which will eventually translate to 
improved livelihoods through improved and increased agricultural production, reduced food 
insecurity and increased cash income earnings amongst the poor majority.   

2. Survey findings 
2.1. Socio-demographics  

2.1.1. Community characteristics22    

2.1.1.1. Population dynamics 
Findings of community level survey indicated that about a third of the sample villages (35%) 
were between 250 to 300 households and in more than half (58%) of the communities, the 
village size was greater than 100 households.   

Table 1: Community characteristics and population dynamics  
Respondents in 81% of the sample villages 
said that the population size has been 
increasing in the three years prior to this study.  
Meanwhile, respondents in 14% of the villages 
reported that their communities were 
decreasing in size during this reference period 
(See Table 1).  
 
The leading explanations offered by community 
respondents for increasing population size in 

villages were more births, due in part to poor child spacing and adolescent pregnancies, and 

                                                 
22 Unless otherwise indicated, N = 105 for the calculation of proportions from the community survey.   

Average number of HHs per  village  (N=105) 
More than 250 and less than 300 35%  
Between 100 and 249 23%  
Between 50 and 99 15%  
Between 25 and 49 19%  
Fewer than 25 8%  
Population size in the last three years 
Increased 81%  
Decreased 14%  
Remained the same 5%  



I-LIFE Baseline Study Final report – 1 December 2005 9

marriages, which, in matrilineal areas, involve the migration of men to their wife’s village.  
The leading decrease issue described was mortality, particularly due to HIV/AIDS.   

2.1.1.2. Access to villages  
Table 2: Main routes to reach to villages 

As part of the I-LIFE baseline , community 
members were asked about types of access 
roads leading to the villages by season and 
means of transportation to the nearest marketing 
facilities.  About 46% of villages are accessed 
primarily via paved or tarmac roads during the rainy season; the proportion declines to 36% 
during the dry season suggesting greater use of alternative routes when the land is dry. 

Figure 1: Condition of village access road in past 3 years 
Although just under half (46%) of the 
villages reported that their road situation 
had shown some improvement in the 
past three years, almost a third (29%) of 
the villages reported that their road 
conditions and access had worsened in 
the same time frame.  Most of the 
respondents linked the road 
improvements to road projects and food 
for work activities.  Many also linked it to 
community initiatives and local 
governance , including local labour.  
Explanations for the worsening roads in 
some areas were lack o f or delayed 
external support and lack of maintenance .  Details of worsened conditions included poor 
drainage and flooding, erosion, potholes, encroaching on the roadway, and absent bridges.   

2.1.1.3. Water and electricity 
Table 3: Community access to protected water  

In about 26% of villages, all residents had 
access to safe water, but in almost the same 
proportion of villages (27%), less than half or 
very few villagers got the same service  (Table 
3).  Some communities have no source of 
safe water (about 28% of the sampled 
communities).  In many communities, the amount of safe water available is too small for 
numbers of residents, and/or the source is seasonal and dries out for part of the year.   
 
Respondents in various study communities had complaints about long distances to safe 
water, and too many people relative to the number of boreholes, leading to congestion and 
long waiting times.  Several villages described broken down boreholes and taps, or other 
problems with maintenance, such as lack of materials and lack of training .  The most 
common concern about quality was drinking water that was unprotected or unsafe.  Some 
communities mentioned problems with diarrhoeal diseases including cholera that were 
occurring in their community due to drinking unsafe water.  In a separate question about 
health problems affecting persons in the community, diarrhoeal diseases were the second 
most common problem for adult men (after malaria), the third most common problem for 
children (after malnutrition and malaria), and the fourth most common health problem for 
women (after poor access, inadequate maternity care, and malaria).   
 

Type of route (N=104) Rainy season Dry season 
Paved or tarmac road  46%  36%  
Dirt road  38%  42%  
Mixed paved and dirt 8%  7%  
Footpath 8%  16%  

% of communities (N=104) 
Proportion of households Protected/safe water 
No one in the community  28%  
Less than half/very few  27%  
About half the community  19%  
The entire community  26%  

25%  29%  
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Electricity services are quite uncommon in the programme areas; only 5% of communities 
report that even a few households can make any use of electricity. 

2.1.1.4. Communications, transport, and markets 
Table 4: Distance to key communication services  

About 10% of communities have a post 
office, and only 5% have a telephone 
bureau within their community.  In 
consequence, residents in the sampled 
communities have to travel a mean 
walking distance of two and half hours 
to reach to the nearest communication facilities (Table 4).   

Table 5: Transport to nearest trading centres  
Public transport is available or readily accessible in just 21% of the 
communities, though some form of transport can be accessed every 
day in most communities (83%).  On average, however, the villagers 
have to walk for about two hours to access the nearest public 
markets and transport facilities.   
 

Table 6: Availability of public market & transport  
Only 14% of the communities reported the 
presence of a public market within the community.  
In addition, about half (47%) of the communities 
can only access a market one day per week.   
 

Table 7: Major agricultural marketing problems  
In about 90% of the sample villages, 
community leaders complained about low 
prices for agricultural products and said 
this is a constraint for promoting 
marketable crops.  Transportation to the 
market place (in the 44% of villages) and 
poor measuring scales and cheating by 
traders (23%) were also often cited by the 
community representatives.  

2.1.1.5. Social support and protection  
Table 8: Social problems in communities 

Respondents were queried about social problems in their 
communities (See Table  8).  The leading problems that 
reportedly affect half or more of the communities are 
alcohol abuse (56%), adolescent pregnancies (51%) and 
robbery (50%).  Around a third of the communities reported 
problems with prostitution (37%), domestic violence (34%), 
and violent disputes (32%).  Between a quarter and a fifth 
of communities had problems with assaults (25%), drug 
abuse (22%), and child abuse (20%).   
 
The presence and quality of community safety nets were 
called into question by the very large proportion (92%) of 

                                                 
23 Data from community interviews  

Distance (in hrs) Service type  
(N=104) 

% of communities with  
services in community Mean Std dev 

Public transport 21%  2.1 1.69 
Public markets 14%  1.8 1.18 
Post office 10%  2.5 1.46 
Telephone bureaus 5%  2.5 1.72 

Type of transport  
(N=103) 

Usage  
(as %)  

Bicycle 92%  
Walking 84%  
Car 9%  
Mini -bus 4%  
Ox/donkey cart 3%  

Availability (N=104) 
Days market  

is open 
Transport  
available 

One day per week 47%  5%  
Twice per week 2%   
Some days of the week 30%  12%  
Every day  22%  83%  

Marketing constraints23  % of villages 
Low prices 91 
Transportation 44 
Poor measuring scale and cheating by traders 23 
Lack of market 17 
Long distances 6 
Perishable crops go bad 3 
Lack of farm input 3 
Late payment for produce that was sold 2 

Social problem (N=104) Prevalence  
Alcohol abuse 56%  
Teen pregnancy  51%  
Robberies 50%  
Prostitution 37%  
Domestic violence 34%  
Violent disputes 32%  
Assaults 25%  
Substance (drug) abuse 22%  
Child abuse 20%  
Vandalism  15%  
Other problems (specify) 2%  
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communities reporting the presence of some vulnerable households that are not getting any 
assistance or support.  In fact, only about half (49%) of the communities reported that any of 
the vulnerable households in their community were getting some special assistance .   

2.1.2. Household demographics 
Overall, the male to female ratio of the survey population was almost equal.  From 6191 
persons in the 1,251 survey households, about 50.6% were female and 49.4% male.  The 
average household size is five persons per household  in the study communities (Table 9 ).   
 
Within households, the norm in the study area is a nuclear family system: about 83% of the 
persons tabulated in the household survey were either the head of households or related to 
head of households as a spouse or a child (Table 9).  There were very few polygamous 
households (1.1%) in the survey areas.  Interestingly, nearly a tenth of the persons in the 
survey population (9.6%) were grandchildren to the head of the household.   

Table 9: Major demographic characteristics24 of survey population  
By gender, just over a 
quarter (26%) of the 
sampled households were 
being headed by females 
during the survey time.  
Household size is lower 
among female-headed 
households (4.5 persons) 
as compared to male-
headed households (5.1 
persons).  This might be 
due to the absence of male 
household heads due to 
death, divorce or migration 
to other places.  It might 
also reflect lower resource 
availability and livelihood 
capacity for the female-
headed households.   

Figure 2: Percentage of household heads by age in years, with proportions by gender25 
The mean age of 
household heads is 
44 years (Table 9 
and Figure 2).  This 
age is higher for 
female HoHs (48 
years) as compared 
to the age for male 
HoHs (42 years).  
Among the survey 
households, 19% 
were led by persons 

                                                 
24 Note: Male and Female columns represent the proportions between the sexes and the two add-up to make 100%.  The column ‘both’ 
indicates the percentage of male and female in a specific relation category from the total population.  It should be read across column and 
sum-up to 100%. 
25 Note: Values attached to male and female bars indicate proportion by gender while both indicate the percent of a specific age group 
from total number of households.  Thus the summation of percentage values of male and female within an age group comes 100% while 
the summation of both across all age groups is 100%. 

  Male Female Total  
Proportion of population by gender    (N=6,191 persons) 49.4 50.6 100.0 
Mean number of persons per household (N=1,251 H H s) 5.14 4.50 5.00 
Mean age of HH heads (years) 42.22 48.10 43.76 
Distribution of HH membership 
(as % of 1,251 HHs having this member present) Male Female Total  

Head of household (HoH) 74.0 26.0 20.0 
First/Second Spouse 5.4 94.6 15.3 

Son/daughter 51.9 48.1 47.8 
Grandson/daughter 52.7 47.3 9.6 

Niece/nephew 56.7 43.3 2.2 
Brother/sister 61.0 39.0 2.0 
Mother/father 20.0 80.0 0.9 

Other relatives 54.1 45.9 0.6 
Step daughter/son 60.6 39.4 0.5 

Son/daughter in-law 69.7 30.3 0.5 
Adopted child, custody 66.7 33.3 0.3 

Father/mother in law 40.0 60.0 0.2 
Unrelated (no relationship to HoH) 33.3 66.7 0.1 
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above 60 years of age, i.e., elderly headed.  There were also 0.5% of heads of households 
below the age of 18 years, i.e., child -headed households.   
 
As shown in Figure 3 below, about half the population in the surveyed households were 
under 16 years of age  and 6% over 60 years old .  This gives a dependency ratio26 of 
economically inactive to active people at 1.3, which means that, on average , one 
economically active person supports 1.3 economically dependent persons in addition to him 
or herself.   

Figure 3: Population age distribution in the survey areas, by age group and cumulative 

2.1.2.1. Literacy and education 

The literacy level in the study area  is low.  Overall, 41.1% of the people aged above 14 years 
have had no education and are unable to ready and write in any language .  Of the remaining 
literate people in this age group, 79.5% have some uncompleted primary level of education; 
and 10.5 % have completed primary school (Table 10).   
 
The rate of school attendance for school-age children (7 -14 years of age) is high .  More than 
four out of five school-age children (81.3%) were attending school at the time of this survey.   

Table 10: Education by gender breakdown (% of population) 
Overall proportions  Gender comparison  

 Age groups and educational levels Both Sexes Male Female Male Female Total  
Educational achievement of all HH members 14 yrs of age and above  (N=3159)    
Illiterate  41.1%  29.6%  51.7%  34.3% c 65.6% c 100%  

Primary level, uncompleted 79.5%  76.8%  82.9%  53.8%   46.2%   100%  
Primary level, completed 10.5%  11.2%  9.6%  59.3%   40.7%   100%  
Some secondary 9.6%  11.6%  7.0%  67.5%   32.5%   100%  
Some tertiary 0.4%  0.4%  0.3%  50.0%   50.0%   100%  

Highest grade completed 

Totals  100%  100%  100%     
Education for family members aged only 7-14 years  (N=1778)    

Primary level, uncompleted 72.4%  71.0%  74.0%  49.1%  f 50.9%  f 100%  
Primary level, completed 1.4%  1.5%  1.2%  42.9%  f 57.1%  f 100%  
 Some secondary 0.3%  0.4%  0.1%  25.0%  f 75.0%  f 100%  

Highest grade completed 

Totals  100%  100%  100%     
Currently attending school 81.3%  79.2%  83.5%  50.6%  e 49.4%  e 100%  

c Chi-square: 96.030; p = 0.000    e Chi-square: 4.665; p = 0.031; f Chi-square: 2.417; p = 0.490 
 
                                                 
26 The dependency ratio is calculated by dividing the number of people within economically inactive age ranges (under 16 and above 60 
years) by the number of people in the economically active age range (17 -60 years). 
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By gender, there is evidence of an historical pattern of educational disenfranchisement for 
school age girls, but it seems that this pattern is now changing.  The school attendance ratio 
and level of education among school-age children (7-14) were not significantly different 
among boys and girls currently in primary school.  However, the gender gap among illiterate 
persons above 14 years of age remains very significant (p=0.000) with about 65.6% of the 
illiterates being female. 

2.1.3. Demographics of vulnerable groups  
Orphans, members of female-headed households, elderly people and chronically ill persons 
are the most vulnerable portion of any society in developing world where the social security 
system is loose or unavailable.  This baseline survey collected data on these segments of 
the society in the study area and analysed them as follows.   

2.1.3.1. Orphanhood  

Table 11: Parental status of children under 18 years of age (as %) 
Households were 
asked about status of 
the biological mother 
and father for family 
members under age 
18 years.  Results 
show that almost one 
in four children under 
18 years of age 
(23.1%) have lost at 
least one of their 
biological parents 
(Table  11).  Among all 
of the children, 7.3% 
are double orphans, 
having lost both 
parents and 15.8% 
have lost one of the 
parents.  According to the official definition of orphanhood in Malawi, all of these children are 
legally considered to be orphans.   

Figure 4: Percentage of orphans by age group 
As indicated in Figure 4, almost half 
(59%) of the orphans were aged between 
7 and 13, with smaller proportions aged 
14-17 years (27.1 %) and 0-6 years 
(13.9%).  This age distribution may be 
linked to the epidemiology of adult 
mortality in the current HIV/AIDS 
epidemic in Malawi, but it may also 
represent under-counting of older orphans 
who have left the households, e.g., for 
child labour, early marriage or becoming 

street children .   
 
Meanwhile, the survey came across very few child headed households (0.5%)  Most often, 
these households had only one to three people as members.   

% Age group for children under age of 18 years  
Male % Female % Total % 

At least one parent lost 55.8 44.2 23.1 
Both parents lost 53.1 46.9 7.3 
One of the parents lost 57.1 42.9 15.8 

All children under 18 years old 
 

(All children under this  
age range N= 3,394)  Both parents surviving 51.4 48.6 76.9 

At least one parent lost 55.9 44.1 20.7 
Both parents lost 52 48 6.7 
One of the parents lost 57.7 42.3 14 

0-6 years old    
 

(N = 1,496) 
Both parents surviving 50 50 79.3 
At least one parent lost 53.4 46.6 24.2 
Both parents lost 50.5 49.5 7.5 
One of the parents lost 54.7 45.3 16.7 

7-13 years old    
 

(N = 1,373) 
Both parents surviving 51.6 48.4 75.9 
At least one parent lost 61.4 38.7 22.3 
Both parents lost 59.2 40.8 7.3 
One of the parents lost 62.4 37.6 15 

14-17 years old    
 

(N = 525) 
Both parents surviving 51.7 48.3 77.7 
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2.1.3.2. Female-headed households  
Table 12: Age and gender of heads of households (HoHs) 

Members of female-headed 
households are vulnerable to 
different livelihood shocks and 
risks because of many reasons: 
shortage of farm labour, social 
exclusion due to socially 
constructed gender biases, 
potential health problems if the 
spouse had died of HIV/AIDS 
and multiple responsibilities including bread winning and taking care of family members.  
The survey found that about 26% of households in the survey area were female-headed.  
These female-headed households comprised 24% of the total population living in the study 
area (Table  12).   

2.1.3.3. Elderly-headed households  

The survey also found that about 18.5% households are headed by elderly citizens, i.e., 
persons above the age of 60 years.  Approximately 4% of the total number the population in 
the survey areas were living under elderly headed households, i.e., many of the elderly may 
be living alone .  As indicated in the qualitative survey findings, these households are often 
vulnerable due to shortage of labour and other gaps in social safety net mechanisms.   

2.1.3.4. Households hosting/caring for vulnerable persons  
Table 13: Chronically ill persons and their characteristics 

Data was collected on the 
presence of chronically persons in 
the surveyed households.  About 
8% of the households responded 
that they had someone with a 
chronic illness28 (See Table 13).  
The proportions of the chronically 
ill persons may be more than this, 
but people may not want to 
disclose such illnesses because of 
fears about discrimination.  
Chronic illness and HIV/AIDS are 
still stigmatised in many areas, 
and about 5.1% of households 
were not willing to give answers to 
the chronic illness questions.  
More than a tenth (12.2%) of the 
households caring for chronically 
ill members reported that they face some form of discrimination in the community.  This 
might have resulted in underreporting for the rate of chronic illness in the survey population. 
 
Nearly half of the sick individuals are within the 18 to 59 years of age bracket.  The majority 
of (68%) chronically ill persons are female.  Only 4.2% of the people who were chronically ill 
had started on antiretroviral treatment. 

                                                 
27 Note: 21 household heads were not able to tell their age to the interviewers.  
28 For the sake of this study chronically ill person was defined by ‘a person who was reported to be seriously sick for at least three months 
within the 12 months prior to the survey’. 

Proportion by gender of HoH 
Age of HoHs27 Male Female Totals 

<18 years old (N=6) 50.0 50.0 0.5 
19-13 years old (N=173) 83.8 16.2 14.0 
26-35 years old (N=315) 80.6 19.4 25.5 
36-45 years old (N=231) 75.3 24.7 18.7 

45 - 60 years old (N=277) 69.7 30.3 22.4 
>60 (N=232) 62.1 37.9 18.8 

All ages of HH heads (N=1234) 74.0 (N=913) 26.0 (N=321) 100.0 

Characteristics  % 
Prevalence of HHs with chronically ill persons  
HHs reported presence of chronically ill HH member (N=1251) 8%  
HHs not willing to report on chronic illness 5.1%  
Age distribution of chronically ill persons  

Under 5 years 9.5%  
Older child (6-17 years) 9.5%  

Adult (18-59) 48.8%  
Elderly (60+ years) 32.1%  

Sex distribution of chronically ill persons  
Female 68.0%  

Male 32.0%  
Use of ARV  

Using 4.2%  
Unwilling to report 5.2%  

Experience of discrimination among HHs with chronically i ll   
Reported discrimination  12.2%  

Unwilling to report 4.1%  
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2.2. Qualitative findings  

2.2.1. Analysis of poverty and social assets   

2.2.1.1. Indicators of poverty 29  

The following table presents suggestions from the qualitative field team about critical 
indicators of poverty in the villages of the I-LIFE programme area.  These indicators of 
poverty could potentially be of use in monitoring poverty level impacts to which the I-LIFE 
programme is contributing.  They may also have a use in advocacy discussions with 
government agencies, NGO partners and other stakeholders about development priorities.  
The PLA component of the programme could help in refining these indicators with the 
participation of the programme target communities.   

Table 14: Indicators of community poverty with explanations, by rank 
Indicators   Rank  Explanation  
Food insecurity - Shortage of food  1 History of food insecurity and increasing signs of coming problems again 
Health services gap – no health facility 
within xx distance  

2 Lack of health facilities within most communities, long distance to reach 
one   

Water gap – Absence of safe/clean 
water within community  

3 Many communities without year-round clean water; using unprotected 
water and having outbreaks of cholera and diarrhoea 

Road network gap - Roads impassable 
to vehicles for xx part of the year  

4 Most of the dirt/earth roads are impassable in rainy season; prevents 
access to markets, services and transport  

Market access gap - Absence of 
markets within xx distance  

4 Lack of markets – for selli ng, and for buying farm inputs, as well as 
groceries   

Education access gap – no school 
within community  5 Lack of schools within many communities, including primary schools for 

many 
 
The following interpretive analysis was developed by the qualitative team based on field 
experiences and a detailed thematic extraction from the qualitative field notes of focus group 
discussions held in all 105 sampled communities.  It has been organised as per the ranking 
of poverty priorities outlined in the table above.30   

2.2.1.2. Food insecurity  

Core issue  
Food insecurity - Shortage of food for greater than one month of the year  
 
Contributing factors  
Operating costs for food production are a significant barrier for the rural poor.  Farm inputs 
are quite expensive, and generally unaffordable for most rural families.  There are long 
distances to markets – for buying inputs and for selling products, which results in higher 
costs of production and lower incomes.   
 
Support mechanisms are weak.  Credit mechanisms are insufficient and inadequately 
available for poor families; lenders and groups are unwilling to engage with the poorest 
families.  Access to information and improved technologies are poor.  Extension services are 
not being provided in many areas, so farmers lack information about improved practices or 
access to improved seeds and strategies.   
 
                                                 
29 Note – this table based on a ranking exercise with the qualitative team and team leaders.  The challenge for this exercise was framed in terms of 
‘poverty’, not ‘well-being’, with the idea that the resulting indicators might be of use relative to developing criteria lists for programming priorities.   
Additional indicator ideas and details of the ranking process and results are available from the PMU in a document called, “Indicators of 
Poverty – I-LIFE Community Baseline”  
30 Details of the qualitative FGD findings are available from the PMU in a separate document: “Qualitative findings – descriptive analysis” 
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Market prices for crops are low, resulting in such low incomes that farmers cannot afford 
inputs at the next seasonal cycle.    
 
Consequences  
Soils are poor, soil fertility is declining and crop yields are low.  At the time of this survey in 
2005, people have already begun using food shortage coping strategies (even though it is 
harvest season).  People frequently rely on risky coping strategies that are nutritionally 
unsound and/or ones that deplete productive assets.  Labour migration has increased and 
there are excessive numbers of people in the low-paid ganyu labour pool, which further 
depresses the salaries employers are willing to pay.  There is an increasing dependency on 
handouts and food for work rather than local initiatives.     
 
Barriers to resolving the issue  
Climatic conditions are difficult and there has been a pattern of poor rainfall distribution.  
There is little utilisation of community-wide coping strategies; instead, people have a 
tendency to rely on individual household coping.  Because of dispersed populations, with 
limited access to resources and market demand, there are limited opportunities for non-
agricultural incomes in rural areas.    

2.2.1.3. Health security  

Core issue  
Health services gap - Unavailability of quality health services to persons living in rural 
communities, contributing to poor health status  
 
Contributing factors  
Rural dwellers in the programme areas generally have poor access to health facilities.  Most 
of the sampled communities do not have a health unit in the community or within reasonable 
distance (within 5 km or a 1 hr walk for adult), and even visiting services/clinics are 
infrequent.  When patients do try to travel, the roads are poor, transport is hard to get, and 
there is usually no means of communication to call for help in emergencies.   
 
When the patients reach the existing facilities, they are frequently disappointed.  Service 
providers are inadequate in many ways; there are low numbers of health workers, they 
provide only a poor quality of care, and some health workers have bad attitudes, particularly 
toward the poorest clients.  There are insufficient medical drugs in government health 
facilities.  Private health services are too expensive for most people, but especially so for the 
vulnerable persons with chronic illnesses and coming from poor households.   
 
Where health committees are present at village level, they are often weak and not well 
supported by health system/health worke rs.  VHCs are not even present in some 
communities.  There is an increasing prevalence of chronic illnesses in some communities, 
which is linked to a greater need for health skills/support to village health committees, caring 
groups, and family caretakers.   
 
Consequences of health services gap  
Health status is poor for many people.  Maternal mortality rates are high, and there are also 
high mortality rates from preventable conditions, such as diarrhoea.  People suffer from poor 
health, poor nutrition and decreased labour capacity due to communicable and parasitic 
diseases, such as bilharzia, liver flukes, and malaria.  Access to family planning services is 
poor, leading to births that are too many and too close.  All of these conditions compound 
difficulties with food security.   
 
In the absence of accessible quality care, people turn to other less reliable providers.  
People resort to traditional medicine practitioners because they are available, although 
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sometimes equally expensive, but their care is unsupervised and sometimes not adequate.  
Deliveries take place with TBAs, but there is little or no communication or transport for 
emergency cases.  People depend on purchasing drugs from groceries and self-medicating 
without support.  Lacking good sources of health information, the stigma and discrimination 
for chronic illnesses, HIV/AIDS, and disability are persisting in communities.    
 
Barriers to addressing this problem  
Establishment of new health facilities (construction, staffing) is an expensive undertaking.  
According to Government policy, health facility construction is tied to absolute population, 
not population density.  Facilities will only be built for populations of 10,000 persons, which 
may not put facilities within reach of dispersed small communities.  Sustainable improvement 
of village health committees in rural areas requires strengthening of the primary health care 
network from the district outwards, including systems of support and supervision.  
 
Changing public transport opportunities in rural areas needs to be linked with changes in 
markets and other strategies to make it more economically viable for the transporters.  
Although cell phone networks are increasingly covering rural areas, lack of rural 
electrification is still a barrier to more widespread use of cell phones (along with cost) for 
emergency communication.  

2.2.1.4. Water security  

Core issue  
Water gap – Absence of safe/clean water within community 
 
Contributing factors  
There are three main factors contributing to insufficient safe water in communities: poor 
supplies, inadequate maintenance, and insufficient protection.  Many communities lack any 
source of safe water, or they have insufficient numbers of functioning boreholes for the 
population in the communities.  Cost recovery/user fees for pails of safe water from a tap or 
borehole are sometimes unaffordable for the poorest families.  Some communities rely on 
water points that dry out seasonally, leading to digging unprotected wells in dambo lands 
and/or using unclean water from rivers and streams.  Widespread digging of unprotected 
wells for irrigation of crops – means there are many unsafe water points that are much closer 
and less struggle to use than going to the overcrowded or far away borehole.   
 
Communities complained of poor maintenance systems for boreholes and gravity fed water 
tap systems, with many of them breaking down and not being restored to normal function.  
Unprotected water points and even some ‘protected’ water points are badly affected by 
flooding and contamination  during the rainy season.  HSAs (health surveillance assistants) 
only make infrequent visits to communities to provide health education and chlorine for water 
treatment; most villages do not have HSAs and some do not receive visits from any HSA. 
Maintenance levies for repair/maintenance of water points are also generally too high for the 
poorest, most vulnerable households.    
 
There is little attention to water point hygiene in some communities, including lack of fencing 
to keep out animals, and no drainage for spilled water.  People use the water points for 
multiple purposes without keeping the functions separate, for example, mixing up domestic 
washing (of clothes/dishes/persons), animal watering and getting drinking water at the same 
water points.  Some communities suffer from repeated vandalism of boreholes and taps, to 
the point that the communities give up on repairing them.    
 
Consequences  
Many areas have problems with overcrowding at the boreholes, resulting in long queues 
starting as early as 3 AM.  Some women reported being beaten by their husbands for taking 
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so long to get water.  There is widespread use of unsafe water for drinking, leading to 
endemic infection with water borne diseases and parasites.  Poor health from the water 
borne diseases contributes to poor nutrition.    
 
Barriers to addressing this problem 
Costs for construction of safe water points (boreholes or taps) are much higher than 
individual households can cover, especially the poorer and more vulnerable households.  
Sometimes the costs are even higher than the small and poor communities can afford, 
leading to dependency on external resources and/or continued use of unsafe water.  Poor 
preparation for handover of water resources (boreholes, taps) has resulted in lack of 
participatory planning and ownership for cost recovery and maintenance.   

2.2.1.5. Road and transport security  
Core issue  
Road network gap - Roads impassable to vehicles for weeks or months during the year (e.g., 
during rainy season) 
 
Contributing factors  
Road construction has been inadequate, especially in wetland areas (dambo lands) and 
where rivers pass, i.e., there has been insufficient investment in drainage systems, culverts, 
and bridges.  Road maintenance has been poor in many areas, with complaints about lack of 
grading for earth/dirt roads and no filling of potholes.  Although some communities have 
worked hard through self-initiatives or food for work, in many areas there has reportedly 
been little or no effort by the communities to maintain their roads.    
 
Consequences  
There is poor accessibility to social services that are not usually present within communities, 
such as health facilities, markets, and schools.  Public transporters are generally unwilling to 
provide services in areas with poor roads.  This leads to difficulty in transporting patients for 
emergencies, which leads, in turn, to preventable deaths on the way to health care.  There 
are difficulties in transporting crops and animals to market, or heavy inputs to the 
community, which increases costs and cuts into the income for farmers.  Children who have 
to go outside the village for school are not able to attend school for several months each 
year (usually in the rainy season) and end up falling behind or dropping out early.   
 
Barriers to addressing the issue  
Although food for work has helped construct and maintain roads in many areas, it has also 
contributed to some dependency on external support for any involvement in the roads.  
Some of the terrain is quite difficult, and it is often the worst in the more remote areas where 
the poorest and/or most dispersed constituencies live .  This leads to very limited capacity for 
local mobilisation of resources to address the community’s concerns about the roads.  There 
is also a tendency for labour migration out of the rural areas among the young men who 
might be the ones most suitable to mobilise for working on the roads in their communities.  

2.2.1.6. Market access  

Core issue  
Market access gap - Absence of markets within xx31 distance  
 
Contributing factors  
There are no formal public markets in most of the study communities, especially the small 
and remotely located ones.  ADMARC is no longer providing services to rural farmers; their 
                                                 
31 Definition of the specific or optimal distance may require additional research, perhaps in the PLA exercise or through additional literature 
review.   
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markets were closed in rural areas and they are not buying farm produce.  The independent 
cooperative  system broke down, and there is a lack of trust for such systems.  There are no 
organised initiatives to establish, support, and monitor the informal markets that do exist.   
 
There are very few agricultural extension workers, which contributes to all farmers in an area 
growing the same or similar crops, leading to market glut and low prices.  Poor roads and 
lack of public transport cause difficulties and higher costs for transporting produce to 
markets and inputs to farms.  
 
Consequences  
Rural dwellers have poor access to basic needs such as salt, soap, paraffin, and/or they 
have to pay high prices for these items.  They also have poor access and availability of 
agricultural inputs, due to the far distances, high cost of transport, and high prices.  It is a 
buyer’s market for farm produce – when the farmers have little opportunity to choose the 
markets they will sell at, the prices they get for their produce will usually be low.   
 
Barriers to addressing this issue  
Government’s policy of privatising ADMARC has been an important factor.  It seems there is 
some hope that this may change, at least on a trial basis in some areas.  Most NGOs 
involved with agriculture (and/or food security) are involved with the production side but not 
with marketing, which contributes to the lack of collective action on marketing problems.   

2.2.1.7. Education security  

Core issue  
Education access gap – no school within community (or within reasonable reach for children) 
 
Contributing factors  
Many communities do not have  even a primary school within the community or within 
reasonable walking distance for young children.  Poor roads and footpaths, especially in 
dambo areas, become impassable during part of the year and prevent school access.  Long 
distances and physically difficult terrain are constraints to child movement, especially for 
young children and children with disabilities.  There are relatively fewer upper (or advanced) 
primary schools in the rural communities, where many of the primary schools only offer the 
first four years of education.  Long distances to the upper primary schools mean that parents 
have to rent rooms in the communities where the schools are located for their children to be 
able to complete primary school.   
 
Where schools are present, many have inadequate school infrastructures, including 
collapsing buildings, lack of buildings, lack of housing for teachers, lack of water sources at 
schools, and lack latrines at school.  When there are no schoolbuildings, the classes are 
taught under trees and are not able to continue during the rainy season.  Lack of safe water 
and latrines at school contribute to absenteeism due to illness.  Lack of teacher housing 
contributes to loss of teachers (and refusal of teachers to be posted in these areas).    
 
There are supplemental charging systems at schools, such that ‘free’ education is not free; 
some of the common ‘extra’ charges include fees for teachers, for the school post office box, 
and for building funds.  The requirement for school uniforms is a cost burden for poor 
families.  Extra costs contribute to parental unwillingness and inability to support education.    
 
Consequences  
There are high rates of school drop-out and continued high levels of illiteracy, especially in 
rural areas.  In addition, there are low levels of exposure to public health messages and poor 
role modelling for children about the importance of safe water and latrines.    
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Barriers to addressing the issue  
It needs to be confirmed, but it seems that government policy regarding establishment of 
schools is similar to that of health units.  In other words, the criteria for establishing new 
schools and posting of teachers are linked to population size, regardless of population 
density.  There are also some problems with local politics, especially when various 
stakeholders try to control or claim ownership of social assets.    

2.2.2. Institutional analysis results  

2.2.2.1. Summary for all community groups  
A total of 297 community groups reported32.  Of these, there were three main categories of 
groups – ones that were targeting support for vulnerable persons and HHs, ones 
providing/ensuring community services, and ones that were interest groups mostly looking 
after their own members.  It is significant that slightly more than a third of all groups fell into 
each of the first two categories – supporting vulnerable persons (106 groups) and supporting 
communities (107 groups). 
 
Limitations – there may have been biases in the kinds of groups that the facilitators and 
respondents concentrated on in their discussions, as it is pretty clear that there is 
underreporting, especially in the interest group category.   
 
Very little information seems to have been gathered about the sources of support, 
leadership/governance, monitoring and supervision of the various groups.  There is also 
almost no information about targeting criteria, non-discrimination/equity, and numbers 
benefiting.  In addition, there is very little information about the sources of external support, 
though there are suggestions that if external support is not there, then the groups tend to 
collapse or not be seen as an ‘organised group’.  More detailed information and analysis 
could be anticipated as part of the PLA phase in the I-LIFE programme.  

2.2.2.2. Groups with a focus on direct support to or advocacy for 
vulnerable categories 

This category represents approximately a third of all of the groups identified in the 
community profile/focus group exercise.  It shows there is a high level of attention being 
directed by community members toward specific support of various vulnerable groups.  The 
average (and most common size) of these groups is 10 – but it is unclear if this number is 
either culturally or organisationally significant33.  Sources of support for these groups are 
generally unclear, and there is no informa tion about their number of beneficiaries or any 
systems for monitoring and supervision of their work.  Linked with this, there is no 
information as yet about their selection criteria for whom to support.   

Table 15: Summary overall and for leading types of groups supporting the vulnerable  
Category  Num.  Size  Sex  Activities  Support  to 

vulnerables 
Importance  Limitations  

Overall summary for groups of this kind 

Overall  

106 About 
10 

Both  Material support, 
home assistance, 
psychosocial 
support, some 

Direct support, 
some advocacy 
for and 
involvement of 

Targets 
vulnerable 
groups: elderly, 
chronically ill, 

Some depending 
on ex ternal 
support, lack info 
on supervision, 

                                                 
32 This content is based entirely on Focus Group Discussion results.  It comes from 6 of the 7 districts, as one district did not successfully 
collect information on this issue.  Additional detailed information on groups identified and described is available in a separate document 
from the PMU – Institutional analysis (from FGDs) 
33 For example, it is not clear from the available data if many or any of these groups have been organised by external agencies , which 
could have introduced a standard group size.   
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Category  Num.  Size  Sex  Activities  Support  to 
vulnerables 

Importance  Limitations  

education, health 
care  

vulnerable  orphans, 
persons with 
disability  

numbers of 
beneficiaries, 
quality  

Summary for the most widely distributed groups of this kind 
Care and 
support, 
vulnerable  

48 3-80 
(mode 
= 10) 

Both or 
more 
women 

Identify, register, 
material support, 
education, home 
assist, mobilise 
resources, health, 
psychosocial care  

Direct support 
to vulnerable:  
chronically ill, 
orphans, 
elderly, persons 
with disability  

Direct aid and 
help mobilising 
resources for 
various 
vulnerable 
groups  

Unclear numbers 
of beneficiaries, 
source of groups, 
and quality 
control.  Has been 
some corruption.   

Care and 
support, 
orphan  

32 1-80 
(mode 
= 10) 

Both  Education, 
vocational 
training, food, 
materials, home 
assist, health 
education, 
psychosocial 
support, IGAs 

Direct support 
for orphans  

Assist needy 
orphans, 
mobilise 
resources to 
help them  

Unclear numbers 
of beneficiaries; 
unclear whose 
initiative led to the 
groups; unclear 
about quality 
control and 
monitoring 

Care and 
support, HIV 

10 5-40 
(mode 
= 10) 

Both  CI - Identify, visit, 
home assist, food, 
money  
Orphans – soap, 
care, education 

Direct support 
for chronically ill 
and their 
orphans  

Help for 
chronically ill, 
orphans  

Unclear about 
numbers assisted, 
and extent of 
external support  

Committee, 
development  

9 1-17 Both or 
more 
men 

Supervise 
development, 
identification of 
vulnerable, and 
advocacy 

Some advocacy 
for vulnerable, 
some 
communal 
support  

Presenting 
issues for 
vulnerable to 
GVH, identify 
HHs for FFW 

Not all groups see 
role in advocacy 
or have specific 
support for 
vulnerable  

2.2.2.3. Groups providing communal support, services and 
activities that include vulnerable categories  

This category also represents approximately a third of all of the groups identified in the 
community profile/focus group exercise.  This area of concentration shows a high level of 
attention being directed by community members toward the management of communal 
services and support in their communities.   
 
The most common size of these groups is 10, but many of them are much larger and involve 
significant proportions of their communities.  Sources of support for these groups are 
generally unclear, and there is little information about their systems for monitoring and 
supervision of their work.  Although there were a few comments about non-discrimination, 
the mechanisms for ensuring such  practices and the reality on the ground were not 
described in detail.  There was also very little information about any special targeting of 
vulnerable groups, such as reducing the cost of services for water or health care.   

Table 16: Summary overall and for leading types of groups providing communal support  
Category  Num.  Size  Sex  Activities  Support  to 

vulnerables 
Importance  Limitations  

Overall summary for groups of this kind 

Overall  

107 10 
and 
big  

Both  Provide or ensure 
key community 
services  

Communal  General support to 
communities  

Unclear about non-
discrimination and/or 
special targeting of 
vulnerable persons 

Summary for the most widely distributed groups of this kind 
Service, 
culture  

18 2-7 Both  Teach cultural 
values, initiations, 
funerals, 

Communal  HIV prevention; boys’ 
circumcision rituals  

Unclear about non-
discrimination  
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Category  Num.  Size  Sex  Activities  Support  to 
vulnerables 

Importance  Limitations  

community 
monitoring  

HIV, Civic 
education 

17 10-
100 

Both  AIDS education, 
sensitisation 

Communal  General HIV/AIDS 
prevention  

Lack info about 
support, capacity  

Committee, 
health  

17 2-10 Both  Health education, 
prevention and 
promotion, growth 
monitoring, water 
protection  

Communal  Health educ., public 
sanitation & hygiene; 
respond to epidemics; 
no discrimination of 
vulnerable HHs    

May be some 
misperceptions and 
misinformation 
linked to these 
groups 

Care and 
support, 
burial  

15 38-
400 

Both  Assist during 
funerals  

Communal  Reportedly no 
discrimination  

No strategic 
planning, no 
preparatory 
investment 

2.2.2.4. Shared interest groups that do not target or may exclude 
vulnerable categories  

This represents about a quarter of all groups identified in the community profile/focus group 
exercise.  These groups show attention to mutual assistance and shared interests of their 
own group members, with only a few reporting some limited support to vulnerable groups.   
 
The most common size of these groups is again 10, but many of them are much larger and 
sometimes involve significant proportions of their communities.  Sources of support for these 
groups are generally unclear, and there is little information about their systems for 
monitoring and supervision.  There were some comments about mutual assistance, but the 
guidelines and limits for such practices and reality on the ground were not detailed.  There 
was very little information about any special targeting of vulnerable groups, such as reducing 
the cost of membership or providing equal access to special services such as loans.   

Table 17: Summary overall and for leading types of shared interest groups 
Category  Num.  Size  Sex Activities  Support  to 

vulnerables 
Importance  Limitations  

Overall summary for groups of this kind 

Overall  

84 10 and 
up  

Both  Development of 
own group 
members, 
recreation  

Mostly no, but 
some mutual 
assistance   

Some indirect 
support, but no 
channelling; some 
mutual assistance 

Many gaps in 
data, unclear 
guidelines, limited 
group assistance 

Summary for the most widely distributed groups of this kind 
Livelihood, 
agriculture  

33 4-89 
(mode 
= 10) 

Both  Agricultural advice 
and activities, soil 
conservation, 
livestock, seed 
banks, access to 
credit, mutual 
assistance 

some no support, 
some indirect 
support or 
planned support, 
and a few with 
some direct 
support 

Indirect – some 
support to others 
in community who 
can then support 
vulnerable groups; 
some mutual 
assistance 

Unclear about 
non-
discrimination 
and handling of 
membership 
costs for 
vulnerables  

Livelihood, 
credit  

24 2-150 Both  Lending, income 
generation, 
capacity building, 
risk spreading  

No  Potential to help; 
reality suggests it 
does not happen  

Mixed ideas on 
customer 
satisfaction; 
some depend on 
external support  

2.2.2.5. Quality of data, by district 

Very useful qualitative community data is available from five out of the seven districts; of the 
remaining two districts, there is fair data from one (Mchinji), and inadequate data for 
analysis/use from one district (Ntcheu).   
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Absence of groups - The comments received show that there is a relatively small number of 
communities that believably seem to not have any community groups – and these are 
generally ‘new’ communities that have only recently come into existence.   
 
Non-functional groups – some information is available in the notes from a few of the 
communities about non-functional groups and the reasons for this status.  However, there is 
not enough information about this issue to extract patterns.  That will have to come from the 
PLA exercise that will take place during the I-LIFE implementation. 

2.2.3. Vulnerability analysis  
The qualitative study used a number of strategies to identify who is vulnerable in the 
community.  One approach was an exploratory topic in the focus group discussions about 
who is vulnerable and why.  A second strategy was following up a matrix on community 
groups by asking who does not belong to social groups, why, and with what consequences.   

2.2.3.1. Categories of vulnerable persons in the community  

Community focus groups were asked about who is ‘vulnerable’ in the community, why, and 
how to address their situation.  The following unranked list shows the responses to this 
question.  The results have a very high degree of correspondence with the results of the 
quantitative survey.  See, in particular, Section 2.1.3 but also discussions within each of the 
main sub-chapters.  The congruence of these two approaches again lends weight to the 
value for PLA approaches and participatory monitoring during the coming I-LIFE programme.  

Table 18: Categories of vulnerable persons in the community (qualitative data) 
Categories of vulnerability  Constraints faced  Ways of addressing constraints  
Elderly women  
Female headed households  
Orphans  
Orphan headed households  
Households hosting orphans  
Chronically ill  
Persons with disability (including 

epileptics)  
Food insecure households  
Elderly headed households  

No access to credit facilities  
§ Unavailability of loan facilities  
§ Lack of farm inputs  
§ No access to external credit services  
§ Lack of collateral  
Poor social services  
§ Poor service quality  
§ No access to extension services  
Lack of assistance  
§ Lack of clothing  
§ Lack of materials for orphans  
Lack of income  
§ Lack of capital to start a business  
Poor health  
§ Too weak to start a business  
§ Spending time caring for the sick  
§ Shortage of food  

Agriculture production  
§ Engage in farming to reduce food 

insecurity  
§ Engage in winter cropping  
§ Produce vegetables for sale  
Income generating activities  
§ Engage in IGAs to generate cash  
Ganyu 
§ Engage in casual labour to 

access cash  
 
 

 
Note that the prevalence level of vulnerable households ranged from ¼ of the community 
(most common answer) up to ½ of the community (most severe answer).   

2.2.3.2. Analysis of non-group persons – categories of households 
and persons who do not participate in community groups  

The following table shows the most common kinds of persons being marginalised through 
non-participation in community groups.  This is an important window on vulnerability, and 
includes information about stigma and discrimination that are frequently difficult issues to 
identify.  The main categories, which were the chronically ill, the elderly, the disinterested 
(especially alcoholics), and the disabled, are also among the very poorest in the community. 
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Table 19: Categories of persons not participating in community groups/activities & reasons34  
Category of 
non-members  

Rank Reasons for no 
participation 

Comments – internal factors  Comments – external factors  

Chronically ill 1 Poor health 
condition, sick, 
weak 

Reluctant to join – fear of stigma  
Health poor - Cannot do work expected 

in groups; May be physically unable 
to leave home (get out of bed) 

Poor – may lack money to pay group 
costs (membership fee, etc.); Likely 
to be food insecure; Family spends a 
lot of time caring for patients  

Active discrimination  
Poor governance – lack of 

spokesperson  
 

Elderly, aged 
people  

2 Poor health 
condition, sick, 
weak  
No one stand up 
on their behalf 

Health is poor, weak, not physically fit 
to do development work 

Poor, inadequate resources – some are 
hosti ng orphans  

 

Excess respect from community  
Active discrimination – thinking 

the elderly may have killed or 
contributed to the death of 
children; witchcraft 

Some have low thinking level, 
are like children   

Poor governance - no one 
speaks on their behalf 

Social deviants, 
especially 
alcoholics, and 
others less 
interested to 
belong, e.g., 
youth, gossips, 
lazy persons 

3 Drunkenness  
Feel it is a 
waste of time  
Negligence  
Violence  
Uncooperative  
Can’t stay in 
one place for a 
long time  

Feel it is a waste of time; Lack of 
personal benefit  

Lack of respect; Negligence; Less 
concerned with services in 
community   

Distracted by alcohol, chamba; Can’t 
stay in one place  

No strategy to cope with opportunity 
costs; want to do ganyu 

 

Active discrimination – don’t want 
risk of disruption and violence, 
e.g., from youth, alcoholics 

Don’t want uncooperative 
persons (e.g., alcoholics, 
disrespectful) 

Youth disregarded as lacking 
experience and wisdom; feel 
they can’t contribute much  

Don’t participate fully or only 
partially or irregularly; Lack a 
sense of belonging, e.g., men 

Disabled  4 Physical 
limitations  
Unable to work  

Health - Difficult to move to meetings, 
or to contribute to physical labour  

Poverty – as they have trouble getting 
employment; lack cash to contribute 
to running group activities  

Active discrimination  

 
Outcomes/consequences   
Many capable people are being denied roles in development through social exclusion.  
Communities are losing the wisdom of elders by assuming that they cannot participate.  
Vulnerable persons are being further deprived by not participating.  Many such persons have 
trouble accessing services.   
 
How to reach them  
There were a number of suggestions from the field about how to reach the excluded/non-
participating people :   

• Change public attitudes and behaviours - Sensitisation of leaders and public, 
including emphasis on avoiding discrimination.  Be courageous to stand up and talk 
on their behalf.  Include them in development committee; give them advisory roles.   

• Outreach - Sensitisation meetings for affected persons; explain the importance of 
group work.  Visit them in their homes; counsel the chronically ill 

• Improve opportunities - Provide these vulnerable persons with food aid/supplements.   
• Increase the number of clubs 

                                                 
34 Ranking was done at the analysis stage based on the numbers of comments received in the qualitative field notes.  This table shows 
only the leading groups that had 10 or more comments.  More details are available in a supplementary document from the PMU, 
“Qualitative findings – descriptive analysis”.   
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Implications  
Attitudes and behaviours do not change easily; it will take time and effort.  The suggestions 
include important steps to challenge and avoid discrimination.  But who should take the lead 
in doing it?  Who to implement the outreach (peer educators, others)?  Who to provide the 
various supports, how to make them sustainable, and how to avoid dependency?  These will 
be big challenges for the programme and a key task for the PLA activity.   

2.2.4. Links between qualitative & quantitative data 
Qualitative data has been integrated with quantitative data in many places in this report.  
This small section is included to illustrate the fact that there were many similarities and 
reinforcing aspects when looking across both kinds of data.   

2.2.4.1. Household use of coping strategies for food shortages  

Table 20: Household coping strategies, comparing focus groups and survey  
The table to the right (Table 20) 
shows a comparison between the 
results by household survey and 
community focus groups (all 105 
communities) on a question 
exploring household strategies for 
coping with food shortages.  While 
the results shown here for the 
whole programme area confirm the 
same six leading strategies, the exact ranking within the six is not identical.  (See Section 
2.4.2 of this report).  Perhaps of equal significance, there were some variations between 
districts in their ranking results, suggesting that the PLA exercise could be helpful in 
exploring reasons for the differences – and also suggesting that the follow-on “endline” 
survey at the end of the programme will have to carefully sample from the same 
communities to assess real progress.   

2.3. Livelihood security  

2.3.1. Major sources of livelihoods  
Table 21: Major sources of livelihood and income for household 

In the I-LIFE program 
implementation area, the 
main livelihood strategy 
for people is agriculture, 
especially crop farming.  
As part of this baseline 
survey, households were 
asked to state primary 
and secondary sources of 
their livelihoods and cash 
income s.  The analysis of 
these responses indicated 
(Table  21) that, overall, 
crop farming is the 
primary household 

Coping strategies   
Rank from FGDs Rank from  

HH interviews 
Limiting portion size  1 1 
Skipping meals  2 3 
Borrowing food/money  3 6 
Eating less preferred foods  4 4 
Parental buffering  5 5 
Casual labour (ganyu) 6 2 

Major sources  
of livelihoods 

Major sources  
of cash income 

Categories of livelihoods Primary Secondary Primary Secondary 
Crop farming 81.8 13.3 57.6 21.9 
Casual labour/piece-work  
(often called “Ganyu”) 8.1 27.7 16.5 23.0 
Petty trading 2.9 29.0 10.1 25.5 
Dependent on relatives, friends,  
Churches, NGOs or begging 1.7 6.5 1.9 5.4 
Skilled artisan 1.4 7.0 4.2 6.2 
Formal employment/wage labour 1.1 2.0 1.8 0.7 
Selling firewood/ charcoal 1.1 4.4 2.1 3.5 
Livestock farming 0.8 6.5 1.3 4.6 
Brewing and backing 0.6 1.4 0.9 1.5 
Fishing 0.3 0.6 0.1 0.0 
Others 0.1 1.6 3.5 7.7 
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livelihood strategy and the main source for cash income .  About 81.8% of the population  
depend on crop farming and 57.6% obtain their cash income from the same  source .   
Casual labour (ganyu  in the local language) is the primary livelihood activity for 8.1% of 
households and it is used by 27.7% of households as a secondary source of livelihood.  
Although relatively few households (only 2.9%) reported using petty trading as a primary 
source  of livelihoods, about one in three households depend on this activity as a secondary 
source of income.  In addition to these, about 6.5% of the study households reported 
depending on other community members and aid organisations as their secondary sources 
of livelihoods.   

Figure 5: Primary sources of livelihood by gender of household heads 
Gender disaggregated 
analysis of data about 
livelihoods sources 
showed that crop 
farming was the most 
important livelihood 
strategy of both male 
and female-headed 
households, though it 
was most common for 
the male-headed 
homes (83% for male 
vs. 77% for female-
headed households 
respectively) (See Figure 5).  Casual labour is the second most important primary source of 
livelihoods for both male and female -headed households; here, the pattern was reversed 
and showed slightly more use of casual labour by female-headed households (7.9%) vs. 
male-headed households (8.8%).   

Figure 6: Secondary sources of livelihood by gender of household heads 
Looking at secondary 
livelihood sources, there 
was a greater tendency 
for male-headed 
households to be involved 
in petty trading (30%) 
than female-headed 
households (20%).  
Almost equivalent 
proportions (ranging 
between 27% and 28%) 
of male and female-
headed households were 
engaged in casual labour 
as supplementary source of livelihood.  At the same time, female-headed households were 
more likely to depend on community and institutional support to augment their primary 
sources of livelihood: 14.8% of female-headed households versus 3.8% of male-headed 
households. 

2.3.2. Asset holding and wealth status  
Wealth or socioeconomic status is typically measured by collection of income data, 
consumption data, and/or data on the material assets available to a household .  In 
developing countries, where multiple sources of income are common, and often include 
informal or unhealthy sources, it can be difficult to arrive at a precise measure of income.  In 
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addition, consumption surveys are complex, time consuming and of limited usefulness to 
establish  wealth.  By contrast, collecting data on the material assets available to the 
household is relatively simple (FANTA, 2003).  Information on community assets is also a 
useful indicator of the wellbeing of communities and households, showing facilities and 
services available or accessible to them.  Asset ownership by households is a useful proxy 
for characterizing livelihood security of households (C-SAFE, 2003). 
 
Data about household asset holding that was collected through the I-LIFE baseline survey 
has been summarised into three utility based group ings: productive assets, domestic assets 
and livestock assets.  The results for these groups are presented in separate tables (Table s 
22, 23 and 24), with columns for the proportion of households that own one or more of the 
specific assets in that group, the average value or wealth accumulated under each asset and 
the proportion of wealth under each asset as measured in moneta ry values.  The last row in 
each table presents the mean asset index value for the types of assets in that list.  The 
assets are listed in decreasing order of frequency of ownership.  Table  25 presents the total 
asset value index for the key assets owned by the survey households. 

2.3.2.1. Productive assets  

Productive assets, which are mainly tools for crop farming, were owned by more households 
than any other set of assets.  In particular, the overwhelming majority of households had at 
least one hoe (96%), a large majority had sickles (60.5%) and axe s (58.7%) and more than a 
third had bicycles (35.8%).  Significantly, although the Government of Malawi is promoting 
treadle pumps to enhance traditional irrigation , at the time of this survey, only 1.3% of the 
sampled households actually owned such pumps.   
 
The household mean tool asset value index of MK 6,393.7  (which is equivalent to about US$ 
53.3) represents the overall average value of tools for the set of sampled households in this 
baseline.  Bicycles contributed the largest share (43.5%) of any single tool asset, followed by 
chemical sprayers (19.1%) and hoes (10.5%).  As noted earlier (See Table 5, Section 
2.1.1.4 ), bicycles are the main form of transport used for people and farm produce (as 
reported by about 92% of respondents of community survey).  Moreover, participants in the 
qualitative part of the present survey noted that bicycles are considered as both a 
transportation tool and as a source of prestige in rural Malawi.  As such, many people strive 
to own a bicycle to enjoy both aspects.   

Table 22: Productive household asset (tools) ownership35 

Asset type % of HH owning 
Average value of assets  

per HH in MK36 
Overall contribution to  

HH wealth accumulation 
Hoe 96.0 669.1 10.5%  
Sickle 60.5 137.8 2.2%  
Axe 58.7 148.5 2.3%  
Bicycle 35.8 2,780.0 43.5%  
Spade or shovel 5.9 52.9 0.8%  
Hand saw 2.4 120.6 1.9%  
Knapsack chemical sprayer 1.9 1,219.3 19.1%  
Treadle pump 1.6 132.4 2.1%  
Fishing net 1.4 13.7 0.2%  
Ox/donkey cart 1.1 398.4 6.2%  
Fishing net 1.0 590.7 9.2%  
Wheelbarrow  0.5 17.1 0.3%  
Canoe 0.4 21.8 0.3%  

                                                 
35 We recognize that land is one of the most important productive assets in rural Malawi under smallholder-farmers’ set-up.  Since the 
programme will not noticeably change land holding size at household level and the process of valuing land for this purpose is complicated, 
we have deliberately excluded land from this analysis.   
36 MK stands for Malawi Kwacha, a currency with an exchange rate of MK120 equals about US$1 at the time of the study, June 2005.  
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Asset type % of HH owning 
Average value of assets  

per HH in MK36 
Overall contribution to  

HH wealth accumulation 
Traditional beehive 0.3 2.7 0.0%  
Plough 0.2 35.7 0.6%  
Ridger 0.2 52.4 0.8%  
Modern beehive 0.1 0.6 0.0%  

Mean tool asset index  6,393.7 100%  

2.3.2.2. Domestic assets  

The most widely owned domestic assets were  pails (81.5%) which have a dual use for 
domestic water collection and for bucket irrigation of crops such as tomatoes.  About half the 
households owned radios (48.7%), about a third had one or more chairs (35.6%) and about 
a quarter of the households owned tables (22.9%).  Overall, the survey households had a 
mean index value for domestic assets of MK 4,044.9 (equivalent to US$ 30.0).  Radios 
accounted for the largest share (22.6%), followed by chairs and pails (each at about 15%) 
and then sewing machines and beds (each at about 11%).   

Table 23: Domestic asset ownership 

Asset Type % of HH owning 
Average value of assets  

per HH in MK 
Overall contribution to  

HH wealth accumulation 
Pail 81.5 628.7 15.5%  
Radio 48.7 816.5 20.2%  
Chair/bench 35.6 631.1 15.6%  
Table 22.9 270.8 6.7%  
Bed 18.9 450.3 11.1%  
Kettle/ tea pot 13.7 56.7 1.4%  
Clock 9.9 59.7 1.5%  
Cassette/ CD player 8.2 354.5 8.8%  
Thermos flask 6.2 29.8 0.7%  
Cupboard 4.6 191.6 4.7%  
Sewing machine 3.3 418.4 10.3%  
Improved fuel stove 2.4 7.6 0.2%  
TV 1.8 129.2 3.2%  

Mean domestic asset index 4,044.9 100%  

2.3.2.3. Livestock assets  

Although Malawi has potential pasture lands in most of the survey areas, livestock 
ownership is comparatively low.  Nonetheless, it is still a very important type of household 
asset.  According to this survey, almost half of the households (52.1%) owned some poultry 
but less than a quarter owned any goats (23.8%) .  Less than a tenth of households owned 
any other animals, such as pigs or cows.  Sheep and work oxen were very uncommon in the 
studied regions.   

Table 24: Livestock asset ownership 

Asset type % of HH owning 
Average value of assets  

per HH in MK 
Overall contribution to  

HH wealth accumulation 
Poultries 52.1 911.7 13.6%  
Goats 23.8 2,392.3 35.6%  
Pig 7.9 1,080.9 16.1%  
Cattle 2.6 1,980.8 29.4%  
Rabbits 2.6 59.2 0.9%  
Sheep 0.6 103.6 1.5%  
Work oxen 0.5 200.0 3.0%  

Mean livestock asset index 6,728.6 100%  
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The lower ownership rates for livestock may reflect caution about investment, since animals 
are less durable than the other kinds of assets being measured, although their returns can 
be higher at the point of sale .  At MK 6,728.6 (or US$ 56.1), the mean livestock asset was 
actually higher than the mean tool or domestic asset index, indicative of the greater cost of 
livestock since ownership was much less widespread .  The main contribution to this mean 
asset index comes from goats (35.6%) and cattle (29.4%) followed by p igs (16.1%) and 
poultry (13.6%).   

2.3.2.4. Total asset value index 
The total mean value of household asset holdings is summarised and presented under Table  
25.  As per this summary, the average household in the survey area owned assets with a 
value of MK 17,173 (or US $143.1).  Overall, livestock keeping appears to be the most 
important wealth accumulation strategy, accounting for about 39.2% of the total value of the 
average household assets.  This was followed by tool assets at 37.2% and domestic assets 
at 23.6% of the total mean household asset index value. 

Table 25: Total HH asset value index by gender of household heads 
Asset category Male HoH Female HoH All HHs % of mean asset value 
Tools and productive assets  7,927 2,231 6,394 37.2%  
Domestic assets 4,564 2,581 4,050 23.6%  
Livestock assets 7,968 3,422 6,729 39.2%  

Total Mean Household Asset Index* 20,459 8,234 17,173  
Sex of HH head and mean household asset index is strongly correlated (p = .000) 

2.3.2.5. Wealth ranking/classification  

Classification of households by asset wealth category is a useful way for understanding of 
household livelihood dynamics and for program planning .  This baseline survey has 
attempted two ways for this classification: wealth category by analysing asset ownership at 
five percent gradient, and self-ranking of wealth by interviewed households.  Both methods 
have their own merits and limitations.  The first method is more standard and may be less 
biased by the perceptions of the respondents.  On the other hand, the ‘objective’ ranking 
loses the self understanding and categorisation of respondents in analysing their own 
situations.  Moreover, it can also be biased by social desirability factors influencing how 
accurately households report their asset ownership .   
 
Figure  7 (below) shows the wealth category by using asset value at 5% gradient while Figure  
8 presents wealth group and asset ownership based on the respondents’ self ranking. 

Figure 7: Asset ownership at five percent population gradient  

Figure  7 (above) shows the distribution of asset values using a 5% gradient such that each 
space between the square data points along the curve represents 5% of households.  Based 
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on this and analysing the gradient line slope the households in I-LIFE program area can be 
classified into four distinct wealth groups.  The first wealth category can be termed as asset 
very poor, the second asset poor, the third asset medium and the last asset rich households.  
According to this classification about 50% of the sample population are asset very poor, 25% 
asset poor, 15% asset medium and the last 10% are asset rich (by contextual standards). 
 
The self-ranking question asked household re spondents to rank their household wealth 
status as rich, middle, poor and very poor compared to other households within their own 
village based on their assets and other unspecified local parameters such as household 
labour.  Using this approach, only a few (0.3%) households said that their wealth status was 
“rich” compared to their fellow community members (Table  26).  About 13% of households 
ranked themselves as middle rich (near good), 53.7% as poor and 33% as very poor.   

Table 26: Mean household asset index by self ranked wealth group 
Mean asset indices by gender of HH heads Self ranked wealth status Percentage of 

HH in the group Male Headed HH Female Headed HH Both 
Very poor (N=412) 33.0 8,333 6,174 7,815 
Poor (N=671) 53.7 17,883 16,453 17,456 
Near good, middle (N=162) 13.0 41,332 28,799 38,064 
Rich(N=4) 0.3 104,815 31,977 86,606 
 
With this analysis, rich households had a household asset index of about MK 86,600 while  
other households were considerably lower: middle level (MK 38,100), poor (MK 17,500), and 
very poor (MK 7,800).  At this calculation, rich households were, on average, about 11 times 
richer than the very poor households in terms of assets available to them; there were also 
about 100 times more households in the very poor category than in the rich category. 

Figure 8: Mean asset indices and % distribution of HHs by self ranked poverty status 

 
Although exact proportions allocated to the different wealth categories were different using 
the two alternative approaches, a comparative analysis between asset ownership and self 
ranking of wealth found that these two variables are perfectly correlated (p=0.000).  For the 
sake of objectivity, however, all the bivariate analyses in the rest of the report will be made 
on the wealth categories identified by the 5% gradient approach. 

2.3.2.6. Ownership distribution and disparities  
Asset ownership among Malawi rural households is not only poor but also the distribution 
among households is highly uneven.  As showing in the Lorenz Curve in Figure 9 , only 15% 
of the population in the upper strata owned about half of the total wealth possessed by the 
entire population in the survey area.  At the same time about half of the population in the 
lower strata owned only one-tenth of the wealth in the community.  The ‘middle class’ group 
which is about 45% of the population owned nearly 40% of the total asset values.  Given the 
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low level of wealth ownership, this uneven distribution of assets indicates how it is very 
difficult to make a living for the majority of the rural residents who are asset poor. 

Figure 9: Wealth distribution among the survey households  
Analysis of 
household asset 
ownership by 
different vulnerab le 
groups, presented 
in Table 27 (below), 
indicates that 
female-headed 
households and 
households with 
chronically ill 
members are the 
most asset poor in 
the study area.  
About three in four 

households with female heads and two in three households with chronically ill members 
were very asset poor. 

Table 27: Asset ownership and socioeconomic characteristics of vulnerable groups (as  %) 

 By asset ranking  
Female-headed 

households 
HHs with at least one 

chronically ill member 
HH hosting 

orphans 
Elderly headed 

households 
All 

Households 
Asset very poor 73.6 60.7 54.6 47.2 50.0 
Asset poor 10.6 12.1 16.3 22.6 25.0 
Asset medium 12.2 21.5 19.0 21.1 15.0 
Asset rich 3.6 5.6 10.2 9.1 10.0 
 Distribution by gender of HoH (as % of all HHs)  
Male-headed HH  8.1 16.6 67.9 74.0 
Female-headed HH  9.0 42.6 32.1 26.0 
All households   8.4 23.4 21.1  
 
The wealth distribution gap between male and female -headed households is actually quite 
wide.  In general, female-headed households had a low wealth accumulation for all of the 
three different types of assets (Table 28).   

Table 28: Total HH asset index by gender of household heads 
Asset category Male HoH Female HoH Total  % of mean asset value 
Tools and productive assets  7,927 2,231 6,394 37.2%  
Domestic assets 4,564 2,581 4,050 23.6%  
Livestock assets 7,968 3,422 6,729 39.2%  
Total Mean Household Asset Index* 20,459 8,234 17,173  

Sex of HH head and mean household asset index is strongly correlated (p = .000) 
 
The asset ownership index of the male-headed households (MK 20,459 or US $170.5) was 
about 2.5 times as much as the female households had (8,234 or US $68.6).  This difference 
was highly significant statistically (p=0.000).  In general, female -headed households had low 
wealth accumulation in all of the three different types of assets. 
 
As a typical characteristic of small holder farming economy in the developing world, the 
household wealth status is a function of the number of economically active persons in the 
household.  The I-LIFE baseline survey data also reflect this pattern, showing a strong and 
positive correlation (p=0.01) between the number of economically active persons and the 
household asset index.  
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Figure 10: Wealth by num of productive household members  
As shown in Figure 10, 
the household wealth 
status almost linearly 
increases as the 
number of economically 
active people or 
household labour 
supply increases.  The 
rate of increase is 
relatively lower among 
female-headed 
households than male-
headed households.  
This might happen 
because women heads 
of families are often 
engaged in dual and sometimes competing roles as household caretakers as well as 
breadwinners, thus affecting their capacity to earn and invest in household assets.  It may 
also be related to higher dependency ratios in female headed households where they are 
more likely to be the ones hosting orphans (See Table 27). 

Table 29: Mean HH asset index by HoH literacy37  
Another interesting association of household level 
variables is the strong positive relation between 
literacy status of household heads and the mean  
household asset index (p=0.000), regardless of the 
gender of the household head.  As presented in Table 29, households with literate heads 
had MK 24,369 mean household asset index while the illiterate owned only MK 15,905.   

2.3.3. Access to social services 
Access to various socio -economic services is crucial for the welfare of the people and for 
improved productivity in most of the livelihood activities.  This baseline survey sought to 
determine the extent to which households and communities have access to some of the 
most important social services that have a bearing on their livelihood status.  

Table 30: Access to extension services (N=1251 HHs) 

2.3.3.1. Extension 
services 

Household respondents in this study 
indicated that the overall access to 
extension services38 by rural 
households where I-LIFE works is quite 
low (Table 30, below).  For instance, 
only 31.3% of households had 
accessed any agricultural extension 
services in past 12 months prior to data 
collection.  In the same period, about 
14.1% of surveyed households 
accessed nutrition extension services while 12.9% had contact with MCH extension 
                                                 
37 Literacy status and mean household asset index is strongly correlated (p = .000) 
38 Extension messages in this context include communication of messages and technical assistances related to development, agriculture, 
health, nutrition, education and social messages passed to the communities. 

Sex of HH head  
Literate? Male Female Total* 
N o MK 21,682 MK 8,211 MK 15,905 
Yes MK 26,002 MK 14,458 MK 24,369 

HHs with access to  
extension services 

Types of extension services Number  % 
Crop production 392 31.3 
Nutrition 177 14.1 
Maternal and child health (MCH) 162 12.9 
Hygiene, sanitation and primary health care 75 6.0 
Livestock production 52 4.2 
Promotion of primary education 26 2.1 
HIV/AIDS & orphan care 22 1.8 
Rural marketing 14 1.1 
Soil and water conservation 13 1.0 
Irrigation 2 0.2 

Total  1251  
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services.  Very few households reported accessing such services as hygiene and sanitation 
(6.0%), livestock production (4.0%) or HIV/AIDS and orphan care.  Almost no households 
received any extension services on irrigation (0.2%) and rural marketing (1.1%).  This is a 
negative limitation to development and household livelihood security in Malawi where most 
rural households are dependent on crop farming, but malnutrition and food insecurity are 
rampant, and the HIV/AIDS epidemic is threatening traditional social coping mechanisms. 

Figure 11: Leading sources of extension services39 
Households were asked to list major 
sources of extension services and their 
quality for services that they had obtained 
over the past 12 months (Figure 11 ).  By 
these data, the Ministry of Health (32.9%) 
and the Ministry of Agriculture (24.9%) 
accounted for more than half of the 
extension services received.  NGOs 
contributed 8.9% and the Ministry of 
Education accounted for 3.2% of extension 
services.   

Table 31: Quality of extension services (in % of HHs) 
Although respondents did rate the 
quality of each extension service, 
coverage was so low that analysis 
was only possible for the top three 
categories, i.e., crop production, 
nutrition and MCH.  Almost half 
(50%) of households that accessed any of these extension services said that the services 
were very good and less than 10% were dissatisfied with the services received  (Table 31). 

Figure 12: Problems of extension services as reported by households40 

Households were also 
asked to characterize the 
problems they faced in 
general with extension 
services based on their 
real experiences (Figure 
12).41  The leading 
problem was infrequent 
visits (76.7%), followed by 
delayed messages (12%) 
and irrelevant messages 
(7.1%).  Other problem 
issues included small 
scale targeting, absence 

of input provisioning, and extension worker behaviours in relation to respecting appointments 
with extension service recipients.   
 
Regarding the Ministry of Agriculture, the qualitative portion of the baseline and secondary 
literature suggest that the extension service problems arise in part from the limited 
investment by government in the Ministry and its extension programme, low numbers of 

                                                 
39 *Others includes Chief, MRFC, CARD, Forest Department 
40 *Other includes no provision of inputs, workers do not stick to appointments and targeting to small number of people 
41 Note that the present study was not designed to evaluate the existing services, so the responses have been generalised rather than 
being organised by type of extension services or by providing institutions. 

Rating for quality of  
extension services, by % of HHs 

Types of extension services Very good Satisfactory Poor 
Crop production 51.4 40.5 8.1 
Nutrition 49.1 44.0 6.9 
Maternal and child health (MCH) 49.7 40.4 9.9 
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technical staff causing poor ratios of extension worker to farmers42, and inadequate transport 
for the extension workers.  The Road Map on Agricultural Development in Malawi43 partially 
attributes the country’s reduced agricultural productivity to weaknesses in the public 
extension system.  The Road Map identifies a number of weaknesses associated  with the 
Training and Visit (T&V) extension system approach which Malawi adopted in the 1980 and 
1990s with support from several donors.  The constraints of the T&V system included: 
shortage of useful extension system messages tailored to farmers’ real needs, farmers being 
more knowledgeable than the extension officers, inadequate resources to support extension 
activities and frequent staff transfers.  In recent years, the HIV/AIDS crisis has also been 
recognised as one of the major forces affecting the delivery of public extension services 
through the death of staff.  These issues were frequently underlined by district officials 
during key informant interviews.   
 
Despite these problems, both the government and the farmers still acknowledge the 
significance and need for some form of public extension system to improve productivity 
among smallholder farmers.  Recently, there has also been increasing attention to the need 
for a demand driven extension approach44.  In support of this, the Ministry of Agriculture has 
embarked on an institution  building campaign aimed at the formation of farmers’ clubs; there 
are currently about 162,500 such clubs in the whole country.   

2.3.3.2. Credit services 

Table 32: Access to credit and quality of services 
Low access to credit is one of the challenges 
constraining  agricultural productivity and 
diversification of livelihoods.  Only 6.8% of 
surveyed households had received credit 
services; in most cases these were agricultural 
related loans (Table 32).   
Among households that did get some credit, the 
leading problems were very high interest rates 
(53%), insufficient credit for investment needs 
(43%), and too short a grace period before 
repayment (25%).  Other problems were delays 
in cash disbursement (10%), forced repayment 
even without a profit (9%) and difficult collateral requirements (5%).   

Figure 13: Credit service providers by % of HHs 
Respondents identified eight 
main types of organisations 
as sources of credit in the I-
LIFE program areas (Figure 
13).  The most commonly 
used source among those 
who got credit was the 
Malawi Rural Micro Finance 
Corporation (36%).  NGOs 
provided credit for 23%, local 
money lenders for 20% and 
APIP for 11% of households 
who had used credits in the 
                                                 

42 As discussed in the Background Section (under 2.1.2.1 on extension services) 
43 This is one of the most recent documents produced by the Ministry of Agriculture on the Ministry’s thinking and strategies to improve 
agricultural productivity. 
44 This has been the basis for the new agricultural extension policy titled “Agricultural Extension in New Millennium: Towards Pluralistic 
and Demand Driven Services in Malawi”. 

Access to credit  % of HH 
HH accessed credit services 6.8 
Problems experienced in relation to credit services 
(as proportion of the 6.8% of HHs)  

High interest rate 53 
Credit not sufficient for needs  43 

Short grace periods  25 
Delayed disbursement 10 

Repayment without profit, difficult 9 
Collateral requirements 5 

Not enough/limited amount 2 
Collateral taken after failing to pay  2 
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last 12 months.  Community based financial and production organisations such as 
cooperatives and associations accounted for 5% of the credit recipients.   
 
The qualitative community interviews brought out some additional concerns, including some 
credit providers with a narrow focus on types of potential clients they will conside r, at times 
excluding farmers or only for persons farming certain crops, like tobacco.  There are also 
strong fears about loans, particularly related to fears of property grabbing by the institution if 
one delays in repayment for any reason. 

Figure 14: Access to credit service by asset wealth level and gender of HoH 
Analysis of credit 
information from 
the survey 
indicated that the 
proportion of 
households 
accessing credit 
facilities is 
inversely related 
to the level of 
poverty (as 
measured by 
asset ownership).  
About 17.3% of 

asset rich people had accessed credit services while only 2.8% of the very poor which count 
for more than half of the population had used similar services.  Additionally, only 3.7% of 
female-headed households had obtained credits while 7.9% of their male counterparts had 
benefited from the same service (Figure 14). 

2.3.4. Markets and marketing  
Inadequate markets and weak linkages of smallholder farmers to input and output markets is 
an important constraint that contributes to low agricultural profitability and low incomes 
amongst the rural households.  Smallholder farmers are faced with critical gaps in market 
information and infrastructure constraints that result in high input costs and low output 
prices.  Smallholder farmers’ isolation from profitable markets locks them into cropping 
patterns of non-diversified production (Ministry of Agriculture 2005, Road Map).   

Figure 15: Agricultural product marketing agents and outlets for small producers 

The main outlets for produce were local community markets (29.2%), middlemen/buyers 
coming to the community (23.6%), and markets in neighbouring areas (18%).  About 9% of 
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households reportedly barter their agricultural produce for other commodities in their own 
localities (Figure 15). 
 
The general picture that emerges from quantities sold is that rural households sell very little 
agricultural produce.  Only 69.5% of all households interviewed (860/1237) said that they 
had sold some of their agricultural produce in the last 12 months.  This means about 31.5% 
did not sell any agricultural products (see Figure 16 , below). 

Figure 16: Percentage of farmers by number of agricultural product sales outlets 

Lack of marketing has been 
principally attributed to the 
subsistence nature of their 
production, but it is compounded by a 
number of other factors including 
limited access to productive inputs 
and markets.  The community survey 
also found that access to markets is 
a critical issue, especially for 
transporting bulky and heavy farm 
produce .  There is a no table absence 

of markets within a short distance for most of the study communities, particularly for the 
small and remotely located areas.  Another widely mentioned weakness of the availab le 
markets is a problem with trust; representatives from more than 20 communities complained 
about unreliable scales and buyers cheating in the measurement of farm products. (See 
Figure 17)   

Figure 17: Farmers’ experience  of agricultural market problems  
Some of the factors that 
have contributed to poor 
market access include 
no organised initiatives 
to establish, support and 
monitor informal 
markets, closure of most 
ADMARC outlets, 
breakdown of the 
independent cooperative 
systems, and lack of 
trust between farmers 
and buyers.  In addition, most NGOs involved with agriculture (and/or food security) are 
involved with production but not with marketing. 
 
The problem of absent/weak markets and low crop prices links to other social service gaps 
such as the weak extension system.  When the agricultural extension agents are few, there 
is more likelihood that all farmers in an area are growing the same/similar crops, causing 
market glut and low prices.  The poor road infrastructure, lack of public transport and high 
transport costs for agricultural produce /inputs also impinges on the development of an 
efficient marketing system.  The absence and/or poor access to markets also means that 
communities have poor access to basic needs (e.g., salt, soap, paraffin) and/or high prices 
for these items, which affects the general welfare  of the community.   
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2.4. Household food security  

2.4.1. Food availability 
Respondent households were asked about their food security situation during the 12 months 
of the 2004/2005 agricultural production cycle (See Figure 18 and Table 33).  From this data, 
only 14.7% of all households had enough food to eat at all times during the last year.  A 
lower percentage of female-headed households (12.6%) had enough food throughout the 
year than male-headed households (15.4%).   

Figure 18: Access to adequate food by month and gender of HoH 

 
Overall, the majority of households suffered from food shortages for not less than half of the 
year.  Analysis of the survey data showed that, on average for the past year, households 
had only a seven months time span with enough food at all times.  This period of sufficiency 
was shorter among female-headed households.  As shown in Figure 18, more than 50% of 
all households experienced food shortage from November 2004 to March 2005  for six 
months.  More importantly, December, January and  February were the most severe food 
shortage months when more than two-thirds of households were reported to be food 
insecure.  After such stressful months, food availability started to recover in March and April.   

Table 33: Access to adequate food during 2004/2005 (N=1251) 

Period  
Male-headed  
households 

Female-headed 
households 

Both male and female-headed 
households 

All year round 15.4 12.6 14.7 
June, 04 92.3 87.5 91.0 
July, 04 88.0 83.0 86.7 
August, 04 79.0 73.0 77.5 
September, 04 67.3 57.9 64.9 
October, 04 56.8 45.6 53.9 
November, 04 47.1 34.9 44.0 
December, 04 36.6 27.7 34.3 
January, 05 26.1 21.4 24.9 
February, 05 21.9 17.9 20.9 
March, 05 38.1 38.1 38.1 
April, 05 66.6 66.7 66.6 
May, 05 76.1 78.9 76.9 
Mean number of months with enough food 6.96 6.32 6.80 
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To understand the context of food insecurity in the survey areas, respondents were asked to 
list major causes of food shortage at household level.   

Table 34: Reason for food shortage (as % of HHs)45 
 Almost three-quarters (72.1%) 
of households said the most 
critical factor was lack of 
agricultural inputs, especially 
fertiliser (Figure 19).  In the 
household survey, the next 
most important causal factors 
for food insecurity were 
drought (41.8%), labour 
shortage (14.7%) and poor 
soil fertility (12.1%). 

 

Figure 19: Top reasons for food insecurity by gender of HoH  

A comparison of reasons for food 
insecurity at household level by 
gender of household heads 
indicated that labour supply had 
the biggest difference between 
female (25.7%) and male (9.2) 
headed households.   
 
The main reasons (Figure 20, 
Table 35) for labour shortages 
were getting old (36.1%), chronic 
illness (23.8%), and taking care of 
chronically ill household members 
(15.0%). 
 
 
Table 35: Reas ons for labour shortages  

 

Figure 20: Labour shortages, by gender of HoH 

The qualitative community survey also 
found the leading constraint was lack of 
inputs/fertiliser, followed by high costs of 
inputs.  The community survey gave 
similar results on poor rainfall and soil 
infertility, but did not make as much 
mention of labour shortages. 

                                                 
45 Total percentages could be greater than 100% as some HHs reported multiple reasons for food shortage.  Read all across column. 

% 
Reasons for food shortage Male HoH Female HoH Total 
Lack of input/fertilizer 73.5 69.3 72.1 
Drought 43.2 37.1 41.8 
Labour shortage 9.2 25.7 14.7 
Poor farm soils 13.2 8.8 12.1 
Land shortage 9.9 8.8 9.6 
Poor crop management in field and home 7.4 7.1 7.4 
Not enough seed 6.5 3.2 5.6 
Excess rain or flood 4.9 4.2 4.8 
Others 2.0 1.8 1.9 

% (read across) Reasons for  
labour shortage MHH FHH Total  
Getting old                                 31.9 40.0 36.1 
Chronic illness of 
productive HH member 25.0 22.7 23.8 

Taking care of chronically 
ill HH members 19.4 10.7 15.0 

Death of family member                                2.8 20.0 11.6 
Land too big 9.7 5.3 7.5 
Others 13.9 9.3 11.6 
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2.4.2. Coping strategies for food shortages 
The sample households were asked which coping strategies they had used in the last 12 
months at any point in the year when they had food shortages; this was a multiple answer 
question and most households had used a mixture of strategies.  The coping strategies used 
fall into three natural sub-groups, i.e., reducing food intake by one or more family members, 
eating substitute foods, and increasing resource inflows to the household  (Table 36).   

Table 36: Rank and prevalence of food shortage coping strategies  
Percentage prevalence 

Coping strategies  (rank) MHH FHH Total  
Reducing food intake by one or more HH members      
Limiting portion size at meal  (2.1) 44.2 43.6 44.0 
Skipping meals  (3.1) 55.0 57.9 55.8 
Parental buffering46 (3.6) 15.9 16.5 16.1 
Not eating for the whole day  (5.7) 17.7 23.3 19.2 
Eating substitute foods       
Eating foods that are less preferred47  (3.5) 37.4 34.2 36.6 
Eating wild food  (6) 12.3 15.1 10.0 
Increasing resource inflows to the household       
Casual labour (ganyu)  (2.2) 48.2 53.3 50.7 
Borrowing food or money to buy food  (3.9) 16.2 14.7 15.8 
 
Based on the household survey, the strategies for coping with food insufficiency used by 
more than half of the households studied were limiting intake (55.8%), followed by casual 
labour (50.7%) to meet their food requirements.  Over one-third (36.6%) of households ate 
less preferred foods, i.e., foods that they do not choose to eat in normal times.  Almost one -
fifth of the households (19.2%) skipped whole days without eating .  About 16.1% of 
households had rationed food by giving priorities to young children and 15.8% resorted to 
borrowing food or borrowing money to buy food. 

Figure 21: Use of food shortage coping strategies, by gender of HoH  

                                                 
46 Parental buffering” meant resting adults’ consumption in favour of children 
47 “Less preferred foods” denotes consuming food types that are not usually preferred during non-food shortage times.  Note: read all 
percentages across column. 
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2.4.3. Access to food 

2.4.3.1. Number of meals per day 
Table 37: Number of meals eaten in the last 24 hours 

The number of meals eaten per day per 
household is one indicator of access to 
food.  In this study, the number of meals 
consumed per day was based on a 24 
hours recall question48.  The mean number 
of meals eaten per day at this post-harvest 
season in the I-LIFE programme area is 
about two (Table  37). 
 

2.4.3.2. Household dietary diversity  

Household dietary diversity is being considered by the USAID Office of Food for Peace as 
an indicator for household level food insecurity in Title II programmes.  With this in mind, the 
I-LIFE baseline survey included a module in the household questionnaire to generate a 
household dietary diversity score.  To better reflect a varied diet, households were queried 
both about specific food groups consumed in a 24 hour recall period and a broader non-time 
bound question about numbers of foods consumed.  The sum of food groups consumed by 
all households was divided by the number of interviewed households.49   

Table 38: Mean DDS by household category  

In order to provide meaningful data to assist 
programme targeting and setting values for 
indicator monitoring, the dietary diversity data 
is presented under Table  38 by disaggregating 
surveyed households into different 
socioeconomic groups.  Households with 
dietary diversity scores that were lower than 
the mean included almost all of the households 
appearing elsewhere in this report as 
‘vulnerable’, i.e., HHs caring for chronically ill 
persons (4.4), female-headed households 
(4.5), child-headed households (4.5), orphan-
hosting households (4.6), and elderly-headed 
households (4.6).  The ‘a sset very poor’ 
households, which constitute about half of the 
population in the study area , had a DDS of 4.5 
while the asset rich got a score of 5.7 .   
 
 
 
 

                                                 
48 Reminder – this study was conducted in the post-harvest season, and is therefore less likely to reflect strategies for coping with stresses 
on food availability. 
49 Both the data collection and computation of dietary diversity scores (DDS) were based on FANTA’s methodology guide for the 
household dietary diversity indicator (FANTA 2005). 

 Frequency (N) Percent 
0 2 0.2 
1 218 17.4 
2 729 58.3 
3 284 22.7 

4+ 18 1.4 

Number of meals per day  

Total 1251 100.0 
Mean number of  

meals per day  
2.1  

Household characteristics  DDS score 
Gender of heads of households   

Male 5.0 
Female 4.5 

Orphan hosting households  
Yes 4.6 
No 4.9 

Households with chronically ill persons  
Yes 4.4 
No 4.9 

Age of household heads  
<18 years old 4.5 

19-25 years old 5.1 
26-35 years old 4.9 
36-45 years old 4.9 

45 - 60 years old 4.8 
>60 4.6 

Household asset ownership   
Asset very poor 4.5 

Asset poor 4.9 
Asset medium  5.2 

Asset rich 5.7 
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Table 39: Household dietary diversity scores  

The overall mean dietary diversity score in the 
I-LIFE programme areas is about 4.8 (Table  
39).  This means that, on average, households 
had consumed about five different food groups 
in the previous day.  Analysing the same data 
by quartiles of households indicates the lower 
quartile had a DDS of 3 while the upper quartile 
was 6. 

2.4.3.3. Food access strategies outside of own production 
Table 40: Sources of external food  

While about 81% of households reportedly 
acquire their livelihoods from crop farming (See 
Section 2.3.1), all households were also asked 
to report sources of food beyond their own 
production.  The main non -farm sources of food 
identified were market purchase (59.5%), food aid (43.5%) and gifts from relatives or friends 
(14.4%).  See Table 40.   
 
Only about half (49.3%) of the female-headed households had the capacity to purchase food 
versus almost two-thirds (63.0%) of the male-headed households.  It also seemed that a 
lower proportion  of female-headed households (37.2%) had access to food aid as compared 
to male-headed households (43.2%).  This may be the result of some food aid targeting 
errors.  Meanwhile, female-headed households were more likely than the male -headed 
households to get some food through community safety net mechanisms such as gifts in 
kind from relatives of friends.  Information was not obtained about the sufficiency and 
timeliness of either the food aid or food shared by relatives and friends.  As noted earlier, 
however, female-headed households have on average a longer period of food insufficiency 
each year than male-headed households.   

2.4.4. Land use & crop production performance 

2.4.4.1. Land holding and access to land 
The Malawi Land Policy recognizes that land is the most basic of all resources available for 
social and economic development in Malawi.  The overwhelming majority of households in 
the study area (99%) are engaged in agricultural activities.  Given the fact that agriculture is 
the major occupation of the rural households, access to arable land becomes an important 
asset in the rural communities.  Taking this fact into account, data  was collected through 
household questionnaire on land holding and land utilisation.   

Table 41: Access and utilisation of land by socioeconomic groups 
The large majority (97.4%) 
of households had access 
to land in some form and 
96.8% of them have 
cultivated the land they 
acquired (Table 41).  
Households cultivated 
about three-quarters of 
the land available to them 
during the production year 
2004/5. 

Overall calculation of dietary diversity (N=1251) 
Mean Median Standard  

deviation 
DDS score  4.8 5.0 1.65 

Average dietary diversity by quartiles of households 
Lower  

quartile 
Second  
quartile 

Third  
quartile 

Upper  
quartile 

DDS score  3.0 4.0 5.0 6.0 

% of HHs (read across) Sources of food other  
than own HH production MHH FHH Total  
Market purchases 63 49.3 59.5 
Food for work/ food aid 43.2 37.2 43.5 
Gift from relatives or friends  10.8 24.8 14.4 

  Accessed land Cultivated land Irrigable land 
Percentage of HHs  97.4 96.8 44.4 
Mean holding by gender of HH heads, ha 
Whole population 1.07 0.83 0.32 
Male-headed households 1.14 0.89 0.34 
Female-headed households 0.89 0.68 0.28 
Mean land holding by wealth of households, ha 
Asset very poor 0.91 0.66 0.31 
Asset poor 0.97 0.81 0.29 
Asset medium  1.37 1.13 0.36 
Asset rich 1.48 1.16 0.35 
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Figure 22: Access to land by holding size, ha 
Respondents were 
asked to indicate 
how much land they 
had access to for 
cultivation and how 
much land they 
actually cultivated 
during the 2004/2005 
agricultural season .  
The majority of the 
households had 
access to land 
holdings sized 
between 0.5 to 1.5 
hectares (Figure 22 ).   
 
The average land size cultivated by most of the respondent households was 0.83 ha, which 
corresponds to the national statistics that most rural households cultivate less than 1 ha.  In 
terms of gender, male-headed households tend to cultivate relatively larger holding sizes 
(0.89 ha) compared to female-headed households (0.68 ha).   
 
Analysis of land holding data indicated land holding size corresponds positively with the level 
of asset wealth status of households, i.e., when one is higher, so is the other.  This implies 
that land holding has a positive contribution to household asset and wealth accumulation .  
Very asset poor households had a mean access to 0.91 ha of land while the asset rich group 
had access to one and a half times as much (1.48 ha).  The asset poor (0.97 ha) and asset 
medium (1.37 ha ) groups were intermediate.  As indicated in Table 41 the same patterns 
have been recorded for the case of cultivated and irrigable land .   
 
Malawi is a country endowed with a lot of surface and ground water resources having a huge 
potential for irrigation .  Regardless of the land size and actual irrigation practices, about 44% 
of the sample households indicated that they have irrigated land .  The responses from the 
households have also indicated that, on average , a household had 0.33 ha irrigated land 
during the agriculture season of year 2004/5.  Further analysis on the irrigation practice by 
crop type indicated that very few households are applying irrigation for large scale crop 
production.  The asset lists and the qualitative data suggest that most of the irrigation is 
being done by hauling buckets of water.  This is labour intensive and is likely to only be used 
for selected high value crops, some of which, such as tomatoes, are also difficult to 
transport.   

2.4.5. Crop diversification and production 
Figure 23: Crop diversification, as % of HHs & No. of crop types 

Many kinds of crops are 
grown in Malawi, but crop 
diversification per 
household is low.  During 
the previous growing cycle, 
households in the study 
area grew only two or three 
different types of crops per 
season with a range from 
one to eight crops (Fig. 23).   
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Figure 24: Crop diversification, as % of farm HHs growing different crops during 2004/5  
Figure 24 shows crops grown 
by the surveyed households.  
Cereals are most important, 
being grown by almost all 
(99.5%) households that had 
cultivated land.  The other 
main crops grown by about 
half the households were oil 
crops (49.8%) and pulses 
(46.3%).  As shown in Table 

42 (below) almost all households (98.5%) grew maize during the 2004/5 agricultural season 
with 0.66 ha of mean land size allocation.  Less than 10% cultivated rice, sorghum or millet.  

2.4.5.1. Total farm production (TFP) 
Total farm production is an indicator of household food security in a given area since it gives 
information about the amount of food available for household consumption from its own 
production.  This can also easily be converted into kilocalories to assess the amount of food 
available for a household consumption compared to the theoretical average daily kcal food 
requirement or monetary values.  Furthermore , the TFP data can also be converted into 
monetary equivalent to account for crops that are not eaten or have low caloric values.   

Table 42: Production of crops and area cultivated by crop 
Table 42 summarises the 
production quantities and 
mean area planted for 
major crops50.  The mean 
production and area 
cultivated is calculated for 
those households 
engaged in growing the 
crops specified under the 
first column of the table.  
There are noticeable 
differences among the  
proportions of the growers 
of the different crops in the 
I-LIFE program area.  

Based on proportion of farmers growing, maize is the leading crop (98.5% of farmers), 
followed by groundnuts (48.5%) and then pigeon peas (21.6%).  Looking at production, the 
main food crops grown are again maize (412 kg produced per farmer on average) followed 
by unshelled groundnuts (303 kg), and rice (240 kg).  Although more farmers plant pigeon 
peas, the rice farmers grow larger amounts than do the pea farmers.   
 
This data is also transformed into using a common conversion factor to reduce all the values 
to a single denominator.  The first factor used for this conversion is the caloric content of 
each crop as provided by FAO51.  Kilocalorie conversion is a useful tool as a su mmary 
indicator since it represents the energy content in the bulk of the diet.  In order to calculate 
the proportion of kcal requirement satisfied by own production, the individual household 
members food requirement in kcal was computed on the basis of 2,100 kcal/day/person, 

                                                 
50 In this context, “major” crops are those grown by more than 10% of households during the 2004/5 production season.  The same data 
for all the types of crops grown during the reference period is presented under Annex 1 of this report. 
51 FAO has compiled and presented a reference table which has the caloric values of various crops grown in Africa under its website 
www.fao.org.  These conversion factors have been used to calculate total farm production in I-LIFE program area.  

Crop 
Growers  
(as %) 

Mean area  
(as ha) 

Total production  
by sampled HH 

Mean production  
(kg/ha) 

Maize 98.5 0.66 508.1 412.4 
Tobacco 12.4 0.39 58.5 377 
Groundnuts 48.5 0.36 184.0 303.2 
Rice 6.9 0.38 20.7 239.8 
Sweet  potato 14.9 0.31 37.1 198.8 
Cassav a 18.6 0.49 40.7 174.6 
Tomato 5.5 0.21 10.3 149.6 
Common beans 17 0.99 17.7 82.8 
Soya beans 11.6 0.37 11.7 80.3 
Sorghum  5.2 0.49 4.3 66.6 
Pigeon peas 21.6 0.53 15.4 56.9 
Cow peas 8.1 0.47 4.7 46.2 
Mustard 8.9 0.26 4.9 43.8 
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which is widely applied throughout the developing world as a cut-off point to determine food 
and nutritional security at the household level.   
 
Based on this calculation, the total harvest obtained by all households in study area reaches 
just 1,762 daily per capita kcal requirements, which is only about 83.9% of the estimated 
daily requirement.  When this data is observed at household level, about three-quarters of 
the households in the I-LIFE program areas (76%) were not able to meet their members’ 
caloric requirements throughout the year.    This finding does not show a complete picture of 
household level food security, as households also have access to food from other sources, 
including purchase, food aid and other transfers from community members. 

Table 43: Proportion of daily kcal requirement satisfied by own production 
  Male 

HHH 
Female 
HH 

Orphan 
hosting HH 

HH with chronically 
Ill members 

Elderly 
Headed HH 

Average 

Mean per capita, kcal 1,923 1,307 1,327 1,101 2,253 1,762 
25th Percentile 25.2%  36.2%  35.7%  45.5%  25.0%  27.4%  
50th Percentile  22.4%  22.4%  22.1%  17.8%  19.0%  21.8%  
75th Percentile  14.1%  12.9%  12.6%  18.8%  15.1%  13.5%  

At least 100% of needs satisfied 26.5%  18.4%  17.3%  9.3%  27.2%  24.4%  
 
Analysis of the proportion of kcal requirement satisfied from own production cross-tabulated 
by socioeconomic characteristic of households showed that very few female-headed (18%), 
orphan hosting (17%) and  households with chronically ill members (9%) could meet their 
members kcal needs (Table 43).  In particular, households with chronically ill members could 
only produce about half of their members’ food needs.  As indicated in the sections referring 
to access to food outside of own production , vulnerable households were being inefficiently 
targeted as food aid beneficiaries.   

Figure 25: Own food production in kcal by wealth group 
The asset wealth of households 
has a strong link with household 
level food security (Figure 26).  
Asset poor and asset very poor 
households in the study area 
had production levels that were 
way below the kcal needs of 
their members.   
 
Total farm production can be 
converted into monetary 
equivalents to include non -food 
crops, e.g., tobacco.   

Table 44: Average values of crops produced in 2004/5  
The data in Table 44 shows that I-LIFE 
programme area households got a 
mean TFP worth MK 25,708 during the 
2004/5 production season.  The value 
was only MK 16,706 for asset poor 
households and MK 16,241 for female 
headed households.   
 
 
 
 

By asset ranking  Mean value of crop produced 
Asset very poor 16705.61 
Asset poor 22340.71 
Asset medium 36665.95 
Asset rich 54778.81 
 By HoH  
Male-headed HH 29661.67 
Female-headed HH  16241.57 
HH hosting chronically ill persons 21199.39 
Orphan hosting households 25237.13 
All households  25708.66 
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2.4.5.2. Average value of sales from crop production 
Table 45: Revenues from crop sales in Kwacha52 

Out of the total sample, 
about 48% of households 
reported that they had sold 
some crops from 2004/5 
agricultural production year.  
From the all households 
included in this study total 
revenue of about 12 million 
kwacha was reported.  Oil 
crops, mainly groundnuts, accounted for about one-third  of the sales while industrial and 
cash crops contribute for about one-fourth and fruits for one-fifth of the sales.  The mean 
revenue per household, which is computed only for the growers of those particular crops, 
indicated that fruits had the highest mean value of sales (16,716 kwacha) followed by 
industrial and cash crops (15,093 kwacha).  Cereals had the lowest mean sales value as 
they are predominantly produced for use as own household food. 

2.4.5.3. Crop production performance 
Agricultural crop performance, measured by yields, is a function of many inter-locked and 
connected factors.  Quality of land, application of improved inputs such as seeds, fertilizers 
and irrigation water, cultural practices, and weather conditions of the particular growing 
season were the factors considered most important for analysis in the I-LIFE baseline 
survey.  The findings of qualitative study indicated that the current production year, 2004/5, 
was relatively better in terms of crop performance as related to the rainfall condition .   
 
To give a wider picture on the crop production performance in the study area, a comparative 
analysis has been made between the Malawi data and results reported for Mozambique, 
Zambia and Zimbabwe (Table 46).  The latter three countries are neighbouring counties with 
Malawi and found within very similar climate zones.  Considering maize, which is the main 
staple food in the whole Southern  African region, the yield in the I-LIFE program area is low 
compared to the reported statistics for Malawi, Mozambique, Zambia and Zimbabwe.  For 
instance, the I-LIFE regional yield is about 63% of the performance in Malawi at the national 
level.  Groundnuts perform better in I-LIFE program areas compared to all the other places.   

Table 46: Yield of major crops - national statistics for Malawi53 and nearby counties  

Crop  I-LIFE Malawi 
% yield gap  
with Malawi54 Mozambique Zambia Zimbabwe 

Groundnuts 1,001 767 +23% (No gap) 375 336 481 
Tobacco 985 570 +42% (No gap) 1,412 1,067 2,000 
Rice 840 1,657 - 97.3%  1,123 1,200 2,400 
Maize 687 1,118 - 62.8%  960 1,548 714 
Common beans 274 418 - 52.6%  477 531 788 
Sorghum  229 750 - 227.5%  610 864 571 
 
The productivity of tobacco is also low in the I-LIFE region as compared to the productivity in 
the neighbouring countries, but higher than that of the Malawi national average.  In general, 
the findings indicate that the productivity level in I-LIFE program area is low for most food 
crops compared with the statistics for Malawi and neighbouring countries.  This suggests 

                                                 
52 * Note: The average revenue for individual crop is calculated only for those HHs have grown them.  Thus it is not possible to add up and 
average to come up with the total average revenue. 
53 I-LIFE data was from the baseline household survey based on 2004/5 production season.  Where as, the national data for Malawi, 
Mozambique, Zambia and Zimbabwe were obtained from FAO statistics based from the same production year.  
54 Calculated as difference between Malawi and I-LIFE data, divided by the I-LIFE value 

  
Total revenue for all  
sampled HHs (in MK) % share 

Average earnings 
per HH (in MK)* 

Cereals 1,124,262 9.4 801 
Pulses 771,385 6.5 1,067 
Vegetables 1,059,722 8.9 1,611 
Fruits  2,189,750 18.3 16,716 
Industrial & cash crops 3,063,854 25.6 15,093 
Oil crops  3,741,556 31.3 6,045 

Total 11,950,529 100.0 9,690 
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that there is potential to improve crop production performance in the program area.  
However, as the program areas are characterised by recurring droughts, poor soils and low 
levels of input usage, it would be important to realign interventions that have potential 
contributions to overcome these problems.   

2.4.5.4. Crop management and use of improved technologies 

The baseline collected information about cultural practices for crop production and the use of 
improved technologies to enhance agricultural performance amongst small holder farmers.  
The questions on this topic were framed in two ways:  

1. By asking households about the application of certain inputs such as use of improved 
seeds, irrigation water, and natural and commercial fertilizers crop by crop, and 

2. By asking about their knowledge, practice and benefits of specific soil fertility 
management practices that were planned by the PVOs for field promotion. 

 
The responses on application of crop production inputs are presented under Table 47 while 
the soil fertility management practices are shown under Table 48.   

Table 47: Households applying various improved farming methods 
Relatively higher rates 
of commercial fertilizer 
users happened among 
maize growers (61.4% 
of producer households) 
and tobacco producers 
(78%).  In addition, 
there were substantial 
usage rates (about 
44%) for commercial 
fertilisers among 
mustard and tomato 
growers.  Meanwhile, 
there were very few 
fertiliser users among 

the growers of other cereals such as rice and sorghum and or among those growing pulse 
crops.  About 31% of households reported the application of natural fertilizers made from 
plant residues and animal excreta.  In general, it seems unpopular to apply natural fertilizers 
prepared from organic materials for increasing crop production.   

Table 48: Farmers knowing, practicing & seeing benefits of soil management 
A relatively higher proportion of 
farmers reported having 
knowledge about natural fertilizer 
preparation and application for soil 
management.  In this case nearly 
70% of the respondents have 
some level of knowledge on soil 
fertilizing with crop residues while 
about 55% reported knowing about 
compost or kraal manure.  Nearly 
half (49%) of the farmers reported 
knowing soil ridging, 46% contour 
bund, 40% contour ploughing, 30% 
mulching and 27% agro -forestry.   
 

Fertilizer application 
Crop 

% of  
growers 

Use improved  
seed 

Irrigation  
application Commercial Natural  

Maize 98.5 49.1 1.0 61.4 31.1 
Groundnuts 48.5 26.4 0.0 1.4 7.0 
Pigeon peas 21.6 40.4 1.8 5.8 14.7 
Cassava 18.6 32.8 5.2 0.5 11.2 
Common beans 17.0 24.1 4.0 2.9 13.2 
Sweet potato 14.9 37.7 1.8 1.4 7.5 
Tobacco 12.4 40.0 2.0 78.0 30.0 
Soya beans 11.6 17.5 0.7 0.7 11.2 
Mustard 8.9 58.9 87.5 44.6 58.9 
Cow peas 8.1 45.5 6.2 6.5 26.0 
Rice 6.9 37.0 6.3 13.6 3.7 
Tomato 5.5 45.7 69.6 43.5 56.5 
Sorghum  5.2 19.2 0 1.9 13.5 

Soil management techniques   
(N=1251) 

Know  
(%) 

Practice  
(%) 

Getting  
benefit (%) 

Application and preparation of natural fertiliser 
Crop residue/vegetation incorporation 69.9 60.7 57.6 

Compost manure 56.3 34.5 31.8 
Kraal manure and application 54.6 27.6 26.1 

Application of physical soil conservation technique 
Ridging – tied ridges 49.3 36.9 35.7 

Contour bunds 45.8 35.1 34.2 
Contour ploughing 39.9 33.7 32.7 

Mulching 30.5 21.5 21.3 
Terracing 21.9 17.7 17.4 

Agro-forestry 27.4 16.0 14.8 
Vetivar grassing 26.2 8.7 8.6 

Check dams 10.7 4.5 4.6 
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Although there are narrow gaps of reporting between practice of and seeing benefits from 
the improved farming behaviours, there have been some noticeable differences between 
knowledge and practice of most of these soil fertility management techniques.  The gaps are 
particularly pronounced for composting, kraal manuring and agro-forestry.   
 
The I-life programme has identified five different recommended food categories to be 
promoted with aim of enhancing nutritional and food security for vulnerable households and 
target groups.  These food groups are: legumes, vitamin A rich fruits, vitamin A rich 
vegetables, meats, and dairy products.  The target groups for this intervention include 
female headed households, children and chronically ill persons.   

Table 49: Average num. foods consumed (24 hr recall)  
Based on these categories, the 
mean number of recommended 
food groups consumed during the 
day prior to the survey was 1.7 at 
household level.  It is slightly 
higher for female headed 
households (1.8) while low for 
children (1.36) and chronically ill persons (1.48) compared to the mean dietary diversity 
score for recommended food groups.  (Table 49) 

2.5. Nutritional security  

2.5.1. Conceptual framework of child nutrition 
The UNICEF child nutrition conceptual frame work was used to guide data collection and 
analysis for the health and nutrition component of the I-LIFE baseline study.  

This framework postulates that the optimal growth of children is driven primarily by dietary 
intake and health.  These proximal determinants are in turn influenced by the basic 
determinants of food, care, and health.  Care is central to the process of translating 
resources at the household level and community level and making them available to young 
children who are not capable of accessing those resources for themselves. 
 
Poor nutrition is an outcome of adverse conditions with immediate, underlying and basic 
causes.  Figure 26 (below) depicts the simplified UNICEF conceptual framework for 
understanding the causes of malnutrition, a framework that has gained considerable ground 
among development agencies and government institutions.  The immediate causes of 
malnutrition are inadequate dietary intake, a high prevalence of disease or, most frequently, 
an interaction between the two.   
 
The underlying causes include a wide range of issues, such as inadequate weaning 
practices, lack of immunisation, poor water supplies, inadequate household food supplies 
and women’s time constraints.  Underlying causes are the product of factors affecting the 
control and management of resources at the basic needs level.  The resources that are 
available in a given situation, and the factors that restrict access to those resources for 
certain groups of people, are fundamental determinants of food and nutrition security. 
 
Many researchers agree that socio-economic and environmental conditions, together with 
feeding practices, are important determinants of malnutrition in developing countries.  
Inadequate quantity and quality of food result in growth faltering, which is exacerbated by the 

Target group  Average number of  
recommended food groups 

Standard  
deviation 

Overall household   1.70 0.34 
Male headed  1.70 0.79 

Female headed 1.80 0.81 
Children 1.36 1.00 

Chronically ill 1.48 1.30 
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high prevalence of fevers and diarrhoeal diseases.  Inappropriate feeding patterns may also 
contribute to child malnutrition.  

Figure 26: UNICEF’s conceptual framework of the causes of malnutrition 55  
 
Manifestations 
(Outcomes) 
 
Immediate causes affecting the individual 
(Predictors) 
 
 
                         
 
 
Underlying causes at the community or household level 
(Predictors) 
 
 
 
 
 
 
 
 
 
 BASIC CAUSES                                                                                                                                                        
       
 
 
 
 
 
 
 
 
 
 
 
 
Using the framework in Figure 26 (above), the following questions were addressed during 
data analysis:  

• Nutritional status - Which kinds of young children are malnourished?   
• Nutritional equity - What is their distribution by gender and sex?  Are there any 

indicators that can act as red flags or markers for children at greatest risk of 
malnutrition?   

• Supports - What service delivery and community health programs exist in the 
programme areas that are addressing one or more factors/aspects of malnutrition?   

• Service equity - For whom are these services or benefits available?  What are the 
contextual factors and the effects of programs and services?   

• Strategy - What are the unmet needs?  What causes of malnutrition can be 
addressed?  

 

                                                 
55 Adapted from UNICEF: 1990 
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2.5.2. Child nutritional status 
This section presents data on one of the main outcome measures of the survey.  The 
nutritional status and health of the children is presented and compared with several factors 
that have a direct or indirect bearing upon it. 
 
Children’s weight and height measurements were used to derive anthropometric indicators: 
height for age, weight for age, weight for height.  Weight and height/length were measured in 
centimetres while age was in months.  Length measurement was taken for children under 
the age of 2 years (24 months) while lying supine and heights were done for those above 24 
months while standing.  Epi-info 4.6d56 using EPINUT anthropometry was used to derive the 
Z scores57 comparing each child’s anthropometric measurements to the CDC/NCHS/WHO 
reference standards.  The reference population data embedded in the Epi Info has been 
recommended by the WHO for international use with children under 7 years of age.   
 
Z-scores are an indication of the distance of a child, in standard deviations, away from 
the mean for his/her age group.  In Epi Info, z-scores can be calculated for three basic 
indicators: 

• Height-for-age: HAZ (referred to as “stunting” – showing chronic malnutrition) 
• Weight-for-height: WHZ (referred to as “wasting” – shows acute malnutrition) 
• Weight-for-age: WAZ (referred to as “underweight” – composite of HAZ & WHZ). 

 
The various degrees of severity of malnutrition are often classified using the following 
interpretation of z scores: 

Table 50: Cut-off points applied for child anthropometry analysis  (from WHO) 
Malnutrition indicator z < -1.0 z < -2.0 z < -3.0 

Chronic malnutrition (HAZ) Mild stunting M oderate stunting Severe stunting 
Acute malnutrition (WHZ) Mild wasting Moderate wasting Severe wasting 
Underweight (WAZ) Mild underweight Moderate underweight Severe  underweight 
 
Anthropometric data (age, gender, height/length and weight) was collected in the I-LIFE 
baseline on a total of 650 children between 6 to 60 months of age aggregated from all of the 
seven districts where the I-LIFE consortium is operating.  Data on other associated variables 
was also collected in all the districts.  After cleaning, the data analysis was able to be done 
on 579 children from all the districts.  During the analysis, it was found that three out of the 
579 were children aged below 6 months, which was not the age of interest, leaving a final 
study group of 576 children.  The following sub-section of the report describes the finding 
from the child anthropometry data presented below (Table 51 ). 

Table 51: Stunting, wasting & underweight among children58 6-59 months of age (% of N=576) 
Height-for-age,  
(Chronic malnutrition ) 

Weight-for-height 
(Acute malnutrition) 

Weight -for-age 
(Underweight) 

Characteristics % <-3 % <-2 % <-3 % <-2 % <-3 % <-2 
Total number 
of children 

Age in months        
6-11.9 months 8.22 27.4 1.37 2.74 1.37 36.7 73 
12-17.9 months 12.94 41.18 2.35 4.71 5.88 24.71 85 
18-23.9 months 16.46 45.57 0 7.6 5.06 31.64 79 
24-35.9 months 20.13 41.56 0.65 1.95 3.9 15.58 154 

                                                 
56 Epi Info v.6.04 is a DOS-based program with several different modules including EPINUT.  EPINUT/Epi Info has integrated reference 
curves for the distribution of values of height and weight for children from 0 through 18 years of age, as compiled by the National Centre 
for Health Statistics (NCHS) of the United States. 
57 The Z Scores is defined as the deviation of the value of an individual child from the median value of the reference population, divided by 
the standard deviation for the reference population (CDC1978). 
58 Percentage of children between 6-59 months classified as malnourished according to three anthropometric indices: height for age, 
weight for height, and weight for age in I-LIFE program areas  
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Height-for-age,  
(Chronic malnutrition ) 

Weight-for-height 
(Acute malnutrition) 

Weight -for-age 
(Underweight) 

Characteristics % <-3 % <-2 % <-3 % <-2 % <-3 % <-2 
Total number 
of children 

36-47.9 months 23.15 51.85 0 1.85 4.63 17.59 108 
48-60 months 33.77 58.44 1.30 1.30 5.19 22.08 77 

Summary statisti cs by gender 
Male        
6-24 months 19 46.28 1.65 6.61 4.96 31.40 121 
24-60 months 25 50.58 0 0.58 3.49 19.77 172 
6-59  months 22.53 48.8 0.68 3.07 4.10 24.57 293 
Female        
6-24 months 6.03 30.17 0.86 3.45 3.45 15.52 116 
24-60 months 23.35 46.70 1.2 2.99 7.76 15.57 167 
6-59  months 17.49 39.93 1.06 3.18 4.59 15.55 283 

Totals         
6-59 months 19.44 44.44 0.87 3.13 4.34 20.14 576 

2.5.2.1. Prevalence of chronic malnutrition (HAZ) 

Figure 27: Prevalence of stunting among children aged 6-59 months 
The graph of HAZ scores 
(Figure 27) shows a marked 
shift to the left, i.e., stunting 
is very prevalent and chronic 
malnutrition is a major 
problem in the program 
area.  As presented under 
Table 51, in this population 
of children (N=576) between 
6 and 60 months, the 
prevalence of stunting (<-2 Z 
score) is 44.4%.  Figure 27  also shows that the male population had a worse rate of stunting 
compared to the females (see also Table 51 ).  This may be because of biological frailty.   

Figure 28: Prevalence of chronic malnutrition by child age group (HAZ <-2) 

The prevalence of chronic 
malnutrition increases with the age 
of children, which is anticipated, 
considering that stunting tends to 
be cumulative and there is little 
catch-up growth once it happens 
(Figure 28). 
 
 
 

2.5.2.2. Prevalence of acute malnutrition (WHZ) 

Wasting or weight-for-height z-score (WHZ) is used to measure current levels of acute 
malnutrition  in individua ls or populations; as such, it is an indicator that is especially useful in 
emergencies.  The baseline data for wasting (acute malnutrition) has no significant shifts 
from the standard WHO reference population (Figure 29, below).  The overall prevalence of 
wasting in young children at the time of the baseline survey is 3.1% (N=88/ 576).  As noted 
elsewhere, the absence of acute malnutrition despite the strong evidence of chronic 
malnutrition is congruent with the picture of widespread nutritional food shortages during 
several months of the year, and the fact that the survey was not conducted during a food 
shortage part of the year. 
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Figure 29: Prevalence of wasting (WHZ) among children aged 6-59 months 
Figure 29 shows almost 
no difference between 
boys and girls.  By 
gender, males were at 
15.64% (N=293) wasting 
and females were at 
14.84% (N=283), but 
there was no significant 
statistical difference 
between sex (Pearson 
Chi square test (3) =   
0.1366   Pr = 0.987).   

Figure 30: Prevalence of acute malnutrition by child age group, (WHZ <-2) 
An analysis of age 
segregated data 
(Figure 30) shows 
the prevalence of 
acute malnutrition 
among children 
aged from 12 to 24 
months is high 
(16.46%)59.  (See 
Table 51 above).  
 
  

2.5.2.3 Prevalence of underweight 

Underweight (weight-for-age z-score) is used as a measure of composite of wasting and 
malnourishment, and can be helpful as an indicator to monitor relatively intermediate 
outcomes of nutritional interventions.   

Figure 31: Prevalence of underweight (WAZ) in children aged 6-59 months  
The prevalence of 
underweight (<-2 Z 
score) among 
children aged from 
6-59 months is 
20.1%.  By gender, 
the male population 
(n=293) is worse off 
than the females 
(n=283).  Figure 31  
shows how the 
indicator compares 
with the reference 
population (CDC/WHO reference population.  The prevalence of underweight in the MDHS 
2004 (22.00%) is not very different from the I-LIFE prevalence (20.14%).  There is however 
some improvement compared to the MDHS 2000 (25.40%).   
 
 
 
 

                                                 
59 This percentage is based on the proportion of the population in this age category. 
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Figure 32: Prevalence of underweight (WAZ) among children aged 6-59 months  
Children under 24 
months are more 
affected than 
older children 
(Figure 32).  This 
shows chronic 
malnutrition starts 
at an earlier age 
of children and 
the consequences 
are exacerbated  
at a later age as 
shown above. 
 

2.5.2.4 Regional nutrition status comparisons 

To create an overall picture of the nutritional status of children in the I-LIFE programme 
areas, we have made a comparative analysis of the survey findings with similar datasets 
from Malawi, Tanzania, Zambia and Mozambique.  The following bar graph presents the I-
LIFE baseline survey findings and the DHS nutritional data from the respective countries.   

Figure 33: Comparison of I-LIFE nutrition indicators with Malawi DHS & nearby countries60 
The comparative bar graph (Figure 33) shows a 
consistent trend in the prevalence of malnutrition 
across the four nations.  It shows that chronic 
malnutrition is high and that the I-LIFE data (44.4%) 
is slightly different from the DHS 2004 Malawi data 
(47.8%).  Levels of malnutrition among young 
children in the I-LIFE areas are comparably high as 
measured by stunting, wasting and underweight. 
 
According to the 2000 MDHS and the 2002 CWIQ, 

over the period from 2000 to 2003, stunting declined from 49.5% to 45.1%, underweight from 
25.4% to 21.9%, and wasting from 5.5% to 4.9%.  Chronic and acute malnutrition rates have 
remained almost the same from before and during the humanitarian crisis.  Determinants of 
malnutrition include nutritional status of the mother and gaps in understanding of good early 
child nutrition.  Cultural practices in Malawi have also adversely affected adoption of sound 
feeding practices.   

2.5.3. Child care resources: Identity of primary caretaker 
Inadequate child care is one of the underlying causes of malnutrition in the analytical 
framework adapted from UNICEF (Figure 26).  Gaps in care have a direct effect on the 
provision of food, as well as the prevention and management of childhood illnesses.  Child 
care mainly refers to caretaker practices.  According to the Early Childhood Development 
policy of Malawi, care practices include behaviours affecting child survival, health, and 
nutrition.  Many of these, such as breastfeeding, complementary feeding, and child health 
practices, have been addressed in earlier chapters.61  The focus of this section is on 
resources that support and enable the practice of caring behaviours.  A ‘reference’ child 
aged below five years was randomly selected in each household with young children.  

                                                 
60 The data on nutrition on specific countries has been sourced from the DHS site (http:// www.  measuredhs.com/countries/) based on the 
respective recent DHS data.  In Malawi the MDHS 2000 data has been used. 
61 Other care practices, such as maternal and neonatal care are not addressed in this report. 
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Questions about child care were addressed to the reference child’s mother or person who 
spends most of his/her time with the child (primary caretaker).   

Table 52: Primary child caretaker by age of child 
The main caretaker for children in the I-LIFE 
programme area for most of the day is the 
mother (86.5%), followed by grandmothers 
(8%) and maids (3.3%).  In this study, the 
mother was more often the main caretaker of 
the child less than 24 months compared with 
children more than 24 months.  It is worrying, 
however, to note that about two -fifths (39%) 
of the children less than 24 months are not 
being cared for by their own biological 

mother, which may include some children between 0-6 months where exclusive 
breastfeeding is supposed to be used.   
Table 53: Secondary62 child caretaker by age of child 

Efforts were also made to check on who 
cares for the child when the primary 
caretaker is away; Table 53  indicates that 
there is an emergence of other caretakers 
apart from grandmothers.  These include 
the father, sister and brother but 
grandmothers still top the list.   
 
It is interesting to note that the study found 

the mother described as an important secondary care taker.  It is difficult to explain this 
finding based on the quantitative survey, and it will benefit from further exploration during the 
PLA phase of the study.   

2.5.4. Growth monitoring and promotion   
Growth monitoring and promotion 
(GMP) is an operational strategy of 
enabling caretakers to visualise 
growth or lack of growth, and to 
receive specific, relevant and 
practical guidance in ways in 
which the household and 
community can act to ensure 
health and continued growth of the 
child (IDRC, 1992).  GMP should 
be regarded as a promotional 
strategy aimed at taking specific 
action to avert poor physical and 
psychosocial development of a 
child.   
 
The MoH requires that GMP be 
done monthly and links GMP visits 

                                                 
62 The survey did not ask for the whereabouts or status of the mother when she was not a caretaker to the child.  It is possible that some 
of these mothers have gone out to earn money or to the fields for agricultural production.  It is also possible that some of the mothers are 
sick, have sent the child to be kept by the grandmother in the village or the mother may even have died. 
63 Percentages are not summed to 100%, because a few insignificant caretakers have been excluded from the list. 

Age of child Primary  
caretaker Under 24 Months 24-60 Months 

Total 
 

Mother 79.8 91.4 86.5 
Grandmother 11.4 5.4 8.0 
Maids 4.4 2.5 3.3 
Aunt 2.0 .5 1.1 
Father 1.0 .2 .6 
Brother .7 .0 .3 
Friends .7 .0 .3 

Total ( N) 297 405 702 

Age of child  Secondary  
caretaker  Under 24 Months 24-60 Months 

Total 63 
 

Grandmother 30.6%  21.9%  25.6%  
Mother 11.1%  32.6%  23.5%  
Father 20.9%  15.7%  17.9%  
Sister 20.9%  14.4%  17.2%  
Aunt 7.1%  4.2%  5.4%  
 Brother 2.7%  3.5%  3.1%  

Total ( N) 297 402 699 
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to immunisation sessions to ensure all children are vaccinated.  In this study, mothers had 
growth monitoring cards for almost three-quarters of the young children (70.9% of 693 
children).  Out of those children with available cards, 65% had been weighed in the last four 
months; most (75%) of those weighed were under 24 months of age .  This result is no t very 
different from the 2003 national HMIS data, where the growth monitoring coverage was 69% 
for children aged 6-59 months.  Although overall levels are comparably high, this pattern 
does suggest there may be some lack of knowledge among mothers and other caretakers 
about the importance of continuing growth monitoring in children beyond 24 months.   
 
The survey also explored the prevalence of children being admitted at the Nutritional 
Rehabilitation Units.  About one out of 14 children (7.27%, 50/688) had been admitted to an 
NRU in the 6 months prior to the survey.  Among children under 24 months of age, the 
admission rate was 6.93% (25/361).  Of those that had been admitted at the NRU (N= 50), 
78% currently possessed a Growth Monitoring card .   

2.5.5. Child feeding practices   
Appropriate infant and child feeding practices are essential to the good health and nutritional 
status as well as to the overall wellbeing of children .  The provision of adequate energy and 
nutrients in a child's diet allows for proper growth and development.  Moreover, children fed 
appropriately are equipped with the strongest possible defence against infection and 
disease.  In the absence of appropriate feeding practices, inadequate energy, protein, and 
micronutrient intake are likely to result.   

2.5.5.1. Exclusive breastfeeding 
Breastfeeding is internationally accepted as the natural and best mode of feeding infants and 
young children .  Exclusive breastfeeding for children 0-6 months means that from birth until 
six months of age, the child should receive breast milk only; no other liquids or foods should 
be fed to the child.  In this I-LIFE survey, respondents reported that all the infants were 
exclusively breastfed, which may represent a reporting bias by the parents.  Some mothers 
may have wanted to please the interviewer and say that they are following recommended 
feeding practices that have been widely promoted by the Ministry of Health.   
 
Rate of exclusive breastfeeding was to be calculated based on data about children between 
0 to 6 months.  The values would represent the percentage of these children that have not 
yet received any other foods.  The mother was asked when the child started any items in a 
long list of foods.  The phrasing of the question was: “At what age did you start giving the 
following food or drinks apart from breast milk?”  Among the options was the response, ‘NOT 
YET’, and all the survey households indicated ‘NOT YET’.   
 
According to other studies, exclusive breastfeeding in the first six months is uncommon in 
Malawi.  In a survey by UNICEF (2000) in its programme areas, the proportion of infants 
exclusively breastfed was 24.6%; a follow up survey by UNICEF (2004) found that exclusive 
breastfeeding had increased to 50.0%.  The Malawi DHS (2004) reported that 52.8% of 
babies were exclusively breastfed for the first six months of life.   

2.5.5.2. Early infant feeding practices  
The survey checked the type of food a child had been given at the day of birth for children 
under 24 months of age .  Almost all mothers (91.09%, N=438) reported that they gave their 
newborn infants breast milk.  However, some mothers gave other substances, e.g., plain 
water (4.79%), gripe water (1.37%) glucose water (0.23%), watery porridge (0.46%) and 
traditional herbs (1.37%).   
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Figure 34: Time from delivery to first putting child to breast  
The Ministry of Health guidelines 
recommend initiation of breastfeeding 
within one hour of delivery.  In this 
present survey, about half (53%) of the 
mothers initiated breastfeeding within an 
hour and 31% breastfed between one 
and eight hours (Figure 34).   
 
These results are low compared to the 
findings in MDHS (2000) where 72% of children were reportedly breastfed within one hour of 
delivery.  A possible explanation for the difference is that the I-LIFE sample size of women 
who had a child less than 24 months was small compared to the DHS data – in this situation, 
the effects of any recall bias on the part of the respondents will be accentuated.  In addition, 
the I-LIFE baseline survey was conducted in exclusively rural areas where knowledge of 
infant and child feeding is low as compared the DHS survey areas which included both 
urban and rural locations. 
 
Initiation of breastfeeding within an hour provides a chance for giving the highly nutritious 
and anti-infective colostrum to the new born baby.  According to this I-LIFE survey, 80.83% 
of the mothers said they gave colostrum to the baby and 16.26% said that they threw it 
away.  The rest did not remember exactly what had happened.   
 
Continued breastfeeding: In the study area, breastfeeding is practiced by almost all 
mothers (97%).  At survey time, 86.60% of the children less than 24 months64 were still 
breastfeeding .  This fits with recommendations that children be breast fed until 24 months.   

Figure 35: Duration of child breastfeeding by age of child 
According to the Malawi DHS (1992), 
the median duration of breastfeeding 
was 21 months, and in the follow-up 
Malawi DHS (2000), it was 24 months.  
In this I-LIFE survey, the findings 
indicated a median of 11 months of 
breastfeeding, but the standard 
deviation was 16.26.  Such a wide 
dispersion of data makes it difficult to 
be conclusive about the pattern .  It 

was surprising, however, to see that a substantial number of children ended breastfeeding at 
0 months of child age (See Figure 35 above).  Reasons for early cessation were not 
collected, but one possibility is early orphanhood for at least some of these children .   
 
Bottle feeding:  Bottle use is widely regarded as a negative feeding practice in developing 
countries due to increased risks of disease contributing to malnutrition.  According to the I-
LIFE baseline findings, only about 2% of children are bottle-fed.  While not alarmingly high, it 
does represent some risk for diarrhoeal illnesses in young children.   
 
Complementary feeding: At six months of age, complementary feeding should involve 
continued breastfeeding, appropriate frequency of feeding, and adequate nutritional quality 
of feeds.  Unfortunately, no useful data was collected to show patterns of complementary 
feeding.  All the reference children had reportedly not yet started other foods65.  The 

                                                 
64 Questions on infant care and feeding were asked to the mother about the youngest child in the households less than 24 months old.  
65 The question on complementary feeding an d exclusive breastfeeding asked the following question: “At what age did you start giving the 
following food or drinks apart from breast milk.”  Food categories were listed in rows and under columns for estimated age when child 
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uniformly non-useful results probably represent a design error in the question construction, a 
training error or an implementation error in the way the question was asked in the field.   

Figure 36: Feeding by mothers when child is sleeping 
A question was asked to check on 
what mother does (for children under 
24 months of age) when child is 
sleeping; the results show that 44% of 
the mothers will give food when the 
child wakes up, and 22% will wake up 
the child to feed.  If the child does not 
wake, it means it will not feed at all.  
See Figure 36 for details. 
 
 
 
 

2.5.5.3. Food groups received by children  

No data on types of food eaten was captured for children less than 24 months since all the 
respondents stated their child had not yet started eating.  There is, however, some data on 
food groups consumed by a reference child less than 24 months of age (Figure 37). 

Figure 37: Dietary diversity by age  
In order to understand the extent to 
which multiple food group categories 
are provided, a method developed by 
Arimond and Ruel (2003) using 12 
categories was applied in the I-LIFE 
study.  This showed that dietary 
diversity was less among children 
under age 24 months than it was 
among older children (Figure 37).  The 
mean number of food categories in 
this study was 4.00 with a range of 0 -
11 different food categories.     

Figure 38: Foods consumed by 
children under 24 months old in last 24 hours 

During analysis, it was noted that the 12 
food groups combined sugar together with 
salt as one group, which pulled scores 
higher as almost everyone takes salt.  As 
a response, d ietary diversity scores were 
also calculated based on the five 
recommended food groups for young 
children (i.e., legumes, Vitamin A rich 
fruits and vegetables, meats and milk 
products).  Cereals are the lead food 
group, then legumes.  Very few children 
are given Vitamin A-rich fruits.  The mean 
number of these food groups for the 
children was 1.1 .  This means most young 
children have only one food group of the 

                                                                                                                                                        
started with options from days, weeks, months, not yet, and do not know.  All the respondents in all the survey districts listed NOT YET 
which defeated the whole effort to understand exclusive breastfeeding and complementary feeding practices. 
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five recommended categories in a day.  Moreover, 23.13% of all the young children (n=696) 
had food without any of the listed 5 food categories. 

2.5.5.4. Dietary diversity score 
Figure 39: Dietary diversity terciles for children  

A dietary diversity tercile was created for this report, 
with each child assigned to a high (5+ score), 
medium (3-4), or low (0-2) dietary diversity category.  
In the figure below 1= low, 2=medium and 3=high).  
(See Figure 39)  This classification is mostly useful 
as a tool for tracking changes in feeding practices 
over the duration of an intervention program.  It 
provides a clear means of examining how the 
distribution of a number of food categories received 
within each age group changes over time. 
 
The picture is, however, different if you consider the five  recommended food groups 
(legumes, Vitamin A rich fruits and vegetables, meat and milk products).  The dietary 
diversity tercile for the five recommended food groups is shown below in Table 54.  

Table 54: Dietary diversity terciles for recommended food groups 
The results show that 88.5% 
of young children have a low 
dietary diversity for the I-
LIFE recommended food 
groups. 
 

2.5.6. Multivariate analysis of nutrition outcomes 
Bivariate relationships between infant nutrition outcomes were tested with a Chi-square test.  
This analysis does not account for multiple factors affecting outcome, or the influence of 
potential confounding variables on the relationships of interest.  The results can be useful to 
highlight potential relationships between some exposures of interest with the nutrition 
outcome.  In principle, multivariable analysis is used not only to consider relationships that 
are statistically significant but also ones that are considered important influencing factors. 

2.5.6.1. Feeding practices and child nutritional status 
Table 55: Relation between feeding practices & nutrition status66 

An analysis of bivariate 
relationships was done for 
infant feeding practices 
such as current 
breastfeeding, dietary 
diversity score for 
children, and bottle use 
(See Table 55).  The 
results showed no 
statistically significant 
association for the rest 
except for dietary diversity 
where there is a slight 
association (p <0.0.063).   

                                                 
66 Status per <-2 Z score 

Dietary diversity tercile Frequency Percent Cumulative percent 
Low 616 88.51 88.51 
Medium 79 11.35 99.86 
High 1 0.14 100.00 

Total 696 100  

Status Stunting %  Wasting % Underweight % 
Currently breastfeeding 
Still breastfeeding 81.05 100 77.36 
Stopped breastfeeding 18.95 0.00 22.64 

P-value <0.233 <0.211 <0.107 
Child dietary diversity score 
High 1.77 4.55 1.48 
Middle 45.74 59.09 46.67 
Low  52.48 36.36 51.85 

P-value <0.0.063 <0.364 <0.306 
Bottle use 
Uses  8.26 10.00 1.86 
No use 90.83 90.00 88.14 

P-value <0.164 <0.719 <0.308 
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2.5.6.2. Household asset (wealth) and child nutritional status 
Table 56: Relationship between wealth & nutrition status 

Wealth status based on the 
wealth groups as defined in 
section 2.3.2.6 did not 
show any statistically 
significant association with 
nutritional status (Table 56) 

2.5.6.3. HH Food Security and child nutritional status 

Availability and accessibility of food are other main factors that affect nutritional status.  To 
gain an understanding if there was an association, bivariate analysis done for food security 
and nutritional status.  The analysis also looked at whether the amount of products left after 
sale from the total is associated with nutritional status.  The results did not show any 
statistically significant association, though there is some slight significance with underweight. 

Table 57: Food security, balance of products produced, and nutritional status ( <-2 Z scores) 
Food security: Balance of products produced after sale  Stunting % Wasting % Underweight % 
Lower quartile 26.43 27.27 35.07 
Second quartile 21.07 36.36 25.37 
Third quartile 24.29 22.73 16.42 
Upper quartile 28.21 13.64 23.13 

P value 0.123 <0.422 <0.074 

2.5.6.4. Education status of mothers/care takers and nutrition status 
Figure 40: Nutrition by education status of main caretaker 

To see if caretakers’s educational 
level has an influence on the 
nutritional status of the child, a 
bivariate analysis was done using 
HAZ, WAZ and WHZ as the 
outcome variables of interest (see 
Figure 40).  There was no 
statistically significant association 
(P-values = HAZ < 0.122, WAZ 
<0.524 and WHZ <0.129).   
 
Analysis was also done to see whether there is an association between education with 
nutritional status ( <-2.00) and the table below shows the results.  Based on this, the 
nutritional status of children has no correlation with the education status of their mothers. 

Table 58: Relation between education of mother & nutrition status  ( <-2 Z score) 
Status Stunting % Wasting % Underweight % 
Education  
None 34.91 35.00 37.00 
Primary uncompleted 58.96 55.00 58.00 
 Primary complented 3.38 10.00 2.00 
Secondary 2.83 0.00 3.00 
Tertiary 0.00 0.00 0.00 

P value <0.907 <0.522 <0.828 
 
The table below shows the analysis of the relationship between health practices and 
education status.   

Wealth group Stunting % Wasting % Underweight % 
Very poor 43.02 40.91 43.70 
Poor 20.92 13.64 21.48 
Near good ( medium) 22.70 22.23 18.52 
Rich 12.77 22.73 16.30 

P-value <0.954 <0.543 <0.828 
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Table 59: Health practices and education status of caretakers 
Education status of care taker 

Health practice 
None Primary 

Uncompleted 
Primary 

Completed 
Some 

Secondary 
Some Tertiary 

Colostrum 
Gave it to child 80.87 83.82 84.62 - 100 
Threw it away 19.12 16.18 15.38 - 0 

P value <0.671     
Presence of a toilet 
Present 32.94 29.57 28.21 35.00 100 
Not present 67.06 70.43 71.79 65.00 0 

P- value <0.437     
 Child stool disposal 
Proper disposal 73.06 76.90 63.64 100 0 
Improper disposal 26.94 23.10 36.36 0 0 

P value <0.183     
Breastfeeding practices (use of colostrum) has no significant association with educational 
level of mother nor does use of appropriate child stool disposal methods. 
 
Multivariable analysis was done using nutritional status (represented by HAZ) as a main 
outcome variable of interest.  More analysis was done on this variable to determine the risk 
of the outcomes based on different exposures, for example, HAZ (stunting) as a variable of 
interest in nutrition and dietary diversity as an exposure variable of interest.  A number of 
studies have looked at the association between some measure of dietary diversity and child 
nutrition outcomes.  An analysis done on data from the Ethiopian DHS 2000 showed a very 
strong and statistically significant association between group diversity based on food groups 
and height for age z scores (Arimond & Ruel, 2003). 
 
The exposure variables of interest were adjusted for age, sex of head of household, sex of 
the infant and education background of the caretaker, wealth status.  Mantel-Henzel chi- 
square test was used and summary odds ratios and the respective p - values were noted for 
consideration during logistic regression.  All plausible variables were placed into the 
respective models and using backward stepwise analysis, the analysis yielded a few 
variables to be in the final module. 
 
Nutrition outcome model  
The following variables were used: dietary diversity as exposure variable of interest and 
stunting (HAZ) as the outcome of interest, sex of household head, sex of infant, age, wealth 
status as independent variables.  The age below 6 months was excluded in the analysis and 
6 to 11.99 months was used as a reference population in the analysis.   

Table 60: Logistic regression model for stunting (HAZ) 
Table 60 shows the results of the final 
odds ratios.  The likelihood ratio chi-
square test showed a strong statistically 
significant association of stunting (HAZ) 
and dietary diversity with a P value of 
0.00001.  The results show that the risk 
of stunting is about 6 to 7 times after 24 
months of age .  The results also indicate that male children were about 1.5 times as likely to 
be stunted.   

Variable Adjusted odds ratio P – value 
Dietary diversity level 0.91 0.560 
Age: 12-23.99 months  1.56 0.0001 
Age: 24-35.99 months  6.50 0.0001 
Age: 36-59.99 months  5.47 0.0001 
Gender  1.47 0.044 
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2.6. Health security 

2.6.1. Childhood illnesses & disease management 
Childhood illnesses remain a challenge with malaria, diarrhoea, acute respiratory infections 
and nutritional deficiencies as immediate causes of morbidity and mortality.  Respondents 
were queried about the occurrence of illness in the two weeks preceding the survey; for any 
illness episodes, they were then asked about the type of illness/main symptoms67. 

Figure 41: Prevalence of childhood illnesses 
Although this survey was done in the winter (a dry 
post-harvest season), the leading childhood illness 
was still fever/malaria (34%) (Figure  41).  The other 
leading health problem affecting children were 
cough/ARI (28% of children) and diarrhoea (26%).  
According to the qualitative component of the survey, 
diarrhoeal illnesses are even higher in the wet season 
when water sources get contaminated.  At the same 
time, however, the qualitative study reported that safe water was most difficult to access in 
the dry season, which may be a contributing factor to this high a rate of diarrhoeal illnesses 
in this season .  

Figure 42: Incidence of illness by age  
 
Reviewing the analysis by age group, 58% 
of the children that had malaria were less 
than 24 months of age, with relatively 
similar levels for the other common 
illnesses.   
 
 
 
 

2.6.1.1. Health seeking behaviours for childhood illnesses 

Figure 43: Health seeking behaviour by type of illness 
The survey specifically did not check 
for knowledge about how to manage 
the individual illnesses but did 
explore the health seeking behaviour 
of caretakers.  The results did show 
that about three-quarters (73%) of 
the families had sought advice 
outside the home for managing their 
child’s illness episodes.  Figure 43 
shows that those who sought advice 
for treatment from outside the home 
are relatively the same as the illness prevalence for each of the most common illnesses. 
 
The common places where caretakers sought treatment were divided into public/private 
sector (formal training, certification), intermediate (some formal training, e.g., community 
health services at village level, health agent, pharmacy/drug store and health post) and 

                                                 
67 No specific questions were asked about management of the illnesses by caretakers with the exception of caring for diarrhoea. 
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traditional (no formal training, e.g., traditional birth attendant/TBA, traditional healers, shops, 
village doctor). 

Figure 44: Places where caretakers sought treatment 
Figure 44 shows the largest proportions 
of caretakers sought treatment at health 
centres (formal providers), followed by 
shops (informal providers).  As a 
contributing factor, the informal 
providers tend to be more accessible 
than formal health units.  None of the 
caretakers mentioned taking an ill child 
to a Traditional Birth Attendant (TBA), 
but it could be that any such encounters 
were reported as contacts with 
traditional healers.   

2.6.1.2. Decision making roles on child treatment 

Table 61: Who makes decision to take sick child to hospital? 
A question was asked to the respondent 
child caretakers to explore who makes 
decisions to take the child for clinical 
care .  According to the I-LIFE data, it is 
principally the parents to make 
decisions about taking a sick child for 
clinical care (cumulative is 91.8% of 
such decisions by the parents).  The 
decision-makers are either the mother 
(36.9%) or father (39.1%) or both 
(15.8%), i.e., the mother and father 
seem to have an equal chance to make a decision regarding taking the child to the hospital.   

2.6.1.3. Treatment/management practices of diarrhoea68 
The standard health message in Malawi is that caretakers should give enough fluids and 
food to children when they have diarrhoea.  The Ministry of Health’s recommendation is 
more fluid of any type given as frequently as possible .  Data was collected to determine how 
much, if any, is given in terms of fluids and food with a diarrhoeal episode .   

Table 62: Amount of fluid given69 by age for diarrhoeal episode  
The results (Figure 45, below) 
indicate that slightly more than half 
(53%) of all the persons caring for 
children with recent diarrhoea used 
good practice in providing more 
than their usual fluid to their sick 
children.  When this information is 
disaggregated by type of nutritional support, it seems that food is less commonly being 
given, i.e., 23% compared to 49% in provision of more food and fluid together.  

                                                 
68 No specific data was collected on how cough, fever/malaria was treated but questions were narrowed to management of diarrhea 
because of its strong association with nutritional status. 
69 (Pearson Chi square test  (4) 13.3296 p= <0.01) 

 Frequency Percent Cumulative percent 
Mother 257 36.9 36.9 
Father 272 39.1 76.0 
Mother and father 110 15.8 91.8 
Grandmother 41 5.9 97.7 
Aunt 2 0.3 98.0 
Sister 2 0.3 98.3 
Brother 1 0.1 98.4 
Guardian 1 0.1 98.6 
Grandfather 10 1.4 100.0 

Total 696 100.0  

Amount of fluid  
Under 24 months  

(N=86) 
Over 24 months 

 (N=126) 
Total  

(N=212) 
More than usual 39.53 45.24 42.92 
Less than usual 38.37 39.68 39.15 
About the same 6.98 11.90 9.91 
Stopped giving fluid 0.00 0.79 0.47 
Do not know 15.12 2.38 7.55 
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Figure 45: Amount of food and fluid given to the child during diarrhoea 

2.6.1.4. Malaria – prevention practices  

The proportion of the survey community that reportedly had bednets is 42.2% (N= 1246).  
Distribution of insecticide-treated nets for the prevention of malaria is an integral part of EPI 
Plus.  The figures of the child sleeping under the net are relatively similar to the findings from 
the 2004 National Roll-Back Malaria Survey.  This national survey found that 37% of under-
five children and 33% of pregnant women slept under insecticide-treated bed-nets, 
compared with 2001 when only 9% of under-five children slept under bed -nets. 

Table 63: Persons sleeping under mosquito bednet 
No specific data was collected in the baseline 
regarding treatment of malaria, but some data 
was gathered on the use of bed nets.  Table 63 
indicates that the mother, husband/partner and 
child have approximately equal chances of 
sleeping under the net.   

 
The I-LIFE survey did not specifically check if the bednets had been treated with insecticide, 
hence the comparison with the 2004 National Roll-Back Malaria Survey may not be 
complete .  The present survey was conducted during the dry season when mosquitoes are 
less common, which may be the reason why 22.8% said their net was not in use.   

2.6.1.5. Health education contacts 

To be able to achieve health security, the caretaker must be fully equipped with knowledge 
on common health issues.   

Figure 46: Sources of health messages by percentage of households 
The baseline looked 
at the proportions of 
people who had 
received some key 
health messages.  
The most commonly 
received messages 
were HIV/AIDS 
(53.2%), malaria 
(40.86%), nutrition 
(38.05%), and 
tuberculosis 
(37.30%).  The 
principal sources of 
these messages are 
shown in Figure 46 ; radio was the main source (at 65.0%), followed by government health 
                                                 
70 The percentages do not add up because it is multiple response analysis.  

Person  Frequency Percentage70 
Child 204 39.1 
Spouse (child caretakers) 286 39.5%  
Husband/partner 205 39.3%  
Net not used at the time 119 22.8%  
Do not know  7 1.3%  
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workers (39.6 %), and  community health workers (35.4%).  Billboards, dramas, t-shirts and 
newspapers were mentioned, but seemed to be less significant in this largely rural survey.   

2.6.2. Health practices for children  
The I–LIFE programme plans to monitor at least 12 key health practices that are promoted 
by the Government of Malawi through the program of early childhood care and development.  
During the survey, data about some, but not all, of the practices were collected from 
households and some from secondary sources.  For example, data on immunisations has 
been collected from the Expanded Programme for Immunisations (EPI) and while it is valid 
for the district, it does not reflect the exact situation in the specific communities where the 
survey was conducted (Table 64 below).   

Table 64: Infant immunization data, January to December, 200471 
District Tar.pop Polio vaccine Coverage Measles Coverage BCG Coverage Pent-v 3 Coverage 
Dedza 26364 26791 102 21492 82 34414 131 24227 92 
Lilongwe 80688 58294 72 51336 64 69082 86 57491 71 
Mchinji 18060 16529 92 14101 78 19459 108 15855 88 
Ntcheu 19188 20771 108 18425 96 21972 115 21621 113 
Mangochi 33144 31321 94 25104 76 37744 114 31141 94 
Phalombe 12120 11925 98 10371 86 14387 119 11251 93 
Thyolo 24492 23551 96 20397 83 24707 101 22064 90 
Total  141436 189182 134 136122 96 221765 157 183650 130 
   
Table 65 shows a summary of current status for each of the health practices that are 
targeted for promotion by the I-LIFE programme. 

Table 65: Prevalence of key health practices 
 Key care practices % Remarks 
Proportion of parents actively involved in provision of health 
care.  

91.8%  Cumulative proportion of mother, father and 
both 

Continued breastfeeding up to 24 months or longer 81.05%   
Children under-5 who consumed foods rich in Vitamin A & iron 61.4%  Vit A vegetables = 51.10%, Vit A fruits = 33%. 
Proportion of infants exclusively breastfed up to 6 months 52.8%  Data from Malawi DHS (2004) 
Proportion of children given more fluid during illness (diarrhoea) 48%   
Proportion of households adequately disposing young 
children’s faeces 

44.41%  
(532) 

 

Proportion of hous eholds with a bednet 42.2%   
Proportion of children under 5 years who slept under a bed net 39.1%   
Proportion of children given more food during illness 
(diarrhoea) 

23%   

Proportion of caretakers who always wash hands with soap 
after use of toilet and before preparing meals 

9.9%  
(109) 

 

Proportion of children 6-9 months who received complementary 
feeding at 6 months 

- Was difficult determine due to technical 
problem in the field. 

Infant feeding  Requires separate operational study 
Prevention and managem ent of illnesses  Requires further operational definition; was not 

fully portrayed in this baseline.  
Child is fully immunised by the age of one year  See table 64 (above) on different agents in the 

target districts. 
 
Some of these practices are discussed  in other sections of this report; below are the results 
concerning water and sanitation practices. 

                                                 
71 From Expanded Programme for Immunisations (EPI), MoH 
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2.6.2.1. Water and sanitation practices 
Questions in this study explored hygiene practices of the mother that may cause or prevent 
the occurrence of diarrhoea.  These included hand washing, water purification and 
dispensing, and disposal of child faeces and rubbish.   

Table 66: Households' hygiene and sanitation practices 
Hygiene practice Frequency Percentage 
Steps in hand washing   

Uses water 751 68.3 
Washes both hands 652 59.3 
Scrub both hands a minimum of 3 times 566 51.5 
Uses soap/ash/sand 109 9.9 
Dries hands with air  66 6.0 

Water purification    
Boil 291 70.6 
Add chlorine/tablet to water 123 28.9 
Filter 126 6.3 
Buy bottled water 6 1.5 

Water storage   
Under cover 1021 81.75 
Not covered 228 18.25 

Child stool disposal    
Thrown in the toilet 532 44.41 
Buried in yard 510 42.57 
Not disposed off(left on the ground) 134 11.19 

Disposal of waste   
Open pit 703 58.10 
Any where 381 31.49 
Burning 115 9.50 
Garbage collector 11 0.91 

Toilet Present   
Currently used but dirty  884 70.72 
Not currently used 366 29.28 

Toilet Type   
Uncovered 497 56.29 
Covered 375 42.47 
Flush 2 0.23 
No facility  9 1.02 

Toilet use   
Currently used but clean 420 47.67 
Currently used but dirty  321 36.44 
Not currently used 47 5.33 
Not observed 93 10.56 

Water dispensing   
Single cup for dipping and another for drinking 47 5.33 
Single cup for dipping and drinking 815 65.30 
Any available container 17 1.36 

2.7. Civil society security 
In this baseline, secondary data on governance and institutional set-up was compared with 
data/information collected through household surveys, community surveys and key informant 
interviews.  The findings are discussed in the following sections (See also Section 2.2, 
Qualitative findings).    
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2.7.1. Decentralisation and formal governance  
In recent years, Malawi has embarked on a decentralisation process whereby administrative 
and implementation powers are being devolved from the central government to district and 
grassroots level administration.  The decentralisation process is aimed at empowering the 
district and local level administrative structures to increasingly plan and implement social 
development in their own geographic zones. 
 
In an ideal sense, decentralisation is associated with enhancing democratic transparency 
and accountability, improving ownership, improving monitoring and evaluation, and being 
more responsive to local problems.72  Despite these opportunities, there are also challenges 
to the decentralisation process that include lack of capacity at local level, reduced roles of 
certain agents, nepotism, job insecurity and lack of coordination between and among 
districts.  Governments are often keen for decentralisation as a way to increase democracy, 
increase popular commitment, adapt decisions to local needs, make central control more 
effective and leave difficult/unpopular decisions to the local community.   
 
In order to initiate the decentralisation process, the Ministry of Local Government put in 
place an institutional framework of committees to draw in the representation of stakeholders 
at different levels.  The topmost committee is the District Executive Committee (DEC), 
comprised of all government ministry and departmental representatives at district level, plus 
statutory corporations and NGOs working in a particular district.  The DEC, which is chaired 
by the District Commissioner, facilitates the formulation, training, and capacity building for 
development planning for the decentralised lower level planning institutions.  The DEC is 
supposed to liaise and harmonise district level policies and activities with national policies 
and activities. 
 
Below DECs are Area Development Committees (ADC), designed to be representative of all 
Village Development Committees (VDCs) in the Traditional Authority (TA).  The functions of 
the ADC are to assist in identification, prioritisation and planning for community needs.  
ADCs are supposed to supervise, monitor and evaluate the imp lementation of projects at TA 
level.  The ADC includes Ward councillors73 within the TA’s jurisdiction, representatives of 
religious faiths, youth and women groups and the business community.   
 
Also at the TA level is the Area Executive Committee (AEC) which is a representative body 
of all extension workers of government ministries, NGOs and Statutory Corporations within 
the TA’s jurisdiction .  The AEC is an advisory body to the ADC in needs assessment, project 
identification and preparation of project proposals.  Furthermore, the AEC collects and 
analyses area development level data.  It is supposed to facilitate training and capacity 
building in development planning for all Village Development Committees (VDCs). 
 
The VDC is a representative body from a village or group of villages charged with the 
responsibility of facilitating planning and development at grassroots level.  The main 
functions of the VDC are identification, prioritisation and planning for community projects to 
be submitted to the ADC.  The VDC is also responsible for mobilisation of community 
resources for popular participation in self help initiatives, supervision, monitoring and 
implementation of the development projects within its area of influence .   

                                                 
72 The general content about decentralisation in this subheading draws heavily on Naustadalslid, as quoted in “Proceedings of The 
Roundtable Discussion on Role of Agricultural Sector in the Decentralisation Process in Malawi”.   
73 These are political representatives. 
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2.7.2. Local organisations & traditional institutions  
Table 67: Institutional membership and perception of benefit74  

Besides formal governance 
structures, there  are other 
local committees that get 
organised on different sectors 
such as health, education, 
infrastructure development, 
credit, water and sanitation, 
recreation/cultural, security, 
religious and political 
committees.  Many such 
institutions were identified in 
the household survey as well 
as through the  community and key informant interviews.  These are presented in Table 67 
(for much more detail on this issue, see Section 2.2.2 ., Institutional analysis) 

2.7.3. Community based groups 
Three main categories of community based groups were identified in the community 
surveys.  The first group is that which targets their support to the vulnerable persons (the 
elderly, chronically ill, malnourished children, orphans, people with disabilities, etc) and HHs.  
This category showed a high level of attention being directed  by community members toward 
specific support of various vulnerable groups.   
 
The second category constitutes groups that provide/ensure community services.  This 
category showed a high level of attention being directed by community members towards the 
management of communal services and support in their communities.   
 
The third category was that of interest groups which mostly look after their members.  These 
groups showed attention to mutual assistance and shared interests of their own group 
members, with a few reporting some limited support to vulnerable groups.  The most 
common categories in this category of groups were the livelihood groups (agriculture and 
credits) followed by groups dealing with natural resources, religion and politics.   
 
Slightly more than a third of all groups fell into each of the first two categories – supporting 
vulnerable persons (106 groups) and supporting communities (107 groups).76  Meanwhile, 
very little information was gathered about the sources of support, leadership/governance, 
monitoring and supervision of the various groups.  There was almost no information about 
targeting criteria, non -discrimination/equity, and numbers benefiting.  Very little information is 
available about the sources of external support, though there are suggestions that if external 
support is not there, then the groups tend to collapse or not be seen as an ‘organised group’.  
The groups tended to be mixed in terms of gender composition though there are variations 
from one group to another in terms of proportions of male and female numbers.   

                                                 
74 Data from household survey  
75 These among others include: VHC, Red Cross, Adult literacy group, Village forest committee, Social welfare, Political, MASAF, 
Community , polishing, ASMAG, COM WASH, Community based organisation and NICE 
76 One possible limitation could be that  there may have been biases in the kinds of groups that the facilitators and respondents 
concentrated on in their discussions, as it was pretty clear that there was underreporting, especially in the interest group category 

Institution % HH having members & benefiting 
Farmers’ club 85.7%  
Church committee 83.3%  
VDC 73.9%  
Cooperative 71.4%  
Association 68.2%  
Food for work road committee  66.7%  
Orphans and grandparents care group 66.7%  
Home based care group 62.5%  
Village savings and loan groups 33.3%  
Health committee  33.3%  
Other 75  
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3. Conclusions & implications  
The baseline study was conducted as a benchmark exercise, seeking to clarify the current 
status of a number of key indicators that will be useful for future monitoring and evaluation of 
the I-LIFE programme during its five year span of operation.  The study was not designed as 
an evaluation study, but some observations about programmatic implications and potential 
priorities for action are appropriate to set forth in this section.  Note that some of the current 
status situations are described in quantitative terms, but some have emerged from the 
qualitative part of the study and are presented qualitatively.   

3.1. Vulnerable groups  
The following table provides a summary of vulnerable groups, presented by community, 
household, and individual levels.  It shows the characteristics of the groups (column 1), the 
best figures or estimates for prevalence in the programme regions based on the results of 
this study (column 2), and the markers or indicators of vulnerability that were identified in this 
study, i.e., the areas where each vulnerable category fell below the mean or was most 
affected.  Within each of the broad areas (community, household, and individual), the table 
has been arranged in descending rank order by prevalence.  It is anticipated that the 
information in this table will be useful to the programme for exploration during the PLA, as 
well as helping in prioritising interventions for specific communities, households or target 
groups. 

Vulnerability categories and summary of indicators 

Category77  Prevalence78  Markers (indicators) of vulnerability79  
Types of villages (N=104) 
Water gap – Absence of safe 
water within community  28%  Prevalence of disease, contributes to poor nutrition  

Small size (under 50 
households)80  

27%  Lower access to all services , including extension, credit, health care, 
education, markets 

Market access gap - Absence of 
markets within 2 hours mean 
walking distance81  

14%  
Lower income from crop production, disincentive to produce large 
yields, poor access to inputs   

Health services gap – no health 
facility within xx distance82  **83 Prevalence of disease, excess mortality; lack of access to ARVs , less 

preventive and outreach services   
Road network gap - Roads not 
vehicle passable for xx months84 

** Lower access to markets and services, less likelihood of extension 
services, higher prevalence of disease and mortality  

Education access gap – no 
school within community  ** Lower school attendance, more drop-outs, early marriage, lower 

literacy   
Types of households (N=1,251) 
Very poor households (asset 
ownership and wealth ranking)  50%  Lower dietary diversity, lower land holding size, low agricultural 

production 
Female-headed households  26%  Lower literacy, less food security, lower dietary diversity, less land 
                                                 
77 Note that these are not mutually exclusive; the most severely affected households tended to fall into multiple vulnerability categories  
78 See text for caveats about this information, e.g., probable under-reporting of chronic illness in the household.  Most percentages have 
been rounded off since the different indicators are based on slightly different calculations, though generally they are very close.   
79 See main text of the report for further details related to each category and indicator 
80 Note that 8% of all the villages visited were very small at less than 25 households in size 
81 See main text for discussion about the distance to use in this indicator 
82 See main text for discussion about the distance to use in this indicator 
83 ** = no data available for these indicators that emerged during analysis, but they are directly linked to the implementation of the I-LIFE 
programme and would be useful to develop during the PLA phase of the programme. 
84 See main text for discussion about the timing to use in this indicator 
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holding, low agricultural production, higher dependency ratio, fewer 
assets (especially productive assets and livestock)  

Households hosting orphans 23%  Lower dietary diversity, low agricultural production, higher dependency 
ratio, greater likelihood to have female head of household  

Elderly headed households  19%  Lower dietary diversity, higher dependency ratio  
Households having persons who 
are chronically ill  

8%  Low dietary diversity, stigma/discrimination, excess health expenses, 
labour shortage, low agricultural production, higher dependency ratio   

Households without access to 
land 

3%  Low dietary diversity, low agricultural production, greater reliance on 
casual labour and social safety nets 

Child-headed households  0.5%  Lower dietary diversity, higher dependency ratio  
Types of individuals  (N=6,191 for most issues) 
Chronically malnourished 
children, under five years of age 

44%  Evidence of low nutritional security , low food production in HH   

Orphans (lost 1 or both 
parents)85 

23%  Lower school attendance, early marriage   

Elderly  18.8%  Lower participation in social safety nets and less access to services  
Acutely malnourished young 
children  

7%  Evidence of low nutritional security , low food production in HH 

Chronically ill persons  ** Lower nutritional security, stigma and discrimination  
Persons living with disability  ** Lower food and nutrition security, more stigma and discrimination  
Persons who do not belong to 
social groups  ** Greater likelihood of stigma/discrimination, less access to social safety 

nets and services  

3.2.  Social security  

3.2.1. Protection and vulnerable groups 

3.2.1.1. Current status  
Dependency  
Nearly half of the entire population in the study area is under 16 and about 6% is over 60 
years of age.  This has resulted in a high dependency ratio of 1.3, i.e., 1.3 extra persons rely 
on each productive household member.  The dependency ratio is strongly correlated with 
household vulnerability; it is above the 1.3 average in households headed b y women, elderly 
persons or children; it is also higher in households hosting orphans or chronically ill family 
members.   
 
Female headed households 
About 26% of the sample households are headed by females and nearly 24% of the total 
population in the study area are living in these households.  Based on the findings from both 
qualitative and quantitative parts of this survey, female headed households are one of the 
most vulnerable categories of households in the survey communities.   
 
Support services  
Support services to the vulnerable households are scanty, and have been largely relying on 
traditional safety nets that are strained by coping with the consequences of poverty, drought 
and the HIV epidemic.  Almost all communities acknowledged the presence of vulnerable 
households, e.g., with orphans, chronic illnesses and food insecurity.  Meanwhile, about half 
of the communities indicated the absence of any form of special assistance to the vulnerable 
households living in their villages.   

                                                 
85 As % of children under age 18 years. 
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3.2.1.2. Programme implications  
Depending programme priority agendas, the I-LIFE programme could enhance the capacity 
of local service providers, community based organizations and the most decentralised levels 
of the government to help support the most vulnerable community members.  Programme 
and partners/stakeholders could then collaborate in promoting livelihood diversification and 
intensification interventions linked to key livelihood needs and opportunities in the region. 
 
I-LIFE should have effective targeting mechanisms that would ensure the involvement and 
benefits of female headed households and other marginalised groups in the course of the 
program implementation .  The partner institutions and stakeholders could facilitate the 
programme to achieve its long term development aims by helping target households on the 
verge of falling into livelihood insecurity.   

3.2.2. Chronic illnesses 

3.2.2.1. Current situation  

Based on the household survey findings, about 8% of households acknowledged hosting 
chronically ill persons, but this figure is questionable as at least 5% of the households were 
not willing to say anything about it.  In fact, about 12% households that reported the 
presence of chronically ill members said that there is social stigma from their community 
toward the ill persons.  According to a survey conducted two years ago in similar regions of 
rural Malawi, about 20% of households were hosting chronically ill persons (C-SAFE, 2003).   
 
About half of households (49%) with chronically ill members report that these persons are in 
the economically active age group, 18 to 59 years old .  In addition, 68% of the chronically ill 
are female and very few of them (4.1% the ill persons) have reportedly started ARVs.  In 
many of indicators such as food security and household asset ownership, the households 
hosting chronically ill persons are at the lowest and most vulnerable end of the livelihood 
scale.   

3.2.2.2. Programme implications  

Households hosting chronically ill members need to be targeted for direct support activities 
such as food provisioning.  They also need longer term income generation and asset 
replacement strategies because of their excess consumption for health expenses and 
relative labour shortages causing more rapid and severe depletion of household resources.  
Since ARV drugs are just now becoming available and the services are to be started at 
district level, the I-LIFE programme has an important opportunity to support concerned 
agencies to reach out to the rural residents beyond the urban centres.   

3.2.3. Orphanhood 

3.2.3.1. Current situation  

About one in four (23.1%, 784/3394) children and youth under 18 years of age have lost at 
least one of their biological parents86.  This figure is slightly higher than a C-SAFE baseline 
report (2003), where the prevalence of orphanhood was 21%.  Almost half (49.6%) of the 
orphans in the present study were aged between 7 and 13, with smaller proportions age 0-6 
years (29.7%) and 14-17 years (20.7%).  Households hosting orphans and child-headed 

                                                 
86 According to the official definition of orphanhood in Malawi, all of these children are legally considered to be orphans. 
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households were frequently at the bottom of the livelihood ladder, e.g., with a very low 
dietary diversity score and asset index.   

3.2.3.2. Programmatic implications  

The increasing socioeconomic problems related to rising orphanhood calls for increased 
support to such groups.  Support plans for orphans should meet major requirements based 
on their age.  The orphans aged between 7 to 13 years require educational support that 
would enrol and retain them in school.  The youth from 14 to 17 years need a high level of 
social recognition as well educational and psychosocial supports.  In addition, the very 
young children under the age of 6 years require a high level of personal attention and better 
feeding for their survival and development.  In addition to this it will be important to involve 
households hosting these children in  other livelihood promotion programmes. 

3.2.4. Education and literacy 

3.2.4.1. Current situation  
Although primary education is heavily promoted, and has made some forward strides, e.g., 
about 81% of school age children (7 -14 years old) are currently attending school, illiteracy is 
still very widespread among adults in the rural parts of Malawi.  About 41% of the population 
aged above 14 years have had no education and are unable to read and write in any 
language.  Nearly 66% of the illiterate people in this age group are female .   

3.2.4.2. Programme implications  

The high level of illiteracy means that the I-LIFE Consortium will need to develop a variety of 
communication strategies adapted to low and non-literate audiences if they hope to 
successfully promote knowledge and behaviour change, e.g., in food security promotion .  
The behavioural change messages should be simple and not prone to misinterpretation 
resulting from local myths, perceptions and experiences.  In addition, the young school age 
children should also be targeted for literate messages that can integrate food security and 
livelihood issues with their on -going education.  Although adult education is beyond the 
scope of the I-LIFE programme, individual PVOs and the PMU as a collective representative 
of PVOs could advocate for the promo tion of adult literacy interventions by other concerned 
government and non-governmental organizations.   

3.2.5. Common social problems 

3.2.5.1. Current status 

Alcohol abuse, teen pregnancy, robberies, prostitution, domestic violence, violent disputes, 
assaults, substance (drug) abuse, child abuse and vandalism were frequently reported as 
social problems during community interviews.  These social problems were linked to the 
expanding HIV epidemic, to the misuse of household and community resources and as 
sources of human right abuses toward young women and children .   

3.2.5.2. Programme implications  

Community concerns about these issues are widespread, and the programme has a 
significant opportunity to build community strength and good will by incorporating attention to 
these issues.  Advantages for the programme are its widespread extension presence plus its 
mandate to work with vulnerable groups.  It will be important to consider how livelihood and 
public health messages can address social protection and prevention issues.  Community 
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members will need support in the process of the PLA work to identify and seek collaborative 
solutions to address and mitigate harmful social behaviours and practices.   

3.2.6. Local governance and participation  

3.2.6.1. Current status  

There is a substantial level of membership of households in farmers clubs and various 
community based groups focusing on direct support and/or advocacy for vulnerable persons 
(e.g., groups formed on the basis of care and support for the elderly, care and support for 
those affected by HIV , care and support for orphans, care and support for the malnourished, 
livelihood groups on agriculture, credit, natural resources, etc.).  Despite the existence of a  
conducive environment for local governance, the capacity of the rural structures including 
district assemblies remains a constraint in effectively implementing various programmes.  
Most district assemblies have limited technical and specialist staff, they are also constrained 
with transport, office space and equipment including communications (telephones 
disconnected and no e-mail facilities in most offices).  Rural groups feel the need for more 
training on leadership and group dynamics.   

3.2.6.2. Programme implications  

The programme will need to work closely with decentralised elements of the government and 
other poverty reduction initiatives such as the Malawi Poverty Reduction Strategy) for 
promoting the strengthening and competence of various community based organizations and 
development initiatives.  The programme should also use the PLA process to explore 
carefully the existing institutions and structures as local resources, trying wherever possible 
not to unnecessarily create new entities that are programme dependent.   

3.3. Livelihood security  

3.3.1. Utilities, communications, and transport  

3.3.1.1. Current status 
While there are some positive trends showing improvements in key rural facilities, there is 
still a substantial number of villages and residents that have no safe water supply and lack 
adequate access roads leading to rural villages.   

• More than a quarter (28%) of the 104 communities sampled reported that they do not 
have access to safe water  

• Only about half (54%) of the communities can be accessed by all-weather roads 
(graded gravel or asphalt) throughout the year 

• On average, rural residents in the programme areas have to travel one to one and a 
half hours to reach a local market centre and or embarkation point for public transport  

3.3.1.2. Implications  

Poor road conditions contribute to poor access to markets and limit the availability of public 
transport facilities, both of which are important avenues to stimulate the rural economy.  
People in the rural areas of this study have appreciated and utilised food for work and other 
forms of participation in improving their roads and water systems – but the problems are still 
profound.   
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The I-LIFE programme could continue and/or expand the use of Title II food resources to 
support rural participation in improving and/or creating new local infrastructures such as 
roads, market nodes and water supplies.  Well-designed and implemented local participation 
programmes fit with the decentralisation agenda of government and help promote local 
ownership of the community assets.  It also helps facilitate skills transfer for maintenance 
and further replication of the schemes.   
 
Targeting of communities and the choice of different infrastructures should be made by the 
local communities themselves.  In this regard, the programme implementing organizations 
(PVOs) are well positioned to play facilitating and local capacity building roles in their 
proposed PLA strategy for implementation.  Local institutions and government offices are 
also important stakeholders with potentially pivotal roles in supporting the planning, 
implementation, monitoring and evaluation of community infrastructure s and development 
activities.   
 
Meanwhile, there is already some emerging evidence of community dependency on FFW, 
e.g., in the maintenance of roads, and an associated lethargy in self-initiatives in at least 
some communities when and where programme support is not available.  As such, it will be 
imperative that the PLA activities of the programme explore local strategies for coping with 
this kind of threat to local governance and sustainable development.   

3.3.2. Major household livelihoods sources 

3.3.2.1. Current situation  

Crop farming and casual labour are the primary sources of livelihood for the overwhelming 
majority of rural residents in the study area.  Only a few households are making their living 
outside of these activities.  Casual labour is also a commonly used coping strategy for 
households during food shortage periods.  Most of the crop farmers (99%) are dependent on 
a very limited range of crops, chief of which is maize.  Low production diversity contributes to 
low market prices when everyone is growing and selling the same product.   
 
Some irrigation is being done, principally in dambo lands along rivers and natural water 
sources.  However, it seems that by far the majority of this irrigation is being done manually 
with buckets, which severely limits the scale of irrigation and crop production achievable .   

3.3.2.2. Programme implications  
Communities and farmers need better livelihood strategies that are diversified within and 
outside of crop farming.  Promotion of small economic activities such as petty trading and 
artisanship could be potential areas to be explored outside of fa rming.  Likewise production 
of other marketable food crops such as fruits, vegetables, pulses and oil crops supported 
with small scale household and group level irrigation facilities could be another important 
focus of the programme.   
 
Another important area to be explored for livelihood promotion is enhancing marketing 
opportunities for both agricultural inputs and outputs, including careful re-energising of 
collective approaches among farmer groups.  In part, this aspect has been touched under 
infrastructure and transport above, but it also includes other aspects such as credit 
provision, development of business skills, transparent accountability, and improved market 
information systems.   
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3.3.3. Household asset ownership 

3.3.3.1. Current situation  
At the time of this study, the average h ousehold in I-LIFE Program area  owned assets with a 
value of MK 17,173 (or about US $143).  Livestock keeping appears to be the most 
important wealth accumulation strategy, accounting for about 39.2% of the total value of the 
average household assets.  This was followed by tool assets at 37.2% and domestic assets 
at 23.6% of the total mean household asset index value.  Analysis of the distribution of 
wealth in the form of assets at a five percent population gradient suggests that the survey 
households can be grouped into asset rich, asset medium, asset poor and asset very poor.  
Based on this analysis rich households had MK 86,600 mean household asset index; middle 
level was MK 38,100; poor level was MK 17,500 and very poor were at just MK 7,800. 
 
Female-headed households, child -headed households and households with chronically ill 
members are the most asset poor in the study area .  The educational level of household 
heads and number of economically active persons in households are also strongly correlated 
to the household asset index.  Households with literate heads had an average asset index of 
MK 24,369 while the illiterates had MK 15,905.  Households having one economically active 
person had a mean asset index of about MK 11,000 while households with two and more 
active persons had about twice this amount.   

3.3.3.2. Programme implications  
A vital approach for households and communities will be linking the food for work 
programme with household asset creation schemes.  This will help improve livelihood 
security through availing community assets such as roads, irrigation facilities, marketing 
nodes.  In this way, it will be possible to improve the utility gain and enhance  households’ 
resilience against livelihood shocks that are recurring (drought) and newly presenting 
(HIV/AIDS and other chronic illness).  Another strategy to consider for increasing household 
assets would be support to village level asset creation groups linked to  savings from 
proceeds of food for work.   

3.3.4. Extension, credit and market services 

3.3.4.1. Current situation  

In this study, the overall access to extension services by rural households is generally low.  
About 31.3% of households had accessed agricultural extension service in the past 12 
months; 14.1% had received extension services on nutrition and 12.8% on MCH.  Almost no 
or very few households reported accessing extension services related hygiene and 
sanitation, livestock, HIV/AIDS and orphan care, irrigation, and rural marketing .  Households 
described infrequent visits from extension workers, delayed messages, and irrelevant 
messages as problems related to the existing extension services. 
 
Less than 7% of households had received credit services, mostly for agriculture-related 
loans.  High interest rates, insufficient credit amounts, tough collateral requirements and 
overly short grace payment before demanding repayment were leading problems of the 
existing credit services.  Often, the credit services are preferentially accessible to rich people 
rather than being available to the poor. 
 
Smallholder farmers are faced with critical gaps in market information and infrastructure 
constraints that result in high input costs and low output prices.  Low prices, cheating by 
traders, and remotely distant market locations were the leading problems reported by 
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households.  As a result, only 69.5% of the surveyed households indicated that they have 
sold any portion their agricultural produce. 

3.3.4.2. Programme implications  

I-LIFE could work in strengthening existing extension system by building local capacities, 
e.g., through training for Ministry of Agriculture and Ministry of Health on specific technical 
areas to make extension messages relevant to and timely with the needs of the people.  
There is also a need to create and strengthening non-existing or very rare services such as 
HIV/AIDS and orphans care, irrigation development/management, and rural marketing. 
 
The programme should also look in to various ways for improving access to  rural financial 
services.  Strengthen ing existing marketing cooperatives and establishing savings and credit 
groups could the best options in regions where like the I-LIFE programme area where 
microfinance institutions and bigger agricultural marketing enterprises do not consider 
dealing with poor farmers and vulnerable households as a lucrative business.   

3.4. Food security 

3.4.1. Access to food and coping strategies  

3.4.1.1. Current situation  

On average, households face about seven food shortage months per year.  The three 
months period from December to February is especially critical for food shortages; in this 
time more than two-third of households experience food shortages.  Only 14.7% of all 
households had enough food to eat at all times during the year prior to the survey.  A lower 
percentage of female -headed households (12.6%) had enough food throughout the year 
than male-headed households (15.4%).  Chronic illness among household members is the 
leading cause of shortages in the household labour supply.  Shortage of inputs (fertilizer and 
seeds), drought shortage of labour and poor soil fertility are the most important immediate 
factors leading to household food insecurity.   
 
Households use a mix of coping strategies to meet their food requirements during stress 
periods.  Skipping meals (55.8% of households), casual labour (50.7%), limiting portion size 
at meals (44.0%), eating less preferred food (36.6%), giving priority to young children 
(16.1%), and borrowing food or money to buy food (15.8%) were the most frequently used 
household food coping strategies in the 12 months prior to the survey.   

3.4.1.2. Programme implications  

The programme is already focused on food security, which is crucial.  The above profiles of 
coping strategies and lists of contributing problems can help guide PLA discussions that 
work with communities to develop locally relevant and feasible intervention packages to 
address food insecurity. 

3.4.2. Land use and agricultural production 

3.4.2.1. Current situation  

About 97% households in the study area rely on some form of cultivable land.  Average land 
holding available for cultivation per household is 0.83 hectare (ha), ranging from 0.5 to 1.5 
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ha.  In terms of gender, male-headed households tend to cultivate relatively larger holding 
sizes (0.89 ha) compared to female-headed households (0.68 ha).   
 
Regardless of the land size and actual irrigation practices, about 44% of the sample 
households indicated that they have irrigated land.  The responses from the households 
have also indicated that, on average, a household had 0.33 ha irrigated land during the 
agriculture season of year 2004/5 .  Further analysis on the irrigation practice by crop type 
indicated that very few households are applying irrigation for large scale crop production .  
The asset lists and the qualitative da ta suggest that most of the irrigation is being done by 
hauling buckets of water.  This is labour intensive and likely to only be used for selected high 
value crops such as tomatoes, which on the other hand, are also difficult to transport. 
 
Maize is the main crop grown (412 kg produced per farmer on average) followed by 
unshelled groundnuts (303 kg), rice (240 kg), sweet potato (199 kg), and cassava (175 kg).  
Based on this production, the total harvest obtained by all households in study area reaches 
just 1,762 kcal daily per capita, i.e., only about 83.9% of the estimated daily caloric 
requirement.  About one-quarter (24.4%) of the households in the I-LIFE program areas 
were not able to meet their members’ caloric requirements.  Very few female-headed (18%), 
orphan hosting (17%) and households with chronically ill members (9%) could meet their 
members kcal needs. 
 
The overall mean for gross earnings from crop sales is MK 9,690 per household.  The mean 
revenue per household, which has been computed only for the growers of a few common 
crops, indicated that fruits have the highest mean value of sales (MK 16,716) followed by 
industrial and cash crops (MK 15,093).  Cereals have the lowest mean sales value as they 
are predominantly produced for use as own household food.   
 
Above half of the households in the survey area reported that they know about soil fertility 
management using natural fertilizers.  However, there were big gaps in terms of applying 
these techniques to enhance farm productivity.  For in stance, 56.3% of households reported 
having knowledge on compost manure but only 34.5% of them reportedly practiced it.  
Relatively fewer households reportedly know about physical conservation measures such as 
ridging (46%), contour ploughing (40%) and terracing (22%).  Big gaps were reported with 
regard to applying this knowledge to control soil erosion and maintain farm fertility. 

3.4.2.2. Programme implications  

Depending on the existing and future short term realities in rural Malawi, agriculture is likely 
to continue to be the most important sector in the lives of the people where I-LIFE works.  
Thus, it would be advantageous to link most of the development interventions with the 
promotion and diversification crop and livestock production .  Promotion of selected 
marketable food crops such as soya beans, pigeon peas, common beans and sunflower are 
expected to have the greatest success.  These crops are very useful for increasing 
household income from sales and can also improve household food security when 
consumed. 
 
Meanwhile, this baseline survey indicates that productivity in the I-LIFE program area is low 
for most food crops compared with the Malawi and neighbouring countries’ statistics.  This 
suggests that there is potential to improve crop production performance in the program area.  
However, as the program areas are characterized by recurring droughts, poor soils and low 
level of input usage, it would be important to ensure that proposed interventions will have 
potential contributions to overcome these problems.  As such, it may be useful for I-LIFE to 
promote high yielding and drought tolerant varieties of food crops such as maize. 
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3.5. Nutrition and health security 

3.5.1.1. Current situation  

Stunting - High rates of stunting were found, indicating a serious situation and the impact is 
already evident by the time children reach two years of age .  The overall rate of stunting is at 
44.4% (for <-2 Z Score); severe stunting stands at 19.4%.  Multivariable analysis indicates a 
high incidence of stunting in children above 24 months with 6.5 times the risk between the 
ages of 24-36 months and 5.47 times risk above 36 months of age in under-five year old 
children.  The risk of stunting in the 12-24 month old age group is 1.56 times compared to 
ages below 12 months.  The level of severe stunting is comparable to the level of 22% for 
severe stunting in the DHS 200487.  These figures indicate long standing problems with 
chronic food insecurity, related to poor accessibility or utilization of food in program areas.   
 
Underweight - The prevalence of underweight (< -2 Z score) is 20.1%, which is not very 
different from the DHS 2004 result of 22%.  As an intermediate indicator of malnutrition, 
underweight is more pronounced among children aged under 24 months.  It indicates that 
the process of chronic malnutrition starts among the younger children leading to more 
severe consequences (e.g., stunting) at a later age .  These data imply that the greatest 
impact of interventions aimed at preventing malnutrition may be obtained by targeting child 
caregivers and particularly their feeding practices for children less than 24 months of age.   
 
Dietary diversity – using the five recommended food categories for I-LIFE, the mean dietary 
diversity score for children was 1.1, which was low but similar to the rest of the household.  
In most program areas, there is low of consumption of Vitamin A-rich fruits.  Dietary diversity 
does have a statistically significant association with nutritional status (p <0.06). 
 
Exploring the UNICEF conceptual framework for nutrition, the study did not find any firm 
statistical associations between care and feeding practices with nutrition status.  Other 
factors which fall into the framework under underlying causes were explored and also did not 
show any statistically significant association .  These included education of head of 
household, wealth status, food security, earnings from the total produce in the home. 
 
These results suggest that, although food availability and poverty are important underlying 
problems, poor dietary intake may be the major immediate causal problem.  As nutritional 
status is not directly proportional to food security and wealth, it is likely that more availability 
and/or enhancement of wealth and increased productivity will not be the complete answer.  
There may also be a knowledge or behavioural problem. 
 
The results indicate that certain recommended infant feeding practices are already 
recognized, e.g., exclusive breast feeding .  However, there was a technical problem with the 
questions related to complementary feeding, such that the study results on breastfeeding 
prevalence greatly exceed the results of other national figures.  In this study, the data 
suggest 100% exclusive breastfeeding in the very young infants, but according to the 
UNICEF Mid term review report 2004 only 12.2% of women practice exclusive breastfeeding 
up to six months, while 65% of mothers continue to breastfeed their children from 12-24 
months.  Efforts to reinforce the existing knowledge into practice will be important.   

3.5.1.2. Programme implications  

The nutritional data provide a challenge to design long-term recovery strategies to avert 
situations of chronic malnutrition in the future.  The promotion of more food crops, including 

                                                 
87 The rates of stunting (HAZ), wasting (WHZ) and underweight are not greatly different from the DHS data for 1992, 20 00 and 2004.   
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drought-tolerant crops and crop diversification, for example, will help mitigate the impacts of 
droughts but may not be the solution of nutritional problems.  Continued efforts to promote 
dietary diversity are needed and home gardening of high nutrient foods is suggested as area 
of complementary intervention.   
 
There is need for the program to interface with all institutions providing health care to 
effectively seize opportunities for disseminating health information and treatment advice.  
The protocols for care of childhood illnesses will need to be targeted to shop  owners and 
traditional healers who are the major sources of drugs and assistance. 
 
Data about decision making in the household underscores the importance of targeting other 
influential members of the households for behaviour change and child health and nutritional 
educational messages.  Provision of increased information on recommended child health 
and nutritional practices is needed with wide dissemination that targets mothers, grand 
mother, father and sisters, traditional healers, shop owners, market vendors.  If these groups 
are more knowledgeable, it will help to influence positive behaviour change.  Variations of 
specific messages may therefore need to be developed so that each target group is 
addressed effectively.  Additional quantitative research is needed on breastfeeding and other 
related behaviours and it should be designed in such a way that the program can have 
unbiased data on infant feeding practices. 

3.6. Research design and process  

3.6.1.1. Current situation 
While the baseline study was quite successfully designed, implemented and analysed in 
many aspects, it also had some limitations and constraints.  For more details about these 
issues, see Section 1.2.5 of this report about ‘study limitations’.   

3.6.1.2. Programme implications 
There were a number of suggestions arising from meetings with the data collection team 
about ways to ensure a good quality follow up study or to improve for other similar research 
in the future  (including the PLA phase of the programme).  These included:  

 
Content issues  

• Carry out more in-depth data gathering and analysis on local institutions and 
communities.  Look into established but non -functioning groups in communities and 
probe about why they are non-functional.  These issues will fall naturally into the 
coming PLA phase of the programme.    

• Provide further capacity building to reinforce training and experiences of field data 
collectors and programme staff in qualitative research methodologies, including 
analysis skills.   

 
Process issues  

• Develop a clear plan and budget for feedback to communities; be able to share 
information about this plan with the communities at the time of the field study.  The 
partners/PVOs and stakeholders will need to contribute to this part of the planning.   

• Reduce tool size and/or increase time and human resources in order to improve 
capture of information, and to reduce participant and interviewer fatigue.   

• Develop and document a very clear plan for logistical support and coordination 
between teams, PVOs/NGOs and headquarters (PMU and researchers).   
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• Ensure that all persons to be involved in qualitative data gathering have received 
training and supervised practice on qualitative techniques, including note-taking, 
labelling, and data management 

• Give serious consideration to distributing PVO members among all of the districts 
during the data gathering, i.e., use the field study as an opportunity for learning and 
capacity building, as well as reducing the tendency by some PVO staff to influence 
the findings in any way.   

 
Data management issues  

• Ensure that bo th electronic and hard copies of all qualitative data are retained for 
future comparison.  This will mean taking digital images with a camera or a scanner 
for all maps and matrices.   

• Ensure that all stored data, either raw or processed, whether hard copy or electronic, 
is very completely labelled.   

• Ensure that all stored electronic data is copied into at least two locations in different 
buildings.   

• Ensure that there is an inventory list of all of the documents and data available, 
where the documents/data  are located, and any other important essential 
information, e.g., who should have access, passwords for coded/encrypted data, etc.  
This is critical since the baseline is a benchmark study and will need to be repeated 
at the end of the programme.   

• Once there are clean, permanently stored sets of the data and the baseline report 
has been accepted and circulated, then it would be very appropriate to make copies 
of the data set available (after removing any confidential or personally identifiable 
information).  Potential external users of the data would include other NGOs, 
government agencies, and academic institutions, including students with low budgets 
for research who could do secondary analyses on this data.  Rules could be 
established about permissions and citations, but the principle of open sharing and 
capacity building would resound very positively for the programme.   

• Promote inclusion on the programme website for the baseline report, ancillary 
documents and tools produced during the study, and even the data set.   
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4.2. Agricultural production analysis 
Mean kg/HH 

Crop type 
  
% of growers 

Mean area  
planted  
(in ha) Harvest Seed Sold Lose 

Total  
deduction 

Stock for  
consumption 

Productivity  
(kg/ha) 

Cereals  
Maize 98.5 .66 417.5 13.2 32.2 7.9 53.4 364.1 687 
Rice 6.9 .38 254.6 15.1 70.3 3.7 89.4 165.4 840 
Sorghum  5.2 .49 67.7 3.9 2.1 .40 6.6 61.4 229 
Millet 2.7 .36 50.8 5.3 11.4 2.8 19.6 31.1 413 

Mean 99.5%  0.63 377.54 12.51 32.05 7.10 51.66 325.88 657.99 
Oil crops 
Groundnuts 48.5 0.36 302.4 33.0 109.3 2.4 144.7 157.8 1001 
Sunflower 1.5 0.59 324.5 15.8 113.9 0.0 129.8 194.7 834 

Mean 49.8%  0.4 303.8 32.4 110.4 2.3 145.2 158.6 995. 7 
Pulses  
Common beans 17.0 0.50 58.9 6.4 10.4 0.5 17.3 41.6 274 
Cow peas 8.1 0.47 46.2 3.8 7.7 1.1 12.6 33.6 341 
Pigeon peas 21.6 0.53 57.5 3.5 8.1 0.2 11.8 45.7 153 
Soya beans 11.6 0.37 81.4 11.3 44.6 0.1 55.9 25.5 371 

Mean 46.3%  0.63 67.64 6.53 17.06 0.39 23.98 43.66 296.69 
Vegetables and tubers 
Cabbage 1.3 0.28 293.7 23.5 232.7 0.0 256.1 37.5 1846 
Cassava 18.6 0.49 175.1 21.5 40.8 0.9 63.1 112.0 484 
Cucumber 0.2 0.40 25.0 0.0 25.0 0.0 25.0 0.0 62 
Irish potato 2.7 0.40 205.0 20.2 117.3 33.7 171.3 33.7 993 
Mustard 8.9 0.26 44.6 0.8 20.9 2.1 23.9 20.7 302 
Onions 0.7 0.26 41.7 2.6 27.8 11.2 41.6 0.1 281 
Paprika 0.2 0.51 200.0 0.0 200.0 0.0 200.0 0.0 803 
S.  potato 14.9 0.31 201.0 15.4 90.2 5.4 111.0 90.0 892 
Tomato 5.5 0.21 151.8 0.5 138.5 0.9 139.9 11.9 807 

Mean 36.9%  0.37 171.85 13.56 83.23 4.14 100.93 70.92 717.26 
Industrial and cash crops 
Tobacco 12.4 0.39 377.0 3.9 328.2 4.3 336.4 40.6 985 
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Mean kg/HH 

Crop type 
  
% of growers 

Mean area  
planted  
(in ha) Harvest Seed Sold Lose 

Total  
deduction 

Stock for  
consumption 

Productivity  
(kg/ha) 

Cotton 3.0 0.48 253.9 1.5 212.4 8.8 222.8 31.1 611 
Mean 15.3%  0.4 5327.3 3.4 5195.0 5.2 5203.5 123.8 7546.7 

Fruits  
Bananas 6.3 0.67 507.9 1.0 344.8 1.2 346.9 160.9 1010 
Orange 0.4 0.71 111.0 0.0 20.0 0.0 20.0 91.0 726 
Pine apples  0.1 0.40 0.0 0.0 0.0 0.0 0.0 0.0 0 
Pumpkins 3.8 0.47 34.0 1.2 12.8 0.0 14.0 20.1 87 

Mean 9.3%  0.60 318.67 0.98 211.26 0.69 212.93 105.74 659.26 
Other crop  
Sugarcane 0.9%  0.43 345.5 4.5 186.4 0.0 190.9 154.5 1114 
N of producer HH of any one of the crop type = 1231 out of 1237  
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4.3. Indicator performance tracking table  (IPTT) 
RESULTS FRAMEWORK INDICATOR                    

(impact indicators are in bold) Indicator definition & data analysis Baseline data FF05 FY06 FY07 FY08 LOA 88 Data sources, tools, and 
methods 

Frequency of data 
collection 

GOAL Food insecurity of vulnerable rural Malawi households and communities is  reduced 
Baseline/final % of  children age 6-59 months below -2 z score ht/age (stunting)  # of chronically malnourished children 

(below -2z scores) 6-59.99 months 
old/total # of children 6 -59.99 months 
old in target population 

Stunting (HAZ) =   44.4%      Anthropometric survey 
Quarterly thru 
sentinel sites 

Household survey Annual Household coping strategies index (CSI) from C- SAFE 
(This was not included in the baseline as it is a monitoring indicator, 
see the second column from the last) 

# HH using  negative coping strategies 
over total targeted households 

66.7%      
Community monitoring Quarterly thru 

sentinel sites 
Household survey Baseline, mid-term, 

final  
No.  of foods groups consumed by households in last 24 hours 
(dietary diversity scores) 

HH DDS = Total number of types of 
foods consumed by HHs over last 24 
hours/total number of households 
interviewed 
Child DDS = Total number of types of 
foods consumed by children over last 
24 hours/ total number of reference 
children under 24 months of age 

Adults (HH) = 4.8 
 
 
  

 Children under 24 months 
of age = 4 

     

Community monitoring Quarterly thru   
sentinel sites 

STRATEGIC OBJECTIVE 1:  Livelihood capacities of vulnerable groups is protected and enhanced 
Household survey Baseline/final Household asset index  Sum of total  value of productive, 

domestic and livestock assets 
household own over baseline/ total 
number of households interviewed 
 
Value of asset = number of assets X 
unit values 

Productive asset =  
MK 6,393   (US$ 53.3) 

Domestic asset =    
MK 4,044   (US$ 30.0) 

Livestock asset =    
MK 6,728  (US$ 56.1) 

Mean total =            
MK 17,173   (US $143.1) 

     
Community monitoring Quarterly thru 

sentinel sites 

Household survey Annual Average # months of household food security Total number months with adequate 
food supply/total number of households 
interviewed 

Male headed HH =  7.0 
Female headed HH =  6.3 

Both =  6.8 

     
Community monitoring Quarterly thru 

sentinel sites 
IR1.1 Increased agricultural production          

Household survey Value of agricultural production per vulnerable household  
(Only crop production was accounted for) 

amount of production x current market 
value  

Female-headed HH =      
MK 6,241  (US$52) 

HH hosting chronically ill  =  
MK 21,199  (US$177) 

Orphan hosting households 
=  MK 25,237 (US$210) 

All households =        
MK 25,708   (US$214) 

     
Community monitoring  

Annual (probably 
self- report with 
community 
verification) 

% households planting improved varieties Number of households planting Maize =      49%      Household survey Annual 

                                                 
88 LOA = life of activity 



I-LIFE Baseline Study Final report – 1 December 2005 83

RESULTS FRAMEWORK INDICATOR                    
(impact indicators are in bold) Indicator definition & data analysis Baseline data FF05 FY06 FY07 FY08 LOA 88 Data sources, tools, and 

methods 
Frequency of data 

collection 
(considering improved seeds as improved varieties)  improved varieties/ total targeted 

households 
Ground nuts =      26% 
Pigeon peas =      40% 

Cassava =   32.8% 

Community monitoring 

Household survey Baseline/final % households adopting three or more improved techniques  
(Compost manure, kraal manure, fertilizing with crop residue, terracing, 
marker ridges, box ridges, contour ridge, Vetiver grass, mulching and 
agro-forestry are the 10 technologies promoted by the programme) 

Number of households adopting (using) 
three or more improved 
techniques/total targeted households 

56.9% 
  

     
Community monitoring Annually thru 

sentinel sites 

IR 1.2 Rural household incomes increased          
Household Survey % increase in no. of farmers purchasing agricultural inputs  No. farmers purchasing agricultural 

inputs/total number of targeted farmers  
0% 

  
     

Community monitoring  
Baseline, mid-term, 
final  

IR 1.3 Improved infrastructure through Food for Work          
Mean distance of common market centres from community villages89 Sum of all distances between market 

centres and villages/sampled number 
of villages  

1.8 hr walking distance        

STRATEGIC OBJECTIVE 2: Nutritional status of targeted vulnerable groups is protected and enhanced 
% of children aged 6-59.99 months below -2 z score weight for age 
(underweight for population) 

# of underweight children 6-59.99 
months old/total # of children 6 -
59.99months old in target population  

Underweight  (WAZ) = 
20.4% 

     Anthropometric survey Annual 

Survey Average no. meals consumed using 24 hours recall Total # meals consumed by 
households in past 24 hr/total # 
households; disaggregated 

Average number of meals 
consumed by HH = 2.1 

     
Community monitoring 

Baseline, mid-term, 
final 

IR2.1 Improved food utilization within vulnerable households 
Survey No. recommended foods consumed, disaggregated by target groups. 

(Recommended food groups are five  including legumes, vitamin A rich 
fruits, vitamin A rich vegetables, meats, and dairy products)  

Total # of recommended foods 
consumed by target groups within 
household in last 24 hours/# number 
HHs, children or chronically ill under 
consideration 

Household    = 1.7 
Male headed = 1.7 

Female headed = 1.8 
Children = 1.36 

Chronically ill = 1.48 

     
Community monitoring 

Baseline, mid-term, 
final  

IR 2.2 Increased adoption of improved nutrition and complementary health behavior practices by vulnerable groups 
Household Survey % children 6-24 mos. fed appropriate foods # children 6-24 mos. fed appropriate 

foods/# children 6-24 months 
20% 

  
     

Community monitoring 
Annual 

Household Survey % children <6 mos. exclusively breastfed # children <6 mos. exclusively 
breastfed/# ch ildren <6 months 

44%      
Community monitoring 

Baseline, mid-term, 
final 

Household Survey No. healthy practices adopted by households 
(provision of health care, consumption of foods rich in Vitamin A & iron, 
giving more fluid during illness (diarrhoea), appropriate disposal of young 
children’s faeces, sleep children under 5 years under a bed net, wash 
hands with soap after use of toilet and before preparing meals, continued 
breastfeeding up to 24 months, exclusively breastfed up to 6 months) 

Number of recommended practices 
adopted /number of households  

5 out of nine identified 
practices90 

     
Community monitoring 

Baseline, mid-term, 
final 

STRATEGIC OBJECTIVE 3: Improved capacity of community and district institutions to protect and enhance food security 
Food Security Community Capacity Index (from Africare) See annex __ for explanation of 50      Survey Annual 

                                                 
89 This indicator was not in the original IPTT, but is recommended based on findings in the baseline.   
90 The number of health practices seems high.  However it does not indicate whether the households are optimally practicing them.  Thus it requires an operational study to understand the nature and quality of 
practices to come up with best extension strategies to enhance child health, nutrition and care.  
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RESULTS FRAMEWORK INDICATOR                    
(impact indicators are in bold) Indicator definition & data analysis Baseline data FF05 FY06 FY07 FY08 LOA 88 Data sources, tools, and 

methods 
Frequency of data 

collection 
indicator        Community monitoring  

IR 3.1 Improved district and community accountability, transparency, and effectiveness 
Average score improvement (by district and community) Total community score/total number of 

communities; same procedure for 
district average 

N/A       District and community 
scorecards 
(disaggregated) 

Annual 

IR 3.2: Enhanced capacity of civil society to sustain development process  
     Survey Baseline/final Civil society index (disaggregated for CBO and PVO)  (from CARE) Weighted scores on community self-

report for key variables 
50 

       Community monitoring Annually in sentinel 
sites 

CROSSCUTTING IR: Expanded knowledge management to ensure program quality, influence national policy, and sustain development efforts 
Adoption/replication better practices within consortium members electronic form on use of outputs 

published by learning unit (internal) 
0      PVO records  Annual 

Adoption/replication better practices by non-consortium members electronic form on use of outputs 
published by learning unit (external in 
Malawi, potentially through RPU) 

0      Stakeholder review Annual 

No. and types of technical assistance provided by C- SAFE RPU   0      PMU reports Annual 
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4.4. Methodology details 

4.4.1. Sample size determination for baseline survey 
The sample size required for a given survey is determined by its measurement objectives 
and the sampling strategy developed during the design phase.  The explicit objective of the 
I-LIFE baseline survey was to “establish baseline information that will be used as a measure 
of comparison to demonstrate the program’s success in achieving the stated goal and 
objectives, through subsequent evaluations.”  With this aim in mind, the survey was 
designed to measure changes in the final goal indicators that could be reliably reassessed 
over time, i.e., between the baseline and an endline  study.   
 
The sample size for the I-LIFE baseline study was therefore governed by five important 
considerations.  They are as follows: 

• Selection of a core/key indicator related to the programme objectives that the sample 
size determination would be based upon;  

• The estimated initial or baseline value of the core/key indicator and the expected 
magnitude of change in the indicator over the life of the programme (from start to 
end);  

• The desired statistical significance – this refers to the desired degree of confidence 
that any observed changes of the expected magnitude would not have occurred by 
chance;  

• The desired statistical power – this refers to desired degree of confidence that an 
actual change or difference of the magnitude specified above will be detected; and  

• Logistical and financial considerations, which have a particular influence on spatial 
distribution of the ultimate sample unit (HH) in designing cluster sampling strategy.   

 
The first step in determining the sample size was selection of a core/key indicator on which 
to base the sample size calculations and ultimately to measure final goal of the program.  On 
this point, the I-LIFE program IPTT has three important final goal indicators: 

• Nutritional outcome indicator, i.e., stunting  
• Coping strategy index 
• Number of food sufficient months 

 
Each of these indicators occurs at different prevalence levels in the target population; which 
means that each of these indicators would require a different sample size for the study.   
 
As outlined above, the second step is determining the magnitude of expected changes of 
these indicators over time, which in this case was already done by I-LIFE as indicated in the 
IPTT.  Table 68 on the next page summarises the estimated values or prevalence of the 
indicators and the expected changes at the end of the programme life. 
 
The third step was to determine the degree of confidence that detected changes would not 
be random events (statistical significance) and that an actual change or difference of the 
specified indicator value would be detected (statistical power).  The programme chose to use 
the common parameters of 90% level of significance (a) and 80% power (ß)91, values of Za = 
1.282 and Zß = 0.840 were chosen.   
 

                                                 
91 a and ß values used here are with the maximum level of statistically allowable Type I and Type II errors.  That 
means it will not be possible to consider values of this standard parameters below these. 
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Two further parameters included in the calculations were the design effect, D, (set at 2.0 to 
compensate for the use of a two-stage cluster sampling method) and a “security factor” of 
10% that was added to account for attrition and non -response cases.  The following basic 
equation has been applied for the calculation of the sample size. 
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Where, 
n = statistically acceptable minimum sample size per geographic unit of analysis; 
D = design effect (in this case D = 2); 
Z = the standard normal deviation; 
Za = the Z-score corresponding to the degree of confidence with which it is desired to 

be able to conclude that an observed change of size (P2 - P1) would not have 
occurred by chance (a = the level of statistical significance); 

Zß = the z-score corresponding to the degree of confidence with which it is desired to 
be certain of detecting a change of size (P2 - P 1) if one actually occurred (ß = 
statistical power); 

P1 = the estimated level of an indicator measured as a proportion at the time of the 
first survey or for the control area; and  

P2 = the expected level of the indicator either at some future date or for the project 
area such that the quantity (P2 - P 1) is the size of the magnitude of change it 
is desired to be able to detect. 

 
Based on the above parameters and formula, the sample sizes required were calculated for 
the three potential core indicators: stunting = 616 HHs, proportion of food sufficient months = 
130 HHs and CSI = 168 HHs.  These numbers represent the sample size needed per 
geographic unit (e.g., district) where there would be any disaggregated or comparative 
analysis between such units.  Please see the table below for details.  Of the three final goal 
indicators, stunting (as representative of nutritional status among under-five children) 
required the largest sample size  (616 HHs).  By using it as the determining criterion for the 
statistical adequacy of the sample, the other key indicators that needed smaller sample sizes 
were automatically covered by the larger sample needed for the stunting indicator.   

Table 68: Summary of sample size determination computational procedures 
I-LIFE’s Impact Indicators 

Sampling parameters Stunting % of food sufficient months CSI 
P1          (estimated baseline level) 43.00%  39.17%  66.70%  
P2           (estimated endline level) 33.00%  58.33%  50.00%  
P2-P1   (estimated change over time) -10.00%  19.17%  -16.70%  
Za           (Z score at desired statistical significance) 1.282 1.282 1.282 
Zß       (Z score at desired statistical power) 0.840 0.840 0.840 
D        (design effect) 2 2 2 
Security factor (contingency) 10.00%  10.00%  10.00%  
Probability of getting at least one under five 
child per HH  75.00%    
(Za + Zß)2  4.503 4.503 4.503 
P1(1-P1)  0.245 0.238 0.222 
P2(1-P2)  0.221 0.243 0.250 
(P2 -P1)2   0.010 0.037 0.028 

Number of HHs  616 130 168 
 
The fourth and last step is determining cluster size.  To reduce cost and time with an 
acceptable level of corrections for design effect (D), the sampling employed the probability-
proportional-to-size (PPS) cluster sampling strategy to select the ultimate sample units, 
which in this case were households.  This sampling strategy involves two strata – villages 
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(as clusters) and households – in the course of field implementation.  The PPS strategy 
provides greater chance s of selection for clusters with larger sample units, number of 
households, than with smaller clusters.  In order to apply the PPS procedure , a sample 
frame of clusters with measures of size (number of household) should be available or 
developed in advance of the final sample selection.   
 
Based on this strategy, the last task is to determine the geographic level of analysis of 
different indicators for various needs of stakeholders, considering cost and time to complete 
data collection from the sample area.  The PMU and PVOs realised that disaggregating data 
for this baseline by district would be too costly and agreed to report all data by programme.  
However, to  meet specific needs of the PVOs, it was decided to choose coping strategy 
index and percentage of food sufficient months for district level disaggregation of data while 
keeping stunting at programme level.  Thus, a minimum of 168 households should be visited 
in each of the seven programme implementation districts. 
 
Considering 15 clusters per district and 12 households per clusters, finally sample size was 
determined and rounded-off to be 180 households per district. In doing so the sample size 
required for analysing the child anthropometry data by programme and % of food sufficient 
months by district would be possible.  

4.4.2. Sampling units and sampling plan 
Based on the sampling strategies outlined above and  primary data sources for this survey 
the implementation of sampling plan was carried using standard procedure by classifying the 
sample units into three: 

• The primary sampling unit is the community/village (cluster).   
• The secondary sampling unit is the household 
• The third sampling unit is the reference child.   

 
The list of communities for selecting the primary sampling units (clusters) was provided to 
the I-LIFE baseline survey consultants’ team by the PMU.  The consultants reviewed the lists 
for their consistency in defining villages, as the data had come from many different 
Traditional Authorities.  Where necessary, the consultant team asked the PMU and PVOs to 
clarify and make some adjustments on these data.  After this, the consultants oriented the 
PMU staff on randomization and selection of the final list of survey communities using 
Probability Proportional to Scale (PPS).  In this case, the total number of households in each 
community (cluster) was used to assign the scale. 
 
The secondary sampling units, households, were selected from the sample clusters at field 
level by the enumerators and field supervisors.  The households to be interviewed were 
identified using the household list for the cluster site, a random number table, and a cluster 
specific sampling interval.  The list of sampled households was given to the PVOs for 
making appointments before the data collection teams went out to the villages.  The original 
list of households containing the name of all household heads were collected by the PVOs 
before the data collection team arrived to the districts.  PVO staff acting as mobilisers 
notified the selected communities and households that the team of enumerators would be 
coming to their villages to do survey interviews and measure the weight and height of one 
child per household.   

4.4.2.1. Methodology for random selection of households  

The following step-wise instructions were given to the data collection team to select 
households for interview: 
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1. The household lists obtained for each cluster site must be updated by the PVOs at 
time of visit to the cluster and before the data collection team goes to the community.   

2. Once the PVOs are assured that they have a list which includes all households in 
each village (including female and child headed HHs as well as those headed by 
men), random selection of the households can begin.   

3. The sampling interval is calculated by taking the total sum of households listed in that 
cluster site and dividing that number by the number of households to be selected 
from the cluster (in the case of the I-LIFE baseline, the number of households per 
cluster is 15 per district).  Two decimal places should be retained on the sampling 
interval number calculated (e.g., 101 households in the village /15 household cluster 
size = 6.8 sampling  interval).   

4. A random number between 1 and the cluster specific sampling interval is then 
selected.  The random number can be selected from a random number table, or by 
simply asking the person in front of you to state the first number he/she can think of 
between 1 and the sampling interval.  (In this example, any number between 1 and 6 
would be possible). 

5. The random number selected is the first random household selected (Let’s say the 
random number of 4 is selected). 

6. The second random household is selected by adding the sampling interval to the 
number associated with the first random household selected (4+6.8=  10.8).  In this 
case 10th HH in the list will be selected. 

7. The third random household is selected in the same way: by adding the sampling 
interval to the number associated with the second random household selected (10.8+ 
6.8 = 17.7).  In this case the 17 th HH will be selected as the third sample. 

8. When performing these calculations, it is essential that two decimal places be kept 
for each number genera ted.  This helps to ensure that the household list will contain 
enough households for selection of the required number of households, without going 
through the list a second time.   

9. For selection of the random household, however, the numbers derived by calculation 
should never be rounded up.  It is the non -rounded whole number that should always 
be taken as the random household selected.  (In the examples above, the second 
and third households selected would be household numbers 10 and 17).   

10. This method of adding the sampling interval to the number associated with the last 
random household selected should continue until all 15 households for the cluster 
have been selected.  By the time all 15 households have been selected, the bottom 
of the household list should have been reached.  It should never be necessary to 
move back up to the beginning of the list to continue selection of the households.  If 
this happens, start over; a mistake has been made. 

4.4.2.2. Methodology for random selection of under five children 

When an enumerator finally arrives at a household, he /she may or may not be confronted 
with the need to select a third sampling unit.  The enumerators will have to do so only if there 
is more than one child of the desired age ranges (6 -59.99 months) in that household.  In the 
case there is only one child in the 6-59.99 months age range, then that child is automatically 
selected as the reference child for the HH.  In cases where there is more than one child in 
the desired age range in the household, then the re ference child should be selected using a 
random assignment technique.  The name of each child 6-59.99 months old will be written 
on separate pieces of paper and then one paper will be selected at random.  It is very 
important that this random assignment be  done properly to avoid any systematic bias such 
as always choosing the older child, or the younger one.  If there is no child aged 6-59.99 
months in the household, the questionnaire should still be carried out, except for the 
modules related to the health  and nutrition of the reference child.   
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4.4.3. List of sample clusters (villages) 
PVO: THE SALVATION ARMY DISTRICT: PHALOMBE (1) 
# TA GVH  Villages # HHs # sample HHs Visit date92 

01 Kaduya  Chabuka  Mukathe 75 12 14-Jun-05 
02 Kaduya  Chabuka  Makina 48 12 14-Jun-05 
03 Kaduya  Chimbalanga Luka  35 12 15-Jun-05 
04 Kaduya  Maoni Kathumba 158 12 15-Jun-05 
05 Kaduya  Maoni Maloya 136 12 16-Jun-05 
06 Kaduya  Nalingula Njumwa 201 12 16-Jun-05 
07 Kaduya  Namalima  M'mwala 117 12 17-Jun-05 
08 Kaduya  Nampinga Mandawala  25 12 17-Jun-05 
09 Kaduya  Nyezelera Nyezelera 298 12 20-Jun-05 
10 Kaduya  Nyezelera Khamula  229 12 20-Jun-05 
11 Kaduya  Nyezelera Njaya  98 12 21-Jun-05 
12 Chiwalo  Chiwalo Mutcheza 31 12 21-Jun-05 
13 Chiwalo  Mpinda Tezanga 27 12 22-Jun-05 
14 Chiwalo  Nambera Makwinja 46 12 22-Jun-05 
15 Chiwalo  Ntemanyama  Kadakhwa 45 12 23-Jun-05 

    Total HHs 180  
PVO: EMMANUEL INTERNATIONAL DISTRICT: MANGOCHI (2)  
# TA GVH Villages # HHs # sample HHs Visit date 

16 Bwananyambi Masuku school Mkwesa 196 12 14-Jun-05 
17 Bwananyambi Masuku school Mkumbira 74 12 14-Jun-05 
18 Bwananyambi Masuku school Namoli 166 12 15-Jun-05 
19 Bwananyambi Nampingula sch Njale 377 12 15-Jun-05 
20 Bwananyambi Nampingula sch Mkumba 602 12 16-Jun-05 
21 Chowe Chowe admarc Chowe2 723 12 16-Jun-05 
22 Chowe Kalonga admarc Chikata 262 12 17-Jun-05 
23 Chowe Kalonga admarc Mitawa 2 180 12 17-Jun-05 
24 Chowe Malindi admarc Chimbende 507 12 20-Jun-05 
25 Chowe Malindi admarc Matenganya 483 12 20-Jun-05 
26 Chowe Malindi admarc Dimu Bera 163 12 21-Jun-05 
27 Chowe Mase Kawinga 444 12 21-Jun-05 
28 Chowe Mase Saimoni 133 12 22-Jun-05 
29 Chowe Ntuwa school Majombe 92 12 22-Jun-05 
30 Chowe Ntuwa school Simba Alli 48 12 23-Jun-05 

    Total HHs 180  
PVO: CARE  DISTRICT: LILONGWE (3)  (one team)  
# TA GVH Villages # HHs # sample HHs Visit date 

31 Chitekwele Mtambwa Mkuluzika  19 12 13-Jun-05 
32 Masula Chapsinja Mafikeni 48 12 14-Jun-05 
33 Masula Chiseka Mtedza Kumikuyu  36 12 15-Jun-05 
34 Masula Kaluwira Mchinjika 80 12 16-Jun-05 
35 Masula Kwanji Madodo 45 12 17-Jun-05 
36 Masula Mkozomba Chalamwa 23 12 18-Jun-05 
37 Masula Ng'ombe Gocho 17 12 20-Jun-05 
38 Masumbankhunda Bongwe Chipochongo 39 12 21-Jun-05 
39 Masumbankhunda Mkhwakwata  Kayedzeka 45 12 22-Jun-05 
40 Masumbankhunda Nkhuma Nkhuma 55 12 23-Jun-05 
41 Mazengera Chauwa Mkombero Kunsi 33 12 24-Jun-05 
42 Mazengera Kaphala Mbayila 28 12 25-Jun-05 
43 Mazengera Matapila Mlikha Kuntu 45 12 27-Jun-05 
44 Mazengera Namulera Ndayima 39 12 28-Jun-05 
45 Chitekwere Chilu Kasonda Kunsi 8 12 29-Jun-05 

    Total HHs 180  
PVO: AFRICARE DISTRICT: NTCHEU (4)   (one team)  
# TA GVH Villages # HHs # sample HHs Visit date 

46  Ganya  Chale    Chale1               143  12 14-Jun-05 
47  Ganya  Chifwiri   Nandaya                 61  12 15-Jun-05 
48  Ganya  Chimpuza   Kadam`manja                 37  12 16-Jun-05 
49  Ganya  Kambewa   Mchokera- masasa                 30  12 17-Jun-05 
50  Ganya  Kamphulusa   Kambadya               104  12 18-Jun-05 
51  Ganya  Kulanga   Kasadzu                 93  12 20-Jun-05 
52  Ganya  Mkumphira   Nadimba               245  12 21-Jun-05 
53  Ganya  Mnkhwani   Chitsulo 1               183  12 22-Jun-05 
54  Ganya  Piriwiza   Malileachile                 78  12 23-Jun-05 

                                                 
92 Actual dates in the field may have varied slightly from this proposed programme 
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55  Ganya  Zande   Kankhombe                 51  12 24-Jun-05 
56  Kwataine  Chikapa    Hambahamba 2                 20  12 25-Jun-05 
57  Kwataine  Kalimwayi   Chagomerana                 47  12 27-Jun-05 
58  Kwataine  Masitimale   Zaole               108  12 27-Jun-05 
59 Phambala  Bwese   Bwese 3                 43  12 28-Jun-05 
60 Phambala  Hauya   Ziumilenji                 34  12 28-Jun-05 

   Total HHs 180  
PVO: Lilongwe CADECOM   DISTRICT: MCHINJI (5)   
# TA GVH Villages # HHs # sample HHs Visit date 

61 Dambe Chalunda Diti 101 12 14-Jun-05 
62 Dambe Chalunda Kamenya 157 12 15-Jun-05 
63 Dambe Chalunda Chiwasa 117 12 16-Jun-05 
64 Dambe Chimwala Kunkwala 81 12 17-Jun-05 
65 Dambe Kakunga Kakunga 99 12 18-Jun-05 
66 Dambe Kakunga Kalumphamkwina 65 12 20-Jun-05 
67 Dambe Mphanda Chiphesi 198 12 21-Jun-05 
68 Dambe Mphanda Mphanda 471 12 22-Jun-05 
69 Dambe Mphanda Kasanda 122 12 23-Jun-05 
70 Dambe Mphanda Sendeza 235 12 24-Jun-05 
71 Mkanda Chisamba Mbizi 57 12 25-Jun-05 
72 Mkanda Matuwamba Mpazi 55 12 27-Jun-05 
73 Mkanda Mkanda Mkanda 269 12 27-Jun-05 
74 Mkanda Mkanda Malungo 149 12 28-Jun-05 
75 Mkanda Mwase Kanjiwo 49 12 28-Jun-05 

   Total HHs 180  
PVO: WORLD VISION MALAWI DISTRICT: THYOLO (6)   
# TA GVH Villages # HHs # sample HHs Visit date 

76 Changata  Chagunda Chagunda 542 12 14-Jun-05 
77 Changata  Chagunda Namalanga 185 12 14-Jun-05 
78 Changata  Kuweluza Kweluza 2 2,980 12 15-Jun-05 
79 Changata  Nkalozwa Nkalozwa 569 12 15-Jun-05 
80 Changata  Nkhaka Kapota 235 12 16-Jun-05 
81 Mbawela Khuguwe Nchenga 649 12 16-Jun-05 
82 Mbawela Mbawela Kamba 630 12 17-Jun-05 
83 Mbawela Salijeni Nyalugwe 650 12 17-Jun-05 
84 Mbawela Salijeni Ligogodogwa 360 12 20-Jun-05 
85 Mbawela Sandama  Matekenya 385 12 20-Jun-05 
86 Mphuka Chikunkhu Mphera 242 12 21-Jun-05 
87 Mphuka Mpino Thawani 389 12 21-Jun-05 
88 Nsabwe Chipho Chipho 1 321 12 22-Jun-05 
89 Nsabwe Mzundu Nthadana 376 12 22-Jun-05 
90 Nsabwe Nkhataombere Nkhataombere 670 12 23-Jun-05 

    Total HHs 180  
PVO: SAVE US DISTRICT: DEDZA (7)  
# TA GVH Villages # HHs # sample HHs Visit date 

91 Chauma Gonkho Kabindiza/Majasi/Andalasoni/Isake  54 12 14-Jun-05 
92 Chauma Kuchombe Masinja 24 12 15-Jun-05 
93 Chilikumwendo Chamangwana Kalambo 32 12 16-Jun-05 
94 Chilikumwendo Kalipande Kaachitsa/Chimbalu 24 12 17-Jun-05 
95 Chilikumwendo Kapikira Mnjerema Kansepa 80 12 18-Jun-05 
96 Chilikumwendo Masinja Kamangazula 65 12 20-Jun-05 
97 Chilikumwendo Mphanyama Mphanyama 78 12 21-Jun-05 
98 Chilikumwendo Songwe Chisambaoyera 23 12 22-Jun-05 
99 Tambala  Muyowe Mdindo II  29 12 23-Jun-05 

100 Tambala Chambala Kainja 70 12 24-Jun-05 
101 Tambala Kudembe Kainja II/Kudembe 102 12 25-Jun-05 
102 Tambala Mikoche Mwanawe 35 12 27-Jun-05 
103 Tambala Mlolo Mpeta  27 12 27-Jun-05 
104 Tambala Napwanga Kasauka 21 12 28-Jun-05 
105 Tambala Tambala Tambala/Mtukula/Msoka 209 12 28-Jun-05 
  Total HHs 180  

4.4.4. People interviewed at district level  
Lilongwe 

# Name Title 
1.  Mr. Magela District Commissioner’s Office 
2.  Mrs. Mtembezeka District Agriculture Development Officer  
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3.  Mrs. Kandulu MCH Coordinator 
 
Thyolo District 

# Name Title 
1.  Mr. Ernest Kaphuka Director of planning & Development 
2.  Mr. Wesley O. Lungu District Agriculture Development Officer 
3.  Mr. Thombozi District Commissioner 
4.  Mr. Bakali District Health Officer 

 
Mchinji 

# Name Title 
1.  Mr. Solani Mhango UNDP Volunteer 
2.  Mr. Mpeniuwawa District Agriculture Development Officer  
3.  Mr. Banda District Health Officer 

 
Dedza 

# Name Title 
1.  Mr. Mzamu Director of Planning and Development 
2.  Mr. Kamlomo Acting District Agriculture Officer 
3.  Mr. Kasiya Acting District Health Officer 

 
Mangochi 

# Name Title 
1.  Mr. Suzgo Mzumala District Health Officer 
2.  Mr. P.H.D. Kandoje District Agriculture Development Officer 
3.  Mr. Manyetera District Commissioner’s Officer 
4.  Mr. Chipeta Director of planning & Development 
5.  Mr. Chiona Director of Public Works 

 
Phalombe 

# Name Title 
1.  Mr. Gondwe DPD  
2.  Mrs. Chikhozi Representative from the District Agriculture Office 
3.  Mr. Simbi IEC Officer 
4.  Mr. Chongwe District Commissioner 

 
Ntcheu 

# Name Title 
1.  Mr. Hamis Tuabi District Commissioner 
2.  Dr. Ngoma District Health Officer 
3.  Mr. Grey Mkwanda Director of planning and development 
4.  Mr. Roy Kwelepeta District Agriculture Officer 

4.4.5. Timeline for I-LIFE baseline study 
Date Activity Main Location Responsible party 
 February to June • Design preparation  PMU  PMU/Baseline  Planning Committee  
1 to 5 June • Finalise design  PMU Consultants with PMU/PVOs  
6 to 11 June • Training and pre-testing Capital City Motel Consultants 
13 June to 1 July • Data collection 7 PVO districts Data collection team And Consultants 
20 June to 15 July  • Data entry and cleaning PMU Data entry team and consultants 
12 July to 30 August • Data analysis  PMU Consultants 
21 to 22 July  • Debriefing baseline findings, preliminary Lilongwe Consultants 
21 to 22 July  • Qualitative data analysis Lilongwe Consultant/I-LIFE Staff 
23 August to 20 September  • Report writing and feedback Lilongwe Consultants with input from PMU/PVOs  
29 September • Final debriefing  Lilongwe  Consultants 
1 October to 15 November • Final editing and writing  With consultants  Consultants  



I-LIFE Baseline Study Final report – 1 December 2005 92

4.5. Teams/groups participating in the study  

4.5.1.1. Baseline planning committee  
Name  Organisation  Role  Contact  
Bena Musembi PMU I-LIFE Head of Programming & Learning Unit bmusembi@ilifemalawi.org 
Daniel Kanyerere WVI I- LIFE Program  Manager danielkanyerere@wvi.org 
Duncan Kochelani CARE M& E Coordinator  duncank@caremalawi.org 
Hyghten Mungoni Africare Program Manager hyghten@africaremalawi.org 
Jennifer Lentfer CRS/PMU M&E Technical Advisor jlentfer@crsmsalawi.org 
Kathryn Lockwood CRS Health and nutrition Manager klockwood@crsmalawi.org 
Mathew Mphande TSA Program Manager m -mphande@sdnp.org.mw  
Mercy Masoo CARE Program  Manager mercy@caremalawi.org 
Paulo Chiziwa SCUS Food Security Coordinator saveusemergency@sdnp.org 

4.5.1.2. Field teams for I-LIFE BLS – by district  
Name  Roles in the study  Organization District  
Aaron Lewani   Notetaker  World Vision Int’l (WVI) Thyolo  
Amon Kabuli   Team leader, qualitative facilitator  PMU Dedza  
Autile Sanyila Enumerator  External Thyolo  
Babara Chimasula  Notetaker  The Salvation Army (TSA) Phalombe  
Biso Kaima  Team leader  PMU Phalombe  
Builder Polisi Enumerator  TSA Phalombe 
Charles Magola   Qualitative facilitator  External Mchinji 
Chimwemwe Mkandawire Enumerator  External Thyolo  
Chris Mhoni   Qualitative facilitator  CARE Mangochi 
Clanford Chirwa Enumerator  Save Mangochi 
Clement Kapulukira   Team leader  CADECOM/CRS Mchinji 
Ella Kayira Enumerator  External Mchinji 
Ella Kumitete   Team leader  WVI Thyolo  
Emma Budalla Enumerator  External Mangochi 
Esnart Chunda Enumerator  External Phalombe  
Eston Malili Enumerator  External Ntcheu 
Ethel Luhanga Enumerator  External Lilongwe  
Everson Kalonga   Team leader  Africare Ntcheu 
Frank Mwenechanya   Notetaker  External Dedza  
Gibson Jere   Team leader  External Mangochi 
Gladys Zimba  Qualitative facilitator  PMU Lilongwe  
Gloria Chisuse Enumerator  EI Mangochi 
James Phiri   Enumerator  External Ntcheu 
Jeremiah Kamphasa   Team leader  WVI Thyolo  
John Chapalapata Enumerator  Save Dedza  
Josep h Chida   Team leader  EI Mangochi 
Joseph Kacheche Enumerator  External Dedza 
Lucy Maseko Enumerator  PMU Lilongwe  
Lutamyo Mwamlima   Qualitative facilitator  External Thyolo  
Manondo Msefula  Team leader  CARE Lilongwe  
Matthews Chilambo Enumerator  Emmanuel International (EI) Mangochi 
Mercy Phiri Enumerator  External Phalombe  
Micheal Chitekwe Enumerator  External Thyolo  
Modetsa Mlia Enumerator  External Dedza  
Mphatso Mapemba   Notetaker  PMU Mchinji 
Noel Jekemu Enumerator  External Phalombe  
Norias Kayira  Qualitative facilitator  CRS Ntcheu 
Peace Mthekana  Qualitative facilitator  Save Phalombe  
Pelani Ngwira Enumerator  Africare Phalombe  
Peter Nkhoma  Qualitative facilitator  External Mangochi 
Prisca Waluza  Enumerator  External Dedza  
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Semine Nyirenda   Qualitative facilitator  External Lilongwe  
Taonga Nyirenda Enumerator  Africare Ntcheu 
Tisungeni Zimpita Enumerator  External Thyolo  
William Dothi  Team leader, qualitative facilitator  Save Phalombe  
 
Logistical co-ordinators and drivers for the fieldwork  
Name  Role in the study  Organization 
Daniel Mahete Co-ordinator  EI 
Dick Mataka Co-ordinator  TSA 
Edward Nyama Co-ordinator  CADECOM  
Hannock Chafulumira Co-ordinator  CARE 
Isaac Sangweni Co-ordinator  SAVE 
Julius Nkomaula Co-ordinator  Africare 
Lyton Vasulu Co-ordinator  WVI 
Charles Msanjama Driver  CADECOM  
Chrispin Saeluzika Driver  SAVE 
Ibana Silika Driver  EI 
Lenard Sewani Driver  TSA 
Lezian Nzerummawa Driver  Africare 
Limbani Mchakama Driver  WVI 
MacDauf Driver  CARE 
Patrick Hiwa Driver  CRS 
Rhodius Simbizi Driver  PMU 
Roy Mdechi Driver  PMU 

4.5.1.3. Data management team  
Name Role  
Angela Msosa Data manager 
Ishmael Misinga  Data entrant  
Romas Chirwa,  Data entrant  
Ernest Titus Matewele Data entrant  
Misheck D. Mtaya  Data entrant  
Wadson Muluka  Data entrant  
Grace Kamputa  Data entrant  
Lily Mistone Banda  Data entrant  

4.5.1.4. Participants in analysis workshop – July 
Name  Organisation  
Aaron. K. Lewani World Vision 
Babara Chimasula TSA 
Bena Musembi PMU 
Biso Kaima PMU 
Blessings Lungu Ntcheu District Assembly 
Chris Mhone CARE 
Daniel Kanyerere World Vision 
Edward Litta World Vision 
Francis Lwanda CARE 
Francis Zande CARE 
Grace Kamba Africare 
Isaac Sangweni SCUS – DEDZA 
Jones Chimpukuso EI 
Josephy Chida EI Malawi 
Kathryn Lockwood CRS 
Livingstone Chiona Mangochi District Assembly 
Lucy Maseko PMU 
Maggie Mzungu Africare 
Malango P. Chipula LL District Assembly 
Mathews Mphande TSA 
Mohammed Idris  SCUS-LLW 
Mphatso Mapemba PMU 
Obed Mwalughari Phalombe District Assembly 
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Paulo Chiziwa SCUS-LLW 
Prince Kapondamgaga World Vision 
Scott McNiven PMU 
Sebastian Jayasuriya PMU 
Solani D. Mhango Mchinji District Assembly 
Sosten Nyoni CADECOM 
Wadson  Shadfrick Muluka Concern World Wide Malawi 
Yahannes Antonyo CRS 
Mulugeta Tefera Consultant 
Richard Kachule Consultant 
Charles Chasela Consultant - UNC 

4.5.1.5. Final debriefing workshop participants – 29 September  
Name Organization Email Contact 
Aaron Lewani WVI-M&E Coordinator aaronlewani@yahoo.co.uk  
Alex Mwase CRS Blantyre amwase@crsmalawi.org;   
Alice Gomonda CMU -Monitoring Officer agomonda@ilifemalawi.org 
Amon Kabuli PMU Program Officer (M&E) akabuli@ilifemalawi.org 
Bena Musembi PMU-Head of Programming bmusembi@ilifemalawi.org  
Buoyson Kumbani Africare-Coordinator africarenu@sdnp.org.mw  
Chris Mhone CARE-Institutional Development Coord.  chris@caremalawi.org  
Christopher Chimangafisi Emmanuel International  (EI) chimangafisi@yahoo.com 
Clement Kapulukira CADECOM - Logistics Officer ckapulukira@yahoo.co.uk  
Daniel Kanyerere WVI-Food Security Coordinator daniel_kanyere@wvi.org 
Daniel Mahete (EI) danmahete@yahoo.com 
Dick Mataka TSA-Program Manager sa-projects@malawi.net 
Dziko Chatata CARE-M&E Coordinator Dziko@caremalawi.org  
Edward Nyama CADECOM -Program Coordinator enyama@malawi.net 
Eric Matiti  CMU -Monitoring Officer ematiti@ilifemalawi.org 
Everson Kalonga Africare (M&E) everson@africaremw.org 
Geoffrey Nkata WVI-Capacity Building Coordinator  
Gladys Zimba PMU-Program Officer (M&E) gzimba@ilifemalawi.org 
Grace Kamba Africare- H&N Manager gracedora@africaremw.org 
Hannock Chafulumira CARE-Marketing & Enterprise Coord. hannock@caremalawi.org 
Hazel Kantayeni CARE-H&N Coordinator hazel@caremalawi.org 
Helen Jones  EI-Program Director zomba-ei@sdnp.org.mw 
Ian de la Rosa CRS-Head of Programming idelarosa@crsmalawi.org 
Jennifer Lentfer CRS-M&E Technical Advisor jlentfer@crsmalawi.org 
Jones Chimpukuso EI-Program Coordinator liwondeei@sdnp.org.mw 
Joseph Chida EI-Team Leader liwondeei@sdnp.org.mw  
Julius Nkomaula Africare-Program Manager africarenu@sdnp.org.mw  
Kathryn Lockwood CRS-H&N Manager klockwood@crsmalawi.org 
Lesley Holst SCUS-HIV/AIDS Advisor lholst@llmalawi.savechildren.org 
Lionel Lajous  CRS/CMU lljous@ilifemalawi.org 
Lucy Maseko PMU- Program Officer (M&E) lmaseko@ilifemalawi.org 
Lyton Vasulu WVI Lyton_vasulu@wvi.org 
Maggie Mzungu Africare –Program Manager maggie@africaremw.org 
Martin Chirambo TSA-M&E Officer sa-projects@malawi.net 
Mary Kandikole-Mpinda SCUS-H&N Manager mtkandikole1@yahoo.com  
Matthews Mphande TSA m -mphande@sdnp.org.mw  
Michael Botting EI- M&E Officer liwondeei@sdnp.org.mw 
Mohammed Luqman CARE -Commodity Manager luqman@caremalawi.org 
Mphatso Mapemba PMU-Program Officer (M&E) mmapemba@ilifemalawi.org 
Norias Kayira CRS (SPO) nkayira@crsmalawi.org 
Scott McNiven PMU-Program Director smcniven@ilifemalawi.org 
Sebastian Jayasuriya PMU-Deputy Director sjayasuriya@ilifemalawi.org 
Timothy Singano TSA-Ass. HIV/AIDS PM sa-projects@malawi.net 
Venansio Chome CADECOM -APO hbc@malawi.net  
Wales Magumbi SCUS wmagumbi@yahoo.com 
William Dothi SCUS-M&E Manager blkrelief@sdnp.org.mw  
Mulugeta Tefera Consultant indak@ethionet.et 
Richard Kachule Consultant richardkachule@yahoo.com  
Charles Chasela Consultant - UNC Charles -chasela@unclilongwe.org.mw  
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4.6. List of associated products for this study 
All of the following intermediate product documents are available with the I-LIFE PMU as 
electronic files:    
§ Training manual - includes the tools/instruments used for data collection in the field  
§ Operations manual  
§ Qualitative analysis process note 
§ Debriefing and interpretive analysis workshop report (July) 
§ Final debriefing workshop report (Sept)  [in process] 

 
In addition, there is a very large set of electronic documents downloaded from the web that 
constitute a reference library on food security, livelihoods and related issues, with a special 
emphasis on Malawi.  This library is accessible at the PMU for I-LIFE.   
 
The compiled and cleaned quantitative data set, stored in SPSS format, is available through 
the PMU for selected follow-up studies, as well as comparison in the endline study.  The 
qualitative data is saved in a Word format, and is also stored with the PMU.   
 
 
 
 
 


