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Summary

This report is based on a rapid assessment comtlirc@ecember, 2008 to ascertain the levels
of malnutrition in Lusaka urban. It was a crosstise@l descriptive survey that was aimed at
establishing factors that have led to an increasender five year old malnutrition admission
rates at the University Teaching Hospital. The gtwhs undertaken following reports that
during the period of August-October, 2008, the dasel of severe malnutrition admissions to
the University Teaching Hospital (Ward A07) had gdreyond seasonal trend with an average
of 15 admissions daily making. This situation hagutted in overcrowding of the ward leading
to children sharing beds (cots); on average 2-Bliin shared a cot. In addition, the mortality

rates among these admitted children were repooteé &as high as 40-50 percent.

A desk assessment into this situation revealed ttteaimajority of the admitted children were

referred from Kamwala, Kanyama, Matero Referenod, @hawama Health Centers. Based on
this, the National Food and Nutrition Commissiowml gartners conducted this rapid assessment
to ascertain the nutrition situation in these seuareas of Lusaka urban as well as the factors

that had led to this high increase in admissions.

Subjects and methodsOnly households with children aged (0-59) monthsawecluded in the
sample. The lists of Neighborhood Health Commi#Zeaes which were the primary sources of
the children were randomly selected in each of rgeted residential areas (Chawama,
Kanyama, and Matero referral, George, Chazangapathiand Kamwala). Based on the
assumption that acute malnutrition (wasting) is phenary nutritional outcome of interest, a
sample size of 640 children 0 to 59 months of ags wealculated. Semi structured household
guestionnaires were administered in each of tlgetad residential areas to collect the data from
mothers/ caretaker of children at household leBeth qualitative and quantitative data was
collected. Data was entered in Epi info version &l analysis was performed using Anthro,
2005 and SPSS version 12.



Results and Discussionl.2 percent children were severely malnourishedi@if-for-height),
24.1 were severely stunted (Height-for-age) andp@rsent were severely underweight (Weight-
for-age). Although these children were not in htapithe risks associative with severe

malnutrition are immense.

Variations in the Prevalence’s of wasting, stuntamgl underweight across the eight residential
assessment areas were noticeable. ANOVA revealtdhb place of residence of a child had
significant (P<0.05) effects on anthropometric nueasients and indices. This means that living
in a particular residential area determined theitnanal status of a child. Chipata and Kamwala
residential areas had prevalence’s of stunting @8 percent among the male children. At the
same time, moderate malnutrition was also highrethhe same areas among female children. A
higher proportion of these children came from homadgere parents had higher levels of
education and in formal employment. Severe forrmafnutrition, were found in homes where
the head of household was in formal employmens ot immediately clear why this is so, but
more in-depth sociological and anthropological ®sdneed to be done. However, the
prevalence’s found in this study except for Heifgintage were within the WHO acceptable

levels.

Conclusion: The data presented in this study confirms that aabildren aged between 6 and
59 months, there is no critical severe wastinggmeand that stunting and underweight are the
main problems of concern. The higher admissionsedMere malnutrition in the University
Teaching Hospital AO7 ward would be attributed theo factors including system failure in the

management of malnutrition both from primary heakline clinics to tertiary level.

Recommendations:
Community Level
* There is a great need to strengthen the refersaésyin the management of malnutrition
from community to all levels of management
* There is need to put in place motivation policy tbe cadre conducting active case

finding



There is a need to strengthen the management ofcatigduncomplicated SAM at
community level through OTPs

Intensify community / social mobilization — to cteaearly demand for management of
SAM

Social Mobilization to target preventative servitedivery system.

Healthy Facility Level

There is a great need to strengthen the refersaésyin the management of malnutrition
from community to all levels of management
Build capacity in management of SAM and avoid loEkfe by

Un-choking UTH, by having SAM stabilization centers

There is a need to make available necessary sagplimanage SAM at all levels
There is need to train more personnel in the manageof SAM at all levels
Improve overall (PMTCT, CBGMP, IYCF, CIMCI) prograning

Policy Level

Advocacy at higher decision making levels to imgraesource allocation to enhance
implementation of policy

Strengthen coordinating efforts in the manageméntadnutrition.

Need to look out for long term and sustainabletsgjias in preventing and managing
moderate and severe malnutrition

Focus should be on innovations that will strengtthenhealth care system.
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Chapter 1

Introduction

The nutrition status of children has got a largariogy on the levels of malnutrition on the
population of a country, especially African couasriwhere child malnutrition is most prominent.
Zambia has not been speared from high levels ofutdtion with wasting, (Weight-for-height)
levels standing at 5Percent (ZHDS: 2001/02).

The University Teaching Hospital (UTH), malnutritiovard (A07) was the only in-service
delivery point for the management of Severe Acutdnutrition (SAM) in Lusaka, until in the
recent past. The WHO qguidelines were being appiad implemented to treat in-patients
admitted to the unit. However, since 2005, the atatted to also serve as a stabilization centre,
for all the 25 Out-patient Treatment centers ofdkasfollowing the introduction of Community

Therapeutic Care (CTC) services in the city.

Over the last two years, the trend of admissiohdth rainy and off rainy seasons has shown a
gradual increase. In the last three months (Au@usbber, 2008) the case load at (A07) had
gone beyond the seasonal trend with an averagé afifnissions daily making a total of over
120 children in the ward at any one point in tifikis situation has resulted in overcrowding of
the ward leading to children sharing beds (cother& was another dimension that was noticed
in the admission; children under one year includimgse less than six month were also being
admitted to the unit. The mortality rates among ¢hildren admitted to the UTH malnutrition

ward was also high at between 30-50Percent.

A number of factors could lead to this high rater@inutrition cases. Studies into the number of
factors leading to high admission rates in othemties have suggested that cultural factors and
social behavior such as inadequate infant and yaiild feeding practices and also the high

cost of food prices due to low productivity in auatry (UNICEF, 2005), including

communicable diseases are a major determinant lofutndion.
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In Zambia, and to be specific Lusaka urban, very &udies have been done in the area of
malnutrition (weight-for-height and height-for-agefven though the government and
cooperating partners have put up measures in paceduce the numbers of malnutrition cases
(such as, supplementary food, OTP stabilizers angdrbviding Ready-to-Use-feed to children
who are malnourished) malnutrition admissions hstié been rising creating a huge concern
among stake holders that are dealing with nutrifiorthe country and to be specific Lusaka

district.

The National Food and Nutrition Commission with gogi from cooperating partners was
mandated to conduct a rapid assess in order tdlisstahe factors that have led to high
malnutrition admissions at the UTH. A rapid deskemsment of the admission pattern both at
UTH and out patient level indicated majority of tbkildren to have come from Kamwala,
Kanyama, Matero Reference, and Chawama Health €erithese are sites characterized with
low socio-economic status and usually highly exddseslight changes in any form of economic
instability. Further at the time of the assessmidnatre was a cholera outbreak in more or less the
same localities indicating that there was a posgitbblem of the water and sanitation in this
area. However, to do this effectively, a rapid asseent to ascertain the levels of malnutrition

and its causes in Lusaka urban became necessary.

1.1  General Objective

The general objective of this assessment is tor@scethe current level of malnutrition in
Lusaka urban and ascertain some factors that leaveolhigh admission rates at the University

Teaching Hospital among children aged between télths.

1.2  Specific Objectives

To find out the prevalence of acute under nutritimong children 6-59 months of age in
residential areas that has contributed greatlyTbl thalnutrition admissions in Lusaka urban:

a. To assess the current nutritional status amongrdiaechildren in Lusaka urban
b. To assess the existing household food security qoestt

c. To asses’ service provision of PMTCT and IYCF llested health centre.

15



d. To find out access to safe drinking water by hookihin the selected compounds

e. To assess the use household sanitary facilities.
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Chapter 2
Subjects and Methods

2.1  Study Design

The assessment was conducted using a cross-sédtiodg design. This was also a very useful

design for gathering information on aspects of pesgknowledge, altitudes, and practices

2.2 Study Areas

The target areas for the nutrition assessment m&sdmpounds that were reported to have had
referred a high number of malnourished childreyTdH — and these were Kamwala, Kanyama,

Matero Reference, Chawama, George, Chazanga,@lipd Mandevu Urban health centers.

2.3  Target Population and sample size

For the purpose of this assessment only houselvaiths children aged (0-59) months were
included. Information collected included healthpdoconsumption patterns and anthropometry.
In households where there was more than one chdd fell in this age category, all were
included. Based on the assumption that acute mdloat(wasting) was the primary nutritional

outcome of interest; a sample size of 640 childged 6 to 59 months was calculated using
Assessment tools

Household questionnaires were administered in satdtted zones ranging from 27- 41 (See
Tables 1 and 2)

Table 1. Assumptions and estimated sample sizes@ected nutritional outcomes, Zambia
Nutritional Surveillance, June 2008.

Target group | Estimated Design Desired Sample size | 10Percent | Households
and indicator | prevalence effect non-
Precision response children/HH

rate

Children 6 — 59 Months

Acute 5Percent 2 + 2.5Percent 581 640 640
malnutrition
(<-2 SD)
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Table 2: Calculation of sample size for clustersiug Probability Proportional to Size (PPS).

Health Facility Population (0-59) Proportion Number of No of No of
Months (Percent) Households to| Catchment | Questionnaires in
be Zones each compound
interviewed
Matero Ref 15,959 12 80 4 20
Chawama 17,602 14 88 4 22
Kamwala 14,612 11 73 5 15
Kanyama 20,984 16 105 3 35
Chipata 21,116 16 105 2 53
George 19,811 15 99 3 33
Mandevu 14,596 11 73 3 24
Chazanga 3,559 3 18 4 4
Total 128,242 640
Sample 640

2.4 Sampling of Zones and households
The list of NHC zones was obtained from health mentThe required number of zones in each

health centre catchment area was randomly selesiag random table numbers. All households
were listed in each of the randomly selected NH@eso The households that did not have
children between the ages of 0 — 59 months werevechfrom the list. The required numbers of

households, with children, in each of the seleetate were randomly sampled.

2.5 Data Collection Tools

2.5.1 Quantitative Data
The study used both a structured and semi-strutigmestionnaires. A structured questionnaire

was used to collect information from mothers / taliter of children at household level. While

the other questionnaire was used to collect infiondrom service providers.

2.5.2 Qualitative Data
A self administered questionnaire was used to cobilgormation from health workers at the

participating health centres. This questionnaireu$ed on issues related to Infant and Young
Child Feeding (IYCF) and Prevention of Mother tail@f ransmission (PMTCT).
18



2.6 Data Entry and Analysis
The collected data was centrally entered usingififpi-6.0, Version 6.0. The cleaning and

analysis of the data was done using SPSS versiohhE2child anthropometry data was analyzed
using WHO Anthro, 2005.

2.7 Data validation, reliability and quality conttassues
The present assessment collected qualitative armatitptive data. It used a representative

sample representing all residential areas that wegeificantly contributing to malnutrition
admissions to the UTH. The sample consisted ofcI@i8ren’s’ weights and heights. From this
7.3 percent records were excluded from analysthe@gswere considered to have values that are
biologically implausible based on scatter plotserBfiore, 735 with anthropometric records

remained in the assessment.

From these weights, heights and including age,afesc(Weight for height, Height for age and
weight for age). The obtained Weight-for-Height (A Weight-for-Age (WAZ), Height-for-

Age (HAZ) were then plotted by age group and byi@isnspection outliers were observed. To
verify whether these observed plots really conioetliers NCHS/WHO fixed exclusion range

criteria was used as follows:

Z-score Height for Age : <-5.0and >+ 3.0
Z-score Weight for Age: <-5.0and >+5.0
Z-score Weight for Height: <-40and>+5.0

Z-scores outside these limits were therefore exaduftom further analysis. 1.9 records of Z
scores were excluded.
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Chapter 3

Results
3.0. Demographic Information

The average household size in the sampled popalafiovas 5.7. Most of the household heads
were males 82.6 percent. The proportion of housishtilat were headed by females was 17.4
percent. About 80 percent of the head of househette married and 10 percent of them were

widowed (Figure 1).

Figure 1: Marital Status of the head of Household

Separated
Divorced
Widowed
Married

Never Married

4] 20 40 60 a0 100

The rapid assessment revealed that about 54 peotdahe head of households had attained
secondary school education level, 13.6 percenttbedry education. While 30 percent had
attained primary school education (Figure 2). Mdran half (52 percent) of the head of
households were employed in the informal sectoilen86.8 percent were formally employed

and about 10 percent were not employed.
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Figure 2: Education level of Head of Household

Figure 2: Education Level of the Head of
Household
lertiary
Secondary
Primary
MNone
0 10 20 30 a0 50 60

3.1 Nutritional status of children

The mean heights, weights, WHZ, HAZ, and WAZ weadcglated for each age and gender
group and over the whole population. Analysis afiance tests were performed within each
age and gender group to determine if there wergfgignt interactions or effects on the main

variables of interest. The interaction effects wieneestigated for place of residence, gender,
age and a combination of these effects. Dependmghe outcome of the test, the Least
Significant Tests (LSD) was also performed to chetdkch of the areas of residence or age
groups differ in effects on the variable of intéréstests were also performed to determine if
there were significant differences between the wemder groups for different effects on

different variables in each age group. Chi Sguests were performed to determine existence
of differences in the proportions of boys and gwilso are malnourished. Within each gender
group, chi square tests were also performed tamete any differences in the proportions that

are malnourished across the age groups.

3.1.1 Heights and weights of children

The mean heights of children increased from 75rcholys and 76 cm in girls in the age group 6
to 11 months to 93 cm in boys and 94 cm in girlhimage group 48 to 60 months (See Table 1).
As expected, age had a significant effect on thghite of children (F=50.905, P=0.00). No
across gender effects were seen. However, a cotiyeaaaalysis of the differences in heights in
the age groups using the Least Significant Diffeesn (LSD) method within the gender
categories showed significant differences in thgltts in all age groups (P<0.05).
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Mean weights increased from 10 kg in both boysgirid in the first age group to 15 kg in boys
and 14 Kg in girls in the age group 48 to 60 mor(®ee Table 1). As expected, age had a
significant effect on the weights of the childrén=$5.186, P=0.00). Each age group was also

significantly different from each other in the wieig (P<0.05).

Table 1: Nutritional status of children

Height (cm) Weight (kg) Height (cm) Weight (kg)
Mean (SD) Mean (SD) Mean (SD) Mean (SD)
6-11 74.8 (14.2) 9.9 (3.0) 76.0 (13.6) 9.7 (3.1)
12-23 75.8 (9.8) 10.2 (2.4) 77.5(8.3) 10.2(2.3)
24-35 83.1(8.9) 12.0 (2.3) 83.1 (10.0) 12.2 (2.7)
36-47 84.7 (11.4) 12.9 (2.8) 88.2 (8.0) 13.3(2.3)
48-60 93.4 (10.3) 14.8 (2.9) 93.5 (11.6) 14.3 (3.6)
All 82.5 (12.5) 11.9 (3.2) 83.9 (12.0) 12.1 (3.2)

3.1.2 Children’s mean Weight for Height Z-scores

The mean Weight-for-Height Z scores among boysemsed from 0.7 at age group 6 to 11
months to 1.0 at age group 36 to 47 months. A @serén Z scores was seen to 0.5 by age group
48 to 60 months (See Table 2). Amongst the dinks,mean weight for height Z scores increase
from 0.4 at age group 6 to 11 months to 1.2 bygrgep 48 to 60 ( See Table 4). The place of
residence of a child had significant effects on teight for height of children (F=2.147,
P=0.04). These effects were however, the same f@aw@ma, Chazanga, Chipata, George,
Kamwala, Mandevu and Matero (P>0.05). Kanyama uetssscally different from these other

areas (P=0.03). The mean values by place of restd@m indicated in Table 5.
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Table 2: Children’s mean Weight for Height Z-scores

Mean (SD) n Mean (SD) n

6-11 0.7 (1.6) 30 0.4 (1.7) 32
12-23 0.8 (2.2) 68 0.5 (1.7) 58
24-35 0.7 (1.8) 47 0.5 (1.3) 67
36-47 1.0 (2.3) 47 0.5 (1.3) 52
48-60 0.5 (1.6) 47 1.2 (2.2) 56
All 0.7 (1.9) 240 0.6 (1.7) 265

The overall frequency distribution of the weightr foeight Z scores of children in this
assessment revealed that nutritional status ofirenl based on the weight for height Z scores
followed a normal distribution (mean=0.5, SD=1.3485), when compared with the reference

population (See figure 3).

Table 3: Children’s mean Weight for Height Z-scores

Boys Girls Boys Girls
Chawama 0.7 0.3 -2.0 -2.1
Chazanga 0.5 0.0 -2.3 -2.2
Chipata 0.5 0.9 -2.2 -1.8
George 0.1 0.7 -1.1 -2.2
Kamwala 0.6 1.0 -2.0 -1.0
Kanyama 0.1 0.0 2.0 -1.0
Mandevu 0.8 0.3 -1.3 -0.7
Matero 0.2 0.1 - -
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Figure 3: Frequency distribution of Weight for helgt mean values of children aged 6 - 59

months old
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3.1.3 Children’s mean height for age Z scores

Mean = 0.477
Std. Dev. = 1..34813

Mean Height-for-Age z-scores (HAZ), ware similarail the age groups of the male gender

category (See Table 6). In girls the mean HAZ iasesl from -1.8 to -1.4 although it decreased
to -1.5 in the age group 48 to 60 (See Table 4).

The place of residence had a significant effecthenmean Height-for-Age of children (F=2.87,

P=0.01). Across gender effects were however sirmilall the age groups except

Table 4: Children’s mean Height for age Z-scores

6-11

12-23

24-35

36-47

48-60

All

Mean (SD)
-2.0 (1.8)
-1.8 (1.8)
-1.9 (1.5)
-2.0 (1.8)
-2.0 (1.6)

1.9 (1.7)

35

37

189

24

Mean (SD)
-1.8 (1.6)
-1.8 (1.5)
-1.8 (1.8)
-1.4 (1.6)
-1.5 (1.6)

-1.6 (1.6)

23

46

51

39

42

201



Figure 4: Frequency distribution of Height-for agenean values of children aged 6 - 59
months old
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3.1.4 Children’s mean Weight for age Z-scores

The mean weight-for-age Z scores increased withrttieasing age in boys, while the increase
of WAZ in girls is not uniform (See Table 5). Iny®) the Z scores increased from -1.1 in the 6
to 11 months age group to -0.5 in the 48 to 60 m®age group. In girls, the increase is from -
0.8t0-0.1

The place of residence of children has significaffiiects on the WAZ of children (F=25.558,
P=0.000). The LSD however shows that except forwzinaa and Chazanga which do not show
significant differences (P>0.05) the other areastdvb, Chipata, George, Kamwala, Kanyama

and Mandevu are significantly different from eatheo (P<0.05).
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Table 5: Children’s mean Weight for age Z-scores

Mean (SD) n Mean (SD) n

6-11 1.1 (2.4) 31 -0.5(3.2) 35
12-23 -0.8 (1.7) 70 0.2 (2.3) 59
24-35 -1.0 (2.1) 46 -0.8 (2.5) 69
36-47 -0.9 (1.8) 46 -0.1 (2.0 49
48-60 -0.5 (2.7) 51 -0.4 (2.3) 54
All -0.8 (2.1) 244 -0.4 (2.4) 266

3.1.5 Prevalence of malnutrition

The assessment shows that overall, 1.2 percemrehiin Lusaka were severely malnourished
(Weight-for-height), 24.1 percent were severelynstd and 9.5 percent were severely

underweight (See Table 6)

Table 6: Prevalence of malnutrition in Lusaka urban

Index Severe Moderate Normal

Weight-for-height 1.2 (6) 1.4 (7) 97.4 (486)
Height-for-age 24.1 (98) 22.4 (91) 53.4 (217)
Weight-for-age 9.5 (47) 11.5 (57) 78.9 (390)

3.1.6 Prevalence of malnutrition by place of residee

ANOVA shows that the area of residence of a child.usaka urban has significant effects in
determining the WHZ (F=2.147, P=0.04), HAZ (F=2.8#-0.01) and WAZ (F=25.558,
P=0.00) of children. When the results are presehiedrea of residence, the results show that
more male children than female children were wastaghted and underweight (See Table 7).

Kanyama and Kamwala compounds have the highestalermse’s of children with severe
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wasting. For stunting Kamwala has the highest peene. Chazanga had more underweight
children (See Table 9).

Table 7: Prevalence of malnutrition by residentiatea

WHZ HAZ WAZ

Sever Mode Normal Sever Mode Normal Sever Mode Normal
Chawama 16(1) 16(1) 96.9(62) 29.6(16) 16.7(9) 53.7(29) 14509 6.5@1) 79.0 (14)
?;'fa.e 20(1) 0.0 98.0(48) 24.4(11) 26.7(12) 48.9(22) 16.0(8) 16.0(8) 68.0(34)
Chazanga 0.0 0.0 100.0 (15) 30.0 (3) 30.0(3) 40.04) 22.2(4) 22.2(4) 55.6(10)
'g:rlneab 0.0 6.7(1) 93.3(14) 30.8(4) 154(2) 53.8(7) 7.1(1) 286(4) 64.3(9)
Chipata 23(1) 23(1) 953(41) 29.7(11) 29.7(11) 405(15) 7.0(38) 9.3(4)  83.7(36)
g:::me 0.0 0.0 100.0 (51) 26.2(11) 16.7(7) 57.1(24) 55(3) 12.7(7) 81.8(45)
George 0.0 31(1) 96.9(31) 21.9(7) 156(5) 625(20) 29(1) 11.4(4) 85.7(30)
';A:rfme 0.0 0.0 100.0 (45) 25.0(10) 27.5(11) 47.5(19) 89(4) 11.1(5) 80.0(36)
Kamwala 42(1) 0.0 95.8(28) 35.0(7) 30.0(6) 350(7) 115(3) 154(4) 73.1(19)
gj'fa.e 0.0 0.0 100.0 (21) 5.6 (1) 38.9(7) 556(10) 45(1) 13.6(3) 81.8(18)
Kanyama 59(2) 0.0 94.1(32) 258(8) 16.1(5) 58.1(18) 81(3) 54(2) 86.5(32)
g:,fme 0.0 8.1(3) 91.9(34) 13.8(4) 20.7(6) 655(19) 10.8(4) 8.1(3) 81.1(30)
Mandevu 0.0 0.0 100.0 (12) 25.0(2) 0.0 750(6) 83(1) 54(2) 86.5(32)
?f,'fa.e 0.0 0.0 100.0 (32) 5.0 (1) 25.0(5) 70.0(14) 0.0 17.9(5) 82.1(23)
Matero 0.0 0.0 100.0(8) 0.0 0.0 100.0(1) 0.0 0.0 100.0 (2)
Male
el 0.0 0.0 100.0 (10) -

Lusakaurban 2.2 (5) 1.3(3) 96.6(224) 28.0(54) 20.2(39) 51.8(100) 10.2(24) 9.4(22) 80.4 (189)

Male
Female 04(1) 15(4) 98.1(255) 20.3(42) 24.2(50) 55.6(115) 8.3(21) 13.9(35) 77.8(196)

*Sever=Severe; Mode=Moderate; Norm= Normal.
"Matero not included
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3.1.7 Wasting by age group

The proportions of children aged 6 months to 59 tm@ibeing classified as malnourished using
the 2005 WHO reference population of Anthro 200Bvstthat more boys than girls were
severely malnourished in nearly all age groups (Bakle 8). More girls were moderately

malnourished.

Table 8: Nutritional status* of children

Male Female Male Female Male Female
6-11 3.3(1) 0.0 0.0 9.4(3) 96.7 (29) 90.6 (29)
12-23 1.5 (1) 1.8 (1) 3.0(2) 0.0 95.5(63) 98.2 (55)
24-35 22(1) 0.0 0.0 1.5(1) 97.8 (44) 98.5(67)
36-47 0.0 0.0 2.2 (1) 0.0 97.8 (44) 100 (52)
48-60 4.3(2) 0.0 0.0 0.0 4.3 (2) 100 (52)
Lusaka Urban 2.2 (5) 0.4 (1) 1.3(3) 1.54) 96.6 (224) 98.1 (255)

*Using weight-for-height Z scores
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3.1.8 Stunting by age group

Chi square tests have shown that during this stoolyy male and female children aged 6 — 11

months more stunted than the other age groups€®3bl

Table 9: Nutritional status* of children

Male Female Male Female Male Female

6-11 36.4(8) 26.1 (6) 9.1(2) 13.0 (3) 54.4 (12) 60.9 (14)
12-23 23.7 (14)  20.0 (10) 20.3(12) 26.0 (13) 55.9 (33) 54.0 (27)
24-35 205(8)  23.1(12) 20.5(8) 28.8 (15) 59.0 (23) 48.1 (25)
36-47 37.1(13) 15.0(6) 143 (5) 20.0(8) 48.6 (17) 65.0 (26)
48-60 28.9(11)  19.0(8) 31.6 (12) 26.2(11) 39.5 (15) 54.8 (23)
Lusaka Urban 28.0(58) 20.3(42) 20.2 (39) 24.2 (50) 51.8 (100) 55.6 (115)

*Using Height-for-age Z scores
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3.1.9 Underweight by age group

More children in the age groups 6 — 11 months dhd 23 months were severely underweight

when compared with other age groups in both malefamale gender groups (See Table 10).

Table 10: Nutritional Status* of Children

Male Female Male Female Male Female
6-11 30.0(9)  18.8(6) 33(1) 188 (6) 66.7 (20) 62.5 (20)
12-23 30.0 (2) 5.3 (3) 11.98) 7.0(4) 85.1 (57) 87.7 (50)
24-35 11.4 (5) 12.3 (8) 45(2) 185 (12) 84.1 (37) 69.2 (45)
36-47 10.9 (5) 2.1 (1) 87(4)  146(7) 80.4 (37) 83.3 (40)
48-60 6.3 (3) 6.0 (3) 146 (7)  12.0(6) 79.2 (38) 82.0 (41)
Lusaka Urban 102 (24)  83(21) 94(22)  13.9(35) 80.4 (189)  77.8 (196)

*Using Weight -for-age Z scores

3.1.10 Malnutrition by level of education of head bhousehold

The results show that wasting was lowest in housshwith heads of households who had no
formal education. Households with heads with aeyteducation had the highest levels of
severely wasted children (See Table 11).

Table 11: Wasting by level of education of housethblead

None 0 0 100 (14)
Primary 0.8 (1) 1.6 (2) 97.7 (126)
Secondary 1.0 (2) 1.9 (4) 97.1 (203)
Tertiary 3.3(2) 0 96.7 (58)
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With regard to stunting, the results show that Bezfchouseholds with primary level education

had the highest levels of severe stunting (SeeeTad). Moderate stunting was highest among
heads of households with tertiary level education.

Table 12: Stunting by level of education of housdtitnead

None 16.7 (2) 8.3 (1) 75.0 (9)
Primary 29.4 (32) 23.9 (26) 46.8 (51)
Secondary 24.5 (45) 23.9 (44) 51.6 (95)
Tertiary 20.0 (10) 28.0 (14) 52.0 (26)

Table 15 shows that heads of households with modbeducation had the highest proportions of
children with severe underweight (See Table 13).

Table 13: Underweight by level of education of hamwId head

None 12.2 (2) 12.5 (2) 75.0 (12)
Primary 11.7 (15) 12.5 (16) 75.8 (97)
Secondary 8.6 (19) 13.2 (29) 78.2 (172)
Tertiary 14.5 (9) 8.1 (5) 77.4 (48)

3.1.11 Nutrition status by occupation of parents

This study revealed that more children in househaelith parents in formal employment were
severely wasted when compared with those in infoemgloyment.
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Table 14: Wasting by occupation of parents

Formal employment 2.7 4) 1.4 (2) 95.9 (141)
Informal employment 0.5(1) 1.4 (3) 98.2 (216
None 0 2.1(2) 97.3

The Table below shows that more children in houkkshof informally employed heads of

households had higher prevalence of stunting comapar those in formally and none employed
(See Table 15).

Table 15: Stunting by occupation of parents

Formal employment 24.3 (33) 25.7 (35) 50.0 (68)
Informal employment 26.0 (47) 24.9 (45) 49.2 (89)
None 22.5(9) 15.0 (6) 62.5 (25)

More children with parents in informal employmergre also underweight compared to those in
formally and none employed (See Table 16).

Table 16: Underweight by occupation of parents

Formal employment 10.8 (17) 14.0 (22) 75.2 (118)
Informal employment 11.2 (25) 12.5 (28) 76.3 (171)
None 6.4(3) 4.3 (2) 89.4 (42)
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3.2 Household and Child Dietary Diversity Score

Dietary diversity
Household Dietary Diversity Score (HDDS) has beemetbped in light of the need to build

consensus on household food access impact indscator

Household dietary diversitythe number of different food groups consumed over a given
reference period, is an attractive proxy indicator for the followimgasons; A more diversified
diet is an important outcome in and of itself. dtdocumented that a more diversified diet is
associated with a number of improved outcomes ieasarsuch as birth weight, child
anthropometric status, and improved hemoglobin eptrations. It is also known that a more
diversified diet is highly correlated with such tiais as caloric and protein adequacy, percentage
of protein from animal sources (high quality pra)eiand household income. Even in very poor
households, increased food expenditure resultiogh fadditional income is associated with

increased quantity and quality of the diet.

To better reflect a quality diet, the number offatiént food groupsonsumed is calculated,
rather than the number of different foodsnsumed. Knowing that households consume, for
example, an average of four different food groupplies that their diets offer some diversity in
both macro- and micronutrients. This is a more nmednl indicator than knowing that

households consume four different foods, which madlhbe cereals.

Information on household food consumption was ctdlé using the previous 24-hours as a
reference period (24-hour recall). Longer referepegods result in less accurate information

due to imperfect recall.

3.2.1 Mean Household Diet Diversity

The mean Household Diet Diversity Score (HDDS) @&® (Figure 5). This means that most of
the households consumed about 6 out of the 13 goodps. The commonest food groups that
were reported to be consumed were cereals, Owisfats, Sugar, Green leaf vegetables and

vitamin A rich fruits and vegetables.
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Figure 5: Mean household diversity score
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3.2.2. Household diet diversity score (HDDS) by redential area

The HDDS was higher in Kamwala (0.58) and MaterdeRsnce at (0.54).
George (0.46) and Mandevu (0.45) had the lowest DD

Figure 6: Household Diet Diversity Score by ResidiahArea
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3.2.3 Mean children diet diversity score

3.2.4 Mean Child Diet Diversity

Mean child individual diet diversity score was Q.4he food groups that were reported to be
commonly consuming by children were cereals, Oitéifats, sugar, tea/coffees, ripe fruits and

dark-leaf vegetables.

Figure 7: Children Diet Diversity score
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3.2.5 Number of Meal children Ate in a day
At least 71 percent of all the study sites indidateat children had three meals in a day while 16

Percent reported more than 3 meals in a day anEkdc®nt indicated less than 3 meals in a day.
About 30 percent of households from George showeldiren had less than 3 meals in day
followed by Chipata (20 percent) and Matero Refeee(il2 percent). On the contrary, 42

Percent of households in Chazanga reported childrdrmore than three meals in day.
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Figure 8: Children's Number of Meals per day
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Children rarely have snacks with 25 percent repgntio snacks given and 37.8 Percent one

shack per day. 28.7 Percent given snacks twicayn d

Figure 9: Number of Snacks children ate in the pa&4 hours
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3.2.6 Amount of food consumed in the past month

With regards to amount of food consumed is the iptesy month (November), 45.1 percent
indicated no change in amounts. However, aboyte2Zent of households indicated an increase

in amounts consumed while about 21 percent statedwction in amounts consumed.
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3.3  Water, Sanitation and Hygiene

Water and Sanitation

This section deals with data pertaining to two otiyes dealing with water and sanitation

namely “To determine access to safe drinking wlayelnouseholds in the selected townships and

“To assess the use household sanitary facilities.”

The results of the rapid assessment reviewed 1B2t(30.4 percent) households were receiving
their water from private taps while another 405.76@ercent) households were drawing their
water from public taps. Only 11 households, 8 (deBcent) and 2 (0.3 percent) were drawing
from bore holes and unprotected wells respectivdtyie only 1 (0.2 percent) household was

using a protected well.

Table 17: Source and access of drinking water

Private tap 30.4
Public tap 67.7
Bore hole 13
Unprotected well 0.3
Protected well 0.2
Total 100

The survey reviewed that Matero reference had iieelst number (97.3 percent) of households

that were using private taps while there were naskbolds that were using private taps in

George compound. The results are summarized itatie below.
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Tablel18: source of water by residence

Private tap Publictap  Bole hole Un protected well Protected Private tap
Chawama 29.6 70.4 0.0 0.0 0.0 100
Chazanga 15.0 35.0 35.0 10.0 5.0 100
Chipata 3.3 95.7 1.1 0.0 0.0 100
George 0.0 100.0 0.0 0.0 0.0 100
Kamwala 57.1 42.9 0.0 0.0 0.0 100
Kanyama 155 84.5 0.0 0.0 0.0 100
Mandevu 38.0 62.0 0.0 0.0 0.0 100
Matero Reference 97.3 2.7 0.0 0.0 0.0 100
Total 30.4 67.7 1.3 0.3 0.2 100
P- Value <0.00

3.3.1 Method of treating drinking water

The results of this survey revealed that 53.4 perad the households were treating their
drinking water while 11.3 percent of the househaldse treating their water only sometimes. A
total of 211 (35.3 percent) households indicatext they did not treat their water in anyway.
The table below summarizes these findings.

Table 19: Treatment of water by households

Frequency Percent
Yes 319 53.4
No 211 35.3
Sometimes 67 11.3
Total 597 100

The survey further revealed that 83.8 percent efitbuseholds were using chlorine as a water
treatment method while 11.5 percent and 4.7 petweaseholds used boiling and other methods

of water treatment respectively.
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Table 20: Method used in the treatment of water

Frequency Percent
Chlorine 341 83.8
Boiling 47 115
Other specify 19 4.7
Total 407 100

3.3.2 Type of sanitary facility

The results of the survey reviewed that 18.1 pdéroémhe households were using flush toilets
while the majority of households (80.2 Percent)euesing their own traditional pit latrine. This

summarized in the tables below.

Table 21: Type of sanitary facility used

Frequency Percent
Flush toilet 108 18.1
Pit latrine/Traditional latrine 479.0 80.2
Ventilated improved pit-latrine 7 1.2
Other 3 0.5
Total 597 100

3.3.3 Method of refuse disposal

The results of the survey reviewed that 36.0 peraed 41.5 percent of the households indicated
that they used rubbish pits and the bin as a metiatisposal respectively. The survey also
reviewed that 13.4 Percent of the households itelicthat they used the open ground/ field for
refuse disposal. Only 9.2 percent of the househofghorted using other methods. These

findings are summarized in the table below.

Table 22: Type of refuse disposal

Frequency Percent
Rubbish pit 215 36.0
Bin 248 41.5
Open field 80 13.4
Other 55 9.2
Total 598 100
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3.3.4 Source of drinking water by education level

The source of drinking water results indicated thatisehold heads with higher education at
secondary and tertiary levels mainly drew theirewdtom private taps. The results further
revealed that 67.9 percent of households with hbadg attained tertiary level education drew
water from private taps. However, majority of helusld heads with primary or no education

drew water from the public taps (Table 23).

Table 23: source of drinking water by education

None Primary Secondary Tertiary
Number Percent Number Percent Number Percent Number Percent
Private tap 3 15.8 26 151 98 30.2 55 67.9
Public tap 16 84.2 139 80.8 223 68.8 25 30.9
Bole hole 0 0 4 2.3 3 0.9 1 1.2
Unprotected well 0 0 2 1.2 0 0 0 0
Protected well 0 0 1 0.6 0 0 0 0

3.3.5 Treatment of water by education level

Table 24 reveals that household heads with higldeicaion level (secondary and tertiary

education) treated their drinking water.

Figure 24: treatment of water by educational level

None Primary Secondary Tertiary
Number Percent  Number Percent  Number Percent  Number Percent
Yes 9 47.4 83 48.3 168 52.2 57 70.4
No 4 211 65 37.8 121 37.6 21 25.9
Sometimes 6 31.6 24 14.0 33 10.2 3 3.7

3.3.6 Method of water treatment by education level

Table 25 shows that most households treated thiekidg water using chlorine regardless of the

education level of the household head.
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Figure 25: Method of water treatment by education

None Primary Secondary Tertiary
Number Percent  Number Percent  Number Percent  Number Percent
Chlorine 13 86.7 99 90.0 178 82.0 49 80.3
Boiling 2 13.3 7 6.4 27 12.4 11 18.0
Other 0 0.0 4 3.6 12 5.5 1 1.6

3.3.7. Sanitary facilities by education level
The type of sanitary facilities results indicatddhtt most household with heads with tertiary
education used flush toilets while households with primary and secondary education used pit

latrines. The results are summarized in the thblew.

Figure 26: type of sanitary facility by educatioevel of household
None Primary Secondary Tertiary

Number Percent Number Percent Number Percent Number Percent

Flush toilet 2 111 12 7.0 50 154 44 54.3
Pit latrine 16 88.9 155 90.1 269 83.0 37 45.7
VIP 0 0.0 3 1.7 4 1.2 0 0.0
Other 0 0.0 2 1.2 1 0.3 0 0.0
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3.4 Maternal Health and Nutrition

3.4.1 Material Nutrition

On average there were 1.4 women of child bearirgiageach household. The average age of
women in the sampled population was 26.8 yearsreTkeaas a high proportion of younger

women of child bearing age in the sample (15-34r¥)eéfigure 10).

Figure 10: Age distribution of women of child bearg age
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Ten percent of women of child bearing age repottede pregnant during the assessment.
Among those pregnant, 53 percent reported to haea lgiven Iron and Folate Supplements.
Half (50 percent) of the women who were pregnasb aéported to have been given a dose of
anti-malarial prophylaxis while 5.5 percent of womeho were pregnant reported to have been

given de-worming tablets.

The survey showed that iron and folic supplemenatoverage was higher (73.2 percent)
among older women (40 — 49 years) than the youonges. Less than half (48 percent) of
women received postpartum Vitamin A Supplementatiothin eight (8) weeks of their most

recent delivery while 47 percent of pregnant womwene given prophylaxis anti-malaria.
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Figure 11: Coverage of maternal public health seres
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3.5 Infant and Young Child Feeding
Appropriate feeding practices are critical for tharvival, growth, development, health and

nutrition of infants and children. They are alsoiwmiportance to the well-being of mothers.
Feeding practices are one of the underlying caakekildren’s nutritional status, which in turn
influence the risk of illness and ultimately deaBneastfeeding benefits depend on several key
factors, including the initiation of breastfeedirtge length of time a child is breastfed, and the

frequency and intensity of breastfeeding.

3.5.1 Initiation of Breastfeeding

It has been well documented that breastfeedingffecent and beneficial for infant nutrition in
the first six months of life. Early initiation ofréastfeeding (breastfeeding within one hour)
facilitates the newborn’s innate sucking reflex,iaghhhelps to stimulate breast milk production
and provides all of the nutritional requirementsaofoung infant (Righard and Alade, 1990). It
has been established that high concentration @badies in colostrum protects the child from
infection before the child’s immune system has metu Early initiation also encourages the
bond between mother and baby and helps to mairtkenbaby's body temperature. Early
initiation of breastfeeding also helps the utexusetract, hence reducing postpartum blood loss

of the mother.

The rapid nutrition assessment survey revealedatihatit 58 percent of children in the sampled
population were initiated to breastfeeding withimechour compared to 21 percent who were
introduced to the breast after an hour, but withotay (Figure 12). These finding are comparable
to the finding of the ZDHS 2001-2 where about 5icpet of infants were put on to the breast
within one hour after birth and 90 percent stalieghstfeeding within the first day.
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Figure 12: Initiation of Breastfeeding
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3.5.2 Exclusive Breastfeeding

Exclusive breastfeeding, for the first 6 monthss baen recommended as an important infant
and child survival, growth, development. It is atbacumented that exclusive breastfeeding is

important to the well-being of mothers.

The rapid assessment showed that about 32 pericenildren reported to have been exclusively
breastfed (Figure 36). The rapid assessment alseredd that about 13 percent of children were
given food and or liquid, other than breast milithaa month. This finding is lower than the 2002

ZDHS, where the rate of exclusive breastfeeding slightly higher at 41 percent.

46



Figurel13: Introduction of other Foods and Liquids
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3.5.3 Measles Immunization Coverage
The Government of Zambia has adopted the World tHigatganization (WHO) guidelines for

vaccinating children. According to these guidelinsbe considered fully protected, the child
must have received three doses of polio, and DPFHepB — Hib and a dose of BCG and
Measles. These vaccines are given to childrensgkaific time when they attain a specific age.
It is recommended that children receive the compdehedule of vaccinations before 12 months

of age.

The rapid assessment survey collected informatiormeasles immunization coverage for all
children born in the five years before the survBye survey revealed that about 82 percent of
children received measles vaccination (Figure Abput 7 percent reported not to have been

given the measles vaccination while about 3 perdighhot know.
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Figure 14: Measles Vaccination
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3.5.4 Vitamin A Supplementation and De-worming Coveage
Vitamin A capsule and de-worming tablets are begngen out routinely and through Child

Health weeks to children between 6 — 59 monthslahd 59 months respectively. Questions on
vitamin A supplementation and de-worming were astedinderstand the coverage of these

child health services.

3.5.5 Vitamin A Supplementation
There is evidence that high (above 80 percentjniitaA supplementation coverage could reduce

childhood mortality to about 23 percent in a vitamA deficiency population. The survey
revealed that about 78 percent of children 6 — 6aths received vitamin A capsule in the last 6
months (Figure 15). About 14 percent reported wohave been given VAC, while about 3

Percent did not know and 5 percent were not ygiidd.
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Figure 15: Vitamin A coverage among Children
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3.5.6 De-worming Coverage
Young children are vulnerable to iron deficiencyefma. It is known that during childhood,

anemia is a risk factor for childhood morbidity amdrtality. Because anemia is so prevalent in

Zambia, de-worming children aged 12 to 59 months aevention method is recommended.

The coverage for de-worming among children 12 -a@iths, in the rapid nutrition assessment,
was about 60 percent. This finding was lower comgao the national nutrition surveillance

system of 87 percent in July 2008.

Figure 16: De-worming coverage among Children
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3.5.7 Supplementary and Therapeutic Feeding Program Coverage
Therapeutic feeding program has been widely impigatk in Lusaka urban, through the

Community Therapeutic Care (CTC) program condudigdLusaka Urban District Health
Management Team in collaboration with VALID Intetioaal. The CTC program, however,

does not have the component of supplementary fgedin

The survey observed that the coverage for bothlsommtary and therapeutic feeding program
in survey site was very low. In the two feedinggraims, about 1 Percent of the children were

reported to be benefiting.
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3.6 Infant and Young Child Feeding Practices in the Cotext of HIV
As part of the emergency nutrition Assessment insaka Urban, self administered

guestionnaires were given to health workers toofill for the following objectives:

a. Assess the proportion of staff trained in Infaml & oung Child Feeding from 2007

b. Assess whether some staff are aware of the reJisiaht and Young Child Feeding
recommendations through orientation or other means

c. Assess whether staff are convinced of offeringrthesed Infant and Young Child Feeding

recommendations for a mother who is HIV positive

In each of seven selected centres ; Kamwala, Kaay&hawama, Matero Reference, George,
Chazanga, Chipata Health centres, Five questicsaiere distributed to be filled in by Sister in
Charge, Clinical Officer, Nutritionist, MCH Coorditor and PMTCT coordinators were

available.

In total 35 questionnaires were expected back. évawonly 31 questionnaires were returned in
that some centers do not have nutritionists or sloate of the health workers were not at the
station during the period when the interviews wdoee.

To analyze the questionnaires, a matrix was craeakteste all the responses were entered, first by
Health centre level. After entering all the resgms according to the variables in the
guestionnaire, summaries were created for eadheofenters. The summaries of the responses
from each of the centres were then compared adhessother centres to get an overall

impression on the variables.

3.6.1 Categories of Staff Interviewed
A total of 31 health workers were interviewed. t©¢ 31, 11 indicated that they were nurses

without specifying, six indicated that they wergistered nurses or midwives, six were clinical
officers, while six others indicated that they weéfarolled nurses or midwives. 15 of the
interviewed staff had served at the centres betvidemonths to 5 years. 11 had served between
5 and 10 years, while the remaining five healthkeos had served for more than 10 years at the

particular centres.
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3.6.2 Orientation and Training

Most of the health workers had gone through onmare trainings which had Infant and Young
Child Feeding component. About 12 had attendéeghated Infant and Young Child Feeding
Counseling course while 17 had attended PMTCT itrgirwhile 13 had been trained in IMCI.
21 of them had been Orientated through the nevicaird.

3.6.3 Recommendations for mothers who are HIV negat or of unknown status

Regarding recommendations for mothers who are Hiyative or of unknown status, many (18)
of the health workers indicated that the child stidae on exclusive breastfeeding. However, of
these only eight stated that child should commeoceplementary feeding after six months with

continued breastfeeding for two years or more.

Nine health workers either said they were not sargaid nothing about this recommendation. A

few (3) gave answers that were not correct.

3.6.4 Main recommendations for infant feeding 0- Gnonths when the mother is HIV
positive

Almost all (28) of the health workers mentioned E&$ a recommendation for HIV positive
mothers. However, of the 28, 15 stated that &&¥, child should be on exclusive replacement
feeding using infant formula when AFASS is met. lyOmfew stated that the child should be on
exclusive replacement if meets AFASS.

If a breastfed infant is tested with PCR andrd#wilts are positive there were a lot of variations
in the responses given as recommended feedingnsptidajority (15) of the health workers
said child should be on EBF for six months but naidhese did not state what happens to the
child after this period. Some (2) said child ddooe on replacement feeding after that, others
stated that the child should be introduced to cempehtary feeding after that, some did mention
that the child should be put on replacement feettey meet AFASS. Others (2) still indicated
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that an infant who is PCR tested positive shoutdeeibe on EBF or Exclusive replacement
feeding if AFASS is met.

If a breastfed infant is tested with PCR and ttseilts are negative, a good number (8) indicated
that EBF for 6 months, then introduce complementaogls and continue to breastfeed up to 2
years or more. However, another good number (&)eaiith workers gave unclear or wrong
answers not in conformity with the recommendatio@ame indicated that child should go on
replacement feeding as soon as possible, whilevg3gstill indicated that that mum should stop
breastfeeding. 2 others indicated that the chdd be exclusively breastfed then assess
AFFASS.

While awaiting results, the majority of health werk stated that the child should continue
breastfeeding. Six health workers either did ragt anything or stated that they did not know,
with three suggesting that the child should be xtiusive Breastfeeding. With regard to their
opinion on offering exclusive breastfeeding as ptiom to an HIV positive mother whose baby

is negative and does not meet AFASS criteria

Many health workers said EBF could continue. THel not however state for how long the
child could breastfeed. Four people did not prevaah opinion, on this. Four others indicated
that child should be breastfeed till six monthswoTindicated that child should be exclusively
breastfed for six months then stop and replacethanandicated that child’s blood should be
checked at nine months without stating whetheratrchild should Breastfeed in the meantime.
Another stated that mother should continue to biead but also continue reviews at ART

clinic.

On recommendations for feeding an HIV exposed in&dter exclusive breastfeeding for the

first 6 months, different responses were given. otb8 health workers stated that the child
should be introduced to other foods such as thickigige, mashed foods. These did not however
indicate whether the child should continue to hifeasl. A further 6 stated that the child should
be given complementary foods but continue breaditige Nine suggested that child should be

put on replacement feeding. Of these nine thréeated that a child should first be assessed for
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AFASS. Four suggested that after six months, heaat texpressed milk and provide
complementary foods, while four others did not pdewesponses to this.

On whether or not health workers discuss infandifegeoptions for HIV positive mothers during
group education in the MCH clinic, about half oéth indicated that they did, while the other
half indicated that they do not. However, withaejto IYCF counseling for HIV positive
women most of the health workers indicated that thidone on one on one basis. About five

said they do group counseling while a few (3) did provide answers.
With regard to giving demonstrations after a mothwkes a decision on the infant feeding

choice, about half stated that this is done sonestjrtO indicated that they always do, while 6

either said they never do that or did not proviglgponses.
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3.7 Child’'s Disease Pattern

There were about 37 percent of children who wepented to have been sick in the two weeks
before the interview. The commonest childhood 8kes among the children in the sampled

population were diarrhea 23.2 percent, cough 1&tBgmt, and fever 15.5 percent (Figure 17).

Figure 17: Incidence of common Childhood Ilinesses
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Mandevu (50 percent), Chipata (47.4 percent), Qinge#40 percent), and George (34.4 Percent)
reported more diarrhea cases compared to othes @iigure 18). Kamwala health centre

catchment area reported low case of diarrhea.
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Figure 18: Diarrhea by Residential Area
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Cough was the second common childhood illness feetvan the zones that were visited.
Mandevu reported more cases of coughs (60 pergermymparison to other sites. The lowest

site that reported cases of cough was in Kamwagge(eent).

Figure 19: Cough by Residential Area
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3.8 Mortality
There were 11 deaths reported in a population 8838he crude mortality in this population

was 2.8%" / 10000 population. Mortality among children wasry rare in the sampled
population. There were only 2 deaths that were rosmb out of 970 children. This could be
translated to 24"/ 10000 live births.
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Chapter 4

Discussion

Epidemiological studies have found strong assamiatibetween food intake, disease and
nutritional status in childrefil-3). Poor nutritional status has also been assocwtbdnorbidity
and mortality in children aged 6 months- 59 monis Recently, the University Teaching
Hospital recorded an upsurge in the levels of sdyanalnourished children admitted to ward
AO7. A high number of these severely malnourished cases referrals from primary clinics in
Lusaka urban. About 30 Percent — 50 Percent oktlesnitted cases ended up dying before

discharge.

The present rapid assessment was therefore undertalkassess the prevalence of malnutrition
measured as weight-for-height, Height-for-age aredgit for age in residential areas which
were sources for UTH AO7 admissions. The framewadrinalysis in this study followed the

UNICEF conceptual framework on causes of malnotriti

Severe malnutrition has a high mortality rate ambagpitalized children (5). In this study, 1.2
percent children were severely malnourished (Weighheight), 24.1 were severely stunted
(Height-for-age) and 9.5 percent were severely mmeight (Weight-for-age) (See Table 8).
Although these severely malnourished children weein hospital, the risks associative with

severe malnutrition are still immense.

Variations in the Prevalence’s of wasting, stuntamgl underweight across the eight residential
assessment areas were noticeable (Table 9). AN@WAated that the place of residence of a
child had significant (P<0.05) effects on anthroptic measurements and indices. This means
that living in a particular residential area deteraa the nutritional status of a child. Chipata and
Kamwala residential areas had prevalence’s of istyrdbove 2.3 percent among the male
children. At the same time, moderate malnutritiomsvalso highest in the same areas among
female children. A higher proportion of these cteld came from homes where parents had

higher levels of education and in formal employm&svere form of malnutrition, were found in
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homes where the head of household was in formalagment. It is not immediately clear why
this is so, but more in-depth sociological and espblogical studies need to be done. This
finding is similar to what others have already kksaed (6). According to a study by Nnyepi
(2007), Nutritional status was determined by livinga particular residential areaok®tswang K
(1998) also found that the type of residence was a nagterminant of the nutritional status of
children mainly because of certain characteristidgs include access to safe food, markets,
clean water supply and medical services. In thiglyst variations were seen in the levels of
malnutrition in different residential areas. Thisasalso seen when nutritional status was
presented by level of education of household hadtdough many studiesrf, have established
that the level of education of a caretaker couldehpositive effects on the child nutritional
status, this study revealed otherwise (Tables 4&nH 15). A higher proportion of children who
were malnourished were in homes were parents hgldehilevels of education. It was not
immediately clear why this was so; however thislifng agreed well the type of employment of
the household head. A higher proportion of childiretnomes were the household head was in
formal employment had severe forms of wasting, tstigrand underweight than if the household
head was in informal employment (Tables 16, 17 B8\ It is not apparently clear why this is
so, but more in-depth sociological and anthropaalgstudies need to be done. However, the
prevalence’s found in this study except for Heifgitage were with in the WHO acceptable

levels.

The mean Household Diet Diversity Score (HDDS) Wat9 (Figure 5) and for children 0.47.

This means that most of the households consumeuat &out of the 13 food groups. The fact
that less than half of the food groups are consuimgtles that generally diets are poor and not
sufficiently diverse to provide good nutrition. Bence shows that Children who have a DDS
value less than 6 will most probably have weighitdge and weight-for-height Z-scores less
than zero and should be regarded as being at fiskder nutrition. This measure can also be
useful as an indicator to assess improvement s dier time. A DDS of less than or equal to 7
may result in weight-for-age and/or weight-for-Heig@-sore of less than zero, while a DDS of

less than 3 is associated with height-for-age Zesoba less than zero(10).
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As can be seen the commonest food groups consumedosreals, Oil/butter/fats, sugar, Green
leaf vegetables and vitamin A rich fruits and vedgéts. Similarly food groups that were
reported to be commonly consuming by children wemreals, Oil/butter/fats, sugar, tea/coffees,
ripe fruits and dark-leaf vegetables. Food groups provide much needed protein such as
legumes, milk and milk products, and meats areaqadtely consumed a factor which could be
linked to limited food access due to high food esichat are prevailing on the market as
evidenced from the JCTR November 2008 report tibasic needs basket for Lusaka province
increased from K1, 870, 650 in February to K1, 9120 in November (11).

In terms variations to study areas, Kamwala, Matederence and Kanyama reported higher
HDD (between 0. 51land 0.58) compared to Chazang®)(0OChipata (0.47), Chawama and
George (0.46), and Mandevu the least at 0.45.

Although 71 Percent of households indicated thaldm had three meals in a day, young
children received nothing or less snacks in a dél @85 Percent indicating no snacks given,
37.8 Percent gave one snack per day and only &8oBercent provided snacks twice in day. A
look at the less diversity in diets and less sngerksided to children may have implications on
medium to long term food deprivation resulting iigthlevels of underweight and stunting in
Lusaka. George showed children had less than 3snredlay followed by Chipata (20 Percent).
Research evidence states that, if children eat riowefat dairy products and vegetables as
snacks this will increase the intake of mostly thuby 87 Percent and reduce the daily
consumption of saturated fat therefore, reduciregdhances of children having cancer by 20
Percent (12).

The study also indicated that most of the childsefiered from diarrhea the previous two weeks
before the survey. This has a bearing on the mrristatus of the children in the study
population in that evidence shows that diarrheddda loss of losses of fluid, electrolytes and
zinc. This may lead to micronutrient deficienciegluding zinc deficiency that can induce
immunodeficiency in otherwise healthy children,raasing susceptibility to diarrhea and other
infections. This can lead to a vicious cycle of @aed infections, reduced immunity, and

deteriorating nutritional status.
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The study shows that most of the health serviceigeos have attended various trainings on
PMTCT, IYCF and IMCI. However, people where traingddifferent times and the packages
where not up-dated and integrated hence thoseettdong time ago had old information. in
addition, all the staff trained along time ago am supposed to be trained again they always
pick new people who are expected to orient otheff stt the health facility. This has been
hampered by in adequate funding to health fagliience most service providers don’t have up
to date information. Some resist change even i dre trained due tattitudes and beliefs on
what they believe as individuals hence giving défe conflicting messages to the clients or the
public at large. For instance, some practitionat’ice mothers who are positive and expecting
to stop breastfeeding the child at 6 months of agés has contributed to less emphasis on the

new recommendations.

Evidence also suggest that if the quality of tHernmation on Infant and Young Child Feeding in
the context of HIV is inconsistent, there is a mitkelihood that most of the children will not be
breastfeed exclusively and if the mothers are Hi¥ifve then these children are more likely to
suffer from malnutrition. However, this is not piide because most of the counselors had never
been trained to advise mothers on infant and yalnilg feeding in the context of HIV. Recent
Investigations indicate that when the mother is Hfifécted, replacement feeding from birth
does not improve HIV-survival compared to breastfeeding, even in a better-off African country

such as Botswana. Another study from South Africa indicates tlifabreastfeeding is exclusive
there is a significant difference in cumulative mortality at three months 6 Percent in exclusive

breastfeeding vs. 15 Percent in replacement feeding

With regard to infant and young child feeding, #@gyued that the success of PMTCT depends
on their ability to help mothers make informed dems and then to implement them. In
particular, if, in congruence with the new WHO qande, mothers are to be assisted in deciding

when to stop breastfeeding sometime between siX2dndonths rather than being told to do so
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at exactly six months of age, then infant feediognselors will need to be trained in doing
postnatal assessment of whether replacement feésliAdfASS at various points postpartum
beginning at six months. Unlike AFASS evaluatiomneoprenatally, this postnatal AFASS
assessment can also take the mother’s health stédusccount (Lucy Thairu: April 27, 2007).
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Chapter 5

Conclusions and recommendations

The data presented in this study confirms that apwmldren aged between 6 and 59 months,
there is no critical severe wasting present and $fianting and underweight are the main
problems of concern. The higher admissions of sewelnutrition in the University Teaching
Hospital AO7 ward would be attributed to other fast including system failure in the

management of malnutrition both from primary heakline clinics to tertiary level.

With regard to the household having low househadd diversity score can be attributed to the
ever increasing cost of basic food prices in tharidi which also affect the children diet in
households. Therefore, people are not having adedliats which they are supposed to be

having hence putting them at risk of malnutrition.

It also confirms that despite health practitionbeen trained in the three packages (IYCF,
PMTCT and IMCI) they provide different informatido clients this due to the fact that some
have been trained in old packages which doesntidiecnew information. In addition, there has
been in adequate funds to scale up trainings tthalhealth practitioners resulting in continuous
delivery of inconsistent information. There showdtso be improved collaboration among

PMTCT site partners in order to pull resources tiogieto scale up training.
Recommendations

Community Level

* There is a great need to strengthen the refersaéyin the management of malnutrition
from community to all levels of management

* There is need to put in place motivation policy tbe cadre conducting active case
finding

 There is a need to strengthen the management ofcatigduncomplicated SAM at
community level through OTPs

* Intensify community / social mobilization — to cteaarly demand for management of
SAM

» Social Mobilization to target preventative servit#ivery system.
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Healthy Facility Level

There is a great need to strengthen the refersaésyin the management of malnutrition
from community to all levels of management
Build capacity in management of SAM and avoid lokkfe by

Un-choking UTH, by having SAM stabilization centers

There is a need to make available necessary sepplimanage SAM at all levels
There is need to train more personnel in the manageof SAM at all levels
Improve overall (PMTCT, CBGMP, IYCF, CIMCI) prograning

Policy Level

Advocacy at higher decision making levels to imgraesource allocation to enhance
implementation of policy

Strengthen coordinating efforts in the manageméntasdnutrition.

Need to look out for long term and sustainabletsgjias in preventing and managing
moderate and severe malnutrition

Focus should be on innovations that will strengttenhealth care system.
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