
Background 
In Malawi, the rates of stunting and anaemia 
among children under the age of five are high 
(36% and 63% respectively), which can lead to 
a significant loss in intellectual potential and fu-
ture production (Government of Malawi, 2015). 
Complementary feeding practices are poor, with 
only 17.3% of Malawian children aged 6–23 
months receiving an appropriate minimum die-
tary diversity (MDD), 36.8% a minimum meal 
frequency (MMF) and 8.7% a minimum accept-
able diet (MAD) (Government of Malawi, 2021).  
 

Knowledge gaps, food insecurity and food 
availability challenges are key contributing fac-
tors that limit the quality of diets in the country 
(Jones, 2015). Access to nutritious foods is also 
affected by seasonal fluctuations, and in Malawi 
rates of undernutrition differ between lean and 
post-harvest seasons (Chikhungu and Madise, 
2014). These factors result in poor comple-
mentary diets and limited intake of micro-
nutrients, which then lead to poor child growth 
and development. Humanitarian disasters also 
continue to occur with increasing frequency 
and intensity. The country has been heavily af-
fected by cyclones and disease outbreaks, which 
increase nutrition vulnerability and affect com-
plementary feeding practices. 
 

Fortifying complementary foods at home is 
an effective intervention for improving the micro-
nutrient intake of children in the complementary 
feeding period. Micronutrient powders (MNPs) 
have been shown to significantly improve hae-

moglobin levels and to reduce the prevalence 
of iron deficiency anaemia and retinol deficiency 
(Tam et al, 2020). When combined with nutrition 
education, MNPs can improve linear growth and 
other child feeding practices (Lanou et al, 2019).  
 

The provision of MNPs has the potential to 
contribute to improving nutrition, especially 
in countries with multi-layered complementary 
feeding challenges and countries in fragile 
settings. Malawi’s national Multi-Sector Nutrition 
Strategic Plan 2018–2022 aims to promote 
home fortification of complementary foods 
with MNPs.  
 

This article presents results from a partici-
patory process review of Malawi’s programme 
for improving complementary feeding through 
the introduction of local MNPs (‘Ndisakanizeni’), 
which was piloted in two districts of the country.  
 

Programme description  
In 2016, the Ministry of Health, in collaboration 
with UNICEF, initiated a programme for improv-
ing the quality of complementary feeding 
through home fortification with MNPs and en-
hancing caregivers' understanding of optimal 
nutrition and standard infant and young child 
feeding (IYCF) practices. It was initially imple-
mented for 18 months as a feasibility study in 
two districts: Nkhata Bay was chosen to repre-
sent hard-to-reach environments in Malawi, 
while Ntcheu was chosen as it had better access 
to services. 
 
MNP distribution and nutrition 
counselling  
The MNPs were distributed from a centralised 
location to the health facilities. Three distribu-
tion channels were used for bi-monthly de-
livery of MNPs and related nutrition counsell-
ing from the health facilities to the caregivers. 
These channels included routine delivery at 
the health facilities; growth monitoring 
sessions facilitated by health surveillance as-
sistants (HSAs); and care group platforms con-
ducted by volunteers (cluster leaders/pro-
moters) in the community. 
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KEY MESSAGES 
•     This article provides insight on the successes and challenges involved in 
      introducing micronutrient powders (MNPs) at household level to improve 
      complementary feeding practices. 
•     The use of MNPs for home fortification was found to be acceptable in 
      Malawian communities. 
•     Community-based distribution methods were preferred, but multiple delivery 
      modes or access points for MNPs facilitated greater coverage and relieved the 
      burden on community-level health workers. 
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During the distribution, the caregivers were 
counselled to provide one MNP sachet every 
other day, or 3–4 sachets a week to be consumed 
by the children. One MNP sachet consisted of 
15 micronutrients and vitamins, including vitamin 
A (400 μg), iron (10 mg) and zinc (4.1 mg). 
 
Programme training  
Programme implementers were trained using 
a cascading model, from national to community 
level. Training topics included nutrition and IYCF, 
complementary feeding and the proper use of 
MNPs, screening and enrolment, distribution, 
supervision, and reporting. Supportive moni-
toring was done at all levels, with more frequent 
supervision during the initial deployment and 
less frequently after six months.  
 
Community awareness and 
sensitisation  
Community leaders were sensitised at the tradi-
tional authority level through meetings with area 
development committees. Subsequently, com-
munity sensitisation meetings were conducted 
at group village level. Information, education and 
communication (IEC) materials were also pro-
duced and distributed (without pre-testing) to 
support training and counselling activities. 
 

Methods of programme review 
In August 2019, using a mixed methods par-
ticipatory process review, we collected data 
from 600 caregivers of children aged 6–23 
months from the two implementing districts. 
The observations from the two districts were 
ecologically compared1 to gain insights on the 
effects of product delivery and the acceptability 
of the products. The sample size used was cal-
culated to predict an MNP coverage of 37.5%, 
with a precision of ±7% and with a 95% con-
fidence level. Using ENA software, we randomly 
selected 10 clusters at the health facility level 
in each district. In each health facility cluster, 
we then selected, also randomly, 30 grouped 
villages using a probability proportional samp-
ling technique. One village was then randomly 
selected from each of the 30 grouped villages, 
and 10 caregivers with children aged 6–23 
months were chosen from the selected villages.  
 

The quantitative caregiver questionnaire 
comprised seven modules designed to assess 
utilisation, acceptability and adherence of the 
MNP product and programme, as well as IYCF 
knowledge and practices. Quantitative data 
were analysed using descriptive statistics. Chi-
square and t-tests were used to compare MNP 
coverage, IYCF practices, utilisation and adher-
ence according to district for ecological differ-
entiation and generation of lessons to guide 
further implementation. 
 

Qualitative data were collected through key 
informant interviews (n = 64), focus group dis-
cussions (n = 10) and direct observation at 
community, health facility, district, implementing 
partners and national levels. The qualitative 
questionnaire comprised semi-structured guides 
with open-ended questions, focus group dis-
cussions and checklists for direct observation. 

Qualitative data were analysed using NVivo 
software. Data were organised into themes, for 
which a coding framework was developed.  
 

All data collection tools were translated into 
the local language before validation by the 
MNP taskforce and data collection team and 
pre-tested in two health facilities that were 
not part of the intervention.  
 

Results and outcomes 
Demographic characteristics 
Of the 600 caregivers surveyed, 70% had ob-
tained a primary school education and over 
50% spoke Chichewa. Over half the children 
(51%) whose caregivers were interviewed were 
female and aged between 12 and 23 months. 
 
Programme coverage, equity and 
delivery of MNPs to beneficiaries 
Overall, more than 60% of the study participants 
in both districts reported ever receiving an MNP 
packet or their child ever consuming MNPs with 
complementary foods. Table 1 summarises the 
differences in coverage between the two districts. 
Coverage was significantly higher in Nkhata Bay 
compared to Ntcheu for children ever consuming 
MNP and children still consuming MNP. On the 
other hand, there were no observed significant 
differences in coverage based on demographic 
factors: child’s sex, caregiver education and care-
giver walking distance to health facility.  
 

Programme implementers nevertheless re-
vealed, through qualitative assessments, in-
equitable distribution of MNPs and of support 
to hard-to-reach areas because of access chal-
lenges resulting from fuel, terrain and human 
resource constraints. 
 

More than 80% of the caregivers received 
MNPs from HSAs at growth monitoring sessions, 

while 20% received them through the health 
facilities or care group promoters. All three 
channels of delivery were well accepted by the 
caregivers and programme implementers. 
 
Complementary feeding practices 
and use of MNPs  
Three complementary feeding indicators were 
assessed, and results showed that over 70% of 
the children in both districts achieved MDD. 
There was no significant difference in MDD, MAD 
or MMF between children who had ever con-
sumed MNPs compared to children who had 
never consumed MNPs (Table 2). However, MNP 
consumption was positively associated with the 
consumption of a higher number of food groups. 
More children who were consuming MNPs were 
still being breastfed (95%) compared to children 
who had stopped consuming MNPs (85%).  
 
Utilisation of micronutrient powders 
and adherence by caregivers 
Caregivers found that MNPs were acceptable 
and compliance with the administration guide-
lines of MNPs was good; they reported that their 
child consumed an average of one sachet per 
day. Based on caregiver self-reporting, the Ndi-
sakanizeni powder was rarely shared with non-
eligible children (3%) or thrown away. However, 
about 40% of caregivers did not adhere to the 
mixing instructions, adding MNPs to food that 
was too hot or not mixing it homogeneously. 
 
Effectiveness of community 
sensitisation on the utilisation of 
MNPs 
Although poor retention of information by care-
givers was mentioned, IEC materials were mostly 
perceived as useful and contributed to the high 

1 The ecological approach is understood as a method by 
which comparisons are measured at population/group 
level in different geographic regions or countries.  

Ntcheu 
(n = 253) 

Nkhata Bay  
(n = 282) 

p-value

Report ever receiving a packet of MNP, N (%) 162 (64.0) 200 (70.9) 0.09 

Report child ever consuming MNP with complementary 
foods, N (%) 

152 (60.1) 199 (70.6) 0.01  

Report child is still consuming MNP with complementary 
foods (among those who ever consumed MNP with 
complementary foods), N (%) 

74 (48.7) 139 (69.9) <0.0001 

                
Comparison of MNP coverage indicators by district Table 1

Ever consumed 
MNP with 

complementary 
foods (n = 351)

Never consumed 
MNP with 

complementary 
foods (n = 184)

Minimum Dietary Diversity (MDDa), N (%) 258 (73.5) 131 (71.2) 0.57 

Number of food groups consumed (out of 7), 
Mean ± SD 

4.41 ± 1.46 4.04 ± 1.59 <0.01 

Minimum Meal Frequency (MMFb), N (%) 188 (54.8) 108 (60.0) 0.26 

Minimum Acceptable Diet (MADc), N (%) 143 (40.7) 79 (42.9) 0.62 
a Proportion of children aged 6–23 months who received foods from at least four food groups during the previous day  
b Proportion of breastfed and non-breastfed children aged 6–23 months who receive solid, semi-solid or soft foods 
(but also including milk foods for non-breastfed children) the minimum number of times or more  
c Proportion of children aged 6–23 months who had at least the MDD and the MMF during the previous day 

                Comparison of complementary feeding indicators according to MNP 
consumption Table 2
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acceptability of MNPs and the dispelling of ru-
mours. Of caregivers, 40% were aware of 
negative rumours surrounding MNPs, although 
only 11% decided not to use the Ndisakanizeni 
powder based on these rumours. HSAs were 
identified as the preferred communication chan-
nel for MNP messages by 80% of caregivers.  
 
Programme training and 
implementation supervision 
Programme implementers reported the two 
days of training received were too short and 
not comprehensive enough. Attendance was 
low. Only 47% and 43% of programme imple-
menters reported attending and/or leading a 
cooking demonstration in Nkhata Bay and 
Ntcheu respectively. Overall, only 69% of care-
givers received training on Ndisakanizeni 
powder, which was higher in Nkhata Bay 
(73.3%) than in Ntcheu (63%). In Nkhata Bay, 
supportive supervision was facilitated by 
partners (World Relief and Save the Children) 
through the provision of vehicles and other 
materials. The same support was not available 
in Ntcheu.  
 

“Of course, the main problem why the 
health surveillance assistants are not 
being supervised is because we do not 

have enough resources. Although it is in-
cluded in the work plan, how can we im-
plement it without resources? There is no 

money set apart for supervision.”  
- The Hunger Project, Implementing Partner, Ntcheu 
 

Lessons learned 
This programme review highlighted several les-
sons that could be adapted to similar pro-
grammes, or emergency contexts in the future.  
Successes 
The programme reached equitable coverage 
in terms of child sex, caregiver education levels 
and caregiver walking distance to the health 
facility. The latter reflects the widespread use 
(80%) of community outreach sessions to dis-
tribute MNPs.  

The combination of different channels of dis-
tribution (growth monitoring sessions, care group 
promoters or health facilities) was positively per-
ceived by the caregivers and implementers and 
found to be an effective approach given the 
strengths and weaknesses of each channel – 
these findings are in line with micronutrient dis-
tribution in Cambodia, as featured in Field Ex-
change issue 592, where a combination of channels 
increased coverage and cost effectiveness. The 
diversity of distribution channels was also con-
sidered a means to lower the risk of distribution 
channel collapse in case of an emergency.  
 

The programme was effective in empowering 
the programme extension workers and the care-
givers. The extension workers showed high 
knowledge retention on the use of MNPs and 
IYCF, and caregivers mostly administered the 
MNPs according to instructions. Overall, there 
were positive attitudes and perceptions about 
the programme among caregivers. Although 
rumours made their way to the communities, 
they had little effect on the decisions made by 
the caregivers to feed Ndisakanizeni powder to 
their children. 
 
Challenges 
Programme implementers reported more dis-
trict-level supportive supervision, community-
level cooking demonstrations and attendance 
at caregiver trainings in Nkhata Bay compared 
to Ntcheu, which could be contributing factors 
to the observed differences in coverage between 
the two districts. This is despite Ntcheu being 
chosen as a district with better access to services. 
 

Across both districts, several challenges and 
gaps were identified in both programme con-
ception/design and implementation/programme 
delivery. These gaps represented missed oppor-
tunities to promote community engagement, 
sustainability, and ownership. Challenges included 
poor supply chain management, gaps in capacity 
building and supervision and weakness in the 
integration of the MNP programme into other 
IYCF programmes. Addressing these challenges 
is important, not only to ensure the quality of 
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the programme but also to strengthen the re-
silience of the programme to possible shocks.  
  
 Conclusion  
This programme for improving the quality of 
complementary feeding through home fortifi-
cation with MNPs showed encouraging initial 
results. This participatory review has provided 
useful lessons on strengthening the pro-
gramme to potentially contribute to improving 
complementary feeding practices while ensur-
ing the system in place can remain functioning 
in case of an emergency. 
 

Overall, the programme was well received 
by the target population. However, this study 
illustrated the implementation challenges that 
need to be overcome to ensure optimum uptake 
of MNPs and improve complementary feeding 
practices. A weak delivery system might easily 
reduce MNP distribution, coverage, uptake and 
level of complementary feeding and diversifi-
cation. The uptake could have been better in 
both districts had there been adequate and 
regular capacity building and supervision of 
implementers to ensure high-quality messaging; 
a pre-tested, integrated social behavioural 
change communication approach; sufficient, 
uniform logistical support; and strengthened 
supply chain management.  
 
For more information, please contact John 
Phuka at johnphuka@gmail.com 

Field Article

A demonstration of how 
to add MNPs to a child's 

food in Lilongwe, 
Malawi, 2022

©
 U

N
IC

E
F

/K
ha

ny
iz

ira


