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1. Executive Summary 

  
Background 
CARE is currently implementing the South Africa Nutrition Initiative (SANI) project in 

Malawi, Mozambique and Zambia.  The goal of SANI is to improve the nutritional status 

of women of reproductive age and boys and girls under 5 years.  This baseline study 

was conducted to obtain baseline values for the key SANI intervention areas in 

Funahlouro and Homoine Districts in the province of Inhambane of Mozambique. 

Eleven (11) key PMF indicators were able to be measured in order to set-up baseline 

values and establish achievable life of project targets for SANI in Mozambique.  

 

Methodology and Findings 
Data was collected from children aged 0-59 months, their mothers or primary care 

givers and fathers (or other male household members).  A total of 1135 women (age 15-

49 years) and children (age 0-59 months) were selected for the sample, of which all 

were successfully interviewed and included in the study, yielding a response rate of 

100%.  In addition, 277 men were interviewed with a response rate of only 22%. 

Anthropometric measurement (length/height and weight) of 988 children (383 in 

Funahlouro and 605 from Homoine) aged between 6-59 months was taken to calculate 

their nutritional status. Middle upper arm circumference (MUAC) measurement was 

taken from the women of reproductive age group.  

 

Results show that overall 10% of the children have minimum diet diversity with girls 

having a higher significant rate, however only 2% of the children met the criteria for 

minimum acceptable diet. Most of the children did not consume complementary food 

according to the recommended diversity and frequency.  

 

The study shows 30% of the children are stunted (suffering from chronic malnutrition) 

with a significant higher rate in Homoine district and among boys. These figures are in 

line with the latest Demographic Health Survey (DHS) (2011) which reports that 36% of 

children in Inhambane Province were affected by stunting. 

 

Finally, although exclusive breastfeeding is practiced by 64% of the respondents, the 

practice tends to decrease when the child reaches 4 months of age.   
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2. Introduction 
 
Poverty, hunger and malnutrition among women and children remain very high and 

widespread in most countries of the Southern African Development Community (SADC).   

While the number of chronically malnourished people has declined worldwide, the 

change has been slow in the SADC region, where hunger and malnutrition persist.  Poor 

nutrition during a child's first 1000 days, from pregnancy through to the child's second 

birthday, can cause irrevocable health and development consequences throughout the 

child’s life.  Poor nutrition in women of reproductive age and during pregnancy affects 

child health outcomes and has severe consequences for maternal morbidity and 

mortality.  

Malawi, Mozambique and Zambia continue to have some of the highest child mortality 

rates in the world, with 58 per 1000 child deaths for Malawi, 90 for Mozambique, and 

70 for Zambia, much of which can be attributed to malnutrition (UNICEF 2013). 

Stunting, the result of long-term under nutrition, is very high, with 49% of under-five 

(U5) children stunted in Malawi, 43% in Mozambique, and 40% in Zambia (DHS, 2013).  

This situation is further compounded by the following inter-related causes: 

 Despite early initiation and exclusive breastfeeding having a huge impact on 

child survival, only 55% were exclusively breastfed in the three countries. 

 Dietary diversity scores among breastfed infants 6-23 months are low, with only 

29% receiving minimal dietary diversity in Malawi and 30% in Mozambique 

(SUN, 2013). 

 Poor environmental sanitation, open defecation, and free-roaming livestock 

contaminate people's environments. Diarrheal diseases contribute to 18% of 

deaths in children U5 in Mozambique, 11% in Malawi and 9% in Zambia (SUN, 

2013). 

 Food insecurity is a widespread, regional issue, worse amongst female-headed 

households (FHH). During 2013/2014, 1.5 million Malawians were food insecure 

(SADC, 2013), 35% in Mozambique (FAO, 2013), and only 40% of Zambians had 

enough to eat (DHS, 2013). 

 
SANI 
The Southern Africa Nutrition Initiative (SANI) is a 24,652,087 million CAD project to 

address undernutrition in women of reproductive age (15-49) and children under 5 years 

in Malawi, Mozambique and Zambia.  SANI is funded by the Government of Canada and 

led by CARE and implemented in partnership with Cuso International, Interagency 

Coalition on AIDS and Development (ICAD) and McGill University in Canada and with the 

Governments of implementing countries. 
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 SANI is a scale-up of CARE’s successful project Improving Health and Nutrition of 

Vulnerable Women and Children in Ethiopia and Zimbabwe (2012 – 2014).  The SANI 

project is part of the Government of Canada’s 3.5 billion CAD commitment to improve the 

health of mothers, newborns and children.  SANI also forms part of CARE Canada’s Sub-

Saharan African Nutrition Program, which includes the GROW project (2015 – 2020), 

funded through the Ethiopia Development Division of Global Affairs Canada. 

 
Mozambique 

One-third of Mozambique`s population is chronically food-insecure, and half a million 

children aged 6-23 months are undernourished. Malnutrition in children under 5 

remains alarmingly high at 43%. Underlying causes include inadequate nutritional 

intake due to poor diet diversity, low meal frequency, poor breastfeeding practices, high 

levels of disease, and teenage pregnancy. Vitamin A and iron deficiencies in children 

under five are high, at 69 and 74 percent respectively. These problems are further 

aggravated by the high incidence, roughly 10.6% of HIV infection (UNAIDS Country 

Progress Report, 2014).  

In Mozambique, SANI is being implemented in the province of Imhambane in two 

districts: Funhalouro and Homoine.  Poverty in Funhalouro is reported in the latest 

demographic data as 69-85%, 49.5% of the total population being female-headed 

households.  Funhalouro is included in the list of Districts most vulnerable to drought 

and has low agricultural productivity.   Homoine has a reported poverty rate of 51-58% 

and has the highest number of female-headed households in the province (54.5%).     

 

SANI expects to contribute directly to the improved health of approximately 224,000 

women, children and men and over 700,000 individuals indirectly across the three 

countries,  and 37,392 beneficiaries directly and 40,192 indirectly in Funahlouro 

District and Homoine District in Mozambique.  

 

To establish the baseline values of the outcome indicators for the SANI project, CARE 

worked with Forcier, a local research firm, and McGill University to conduct the baseline 

study in Mozambique. This report presents the results of the quantitative baseline 

household survey conducted in Funhalouro and Homoine in June, 2017. 

 

2.1 Purpose of the Baseline Study 

 
The purpose of the baseline study is to identify baseline values against which CARE will 
monitor and evaluate the progress and effectiveness of the Southern African Nutrition 
Initiative (SANI) in Mozambique. Additionally, the baseline study assessed current 
community attitudes and behaviour regarding nutrition, hygiene, health and sanitation, 
gender, and women’s empowerment.   Specific objectives of the study were: 
 
1) Establish baseline values of the outcome level indicators for SANI project.
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2) Examine knowledge, attitudes, behaviors and practices related to nutrition, hygiene 

and sanitation, gender and women’s empowerment. 

3) Provide rationale for the current targets on all indicators and review targets where 

necessary 

4) Identify programmatic priorities and approaches through key informant interviews 

with stakeholders such as government staff, community leaders, agricultural and 

health extension workers, and staff from other nutrition projects. 
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3. Study Design & Methodology 
 
3.1 Data Collection Methods and Tools 

 
The Baseline Household survey comprised of a quantitative household survey and 

anthropometric measurements, conducted iteratively in each household.   In order to 

achieve the above objectives, Forcier used the following methodological options for data 

collection as, directed by CARE: 

 

 Quantitative Household Survey 

 

Quantitative tool that has been used by CARE as part of the SANI baseline assessments 

in Zambia and Malawi was minimally edited to ensure that it was tailored to 

Mozambique’s context. Forcier’s IT Specialist collaborated with CARE’s team during the 

scripting process of the household survey questionnaire in Portuguese. The content of 

the household survey covered access to food, food preservation and storage, feeding 

practices (including infant and young child feeding), women’s and men’s diet diversity, 

women’s empowerment, access to health and nutrition services, health status, water 

sources, sanitation facilities and hygiene practices. The household survey questions also 

included IYCF questions concerning the selected child. The questionnaire was 

programmed in Open Data Kit (ODK) and implemented using smartphones.  

 

 Measurements 

 

Anthropometric measuring and assessment of edema presence were completed by 

enumerators in each district, and supervised by the Team Supervisors - with the IT 

Specialist on the ground for a portion of the data collection process for support, and the 

National Coordinator providing quality assurance and other financial, logistical, and 

practical support from Maputo. Measurements were carried out and recorded utilizing 

smart phones and tablets, as with the household survey. All anthropometric measuring 

and assessment of edema took place as a module in the household survey, in the same 

households, and was part of the same survey.  

 

As identified above, the survey began by identifying one child and one woman in the 

household for anthropometric measuring, assessment of edema presence and for the 

household survey. Children were screened only to identify age as per the requirements 

of the age range for this survey. If there was more than one eligible child and woman in 

the household, the data collector selected one child and one woman at random to 

measure. When an exact age of a child could not be provided, enumerators offered a 

calendar based on local events beginning with a key, locally-known event that marks 

the approximate start of a 6-59 months’ period. Age was then determined to the nearest 

month based on the respondents’ recall, facilitated using the local calendar. Next, the
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enumerator proceeded to measure both the child and woman.  

 

The following measurements were collected:  

 Weight: Analog scales were used for weight measurement (to the nearest 0.1kg) 

for children between 6 to 59 months  

 Height: standard height boards were used for measuring the length/height of 

children (to the nearest .1 cm) 6 - 59 months. Children less than 24 months of 

age were measured lying down, and children greater than or equal to 24 months 

were measured in standing position.  

 MUAC: Mid-upper arm circumference measurements were taken with mothers 

and children 6-59 months using a flexible, non-stretch tape. MUAC were 

measured to the nearest .1cm.  

 Edema: presence of edema was assessed for children 6-59 months through 

examination and palpation of extremities. 

 

 GIS Coordinates for Respondent Households  

 

The GPS coordinates were recorded during the anthropometric measurement process 

to conserve the amount of time spent in each household. Upon discussion and 

agreement with CARE, Forcier integrated the collection of GPS-coordinates onto the 

questionnaire that was scripted on ODK. By using the CAPI devices, coordinates were 

documented at no extra level of effort or cost. Alternatively, CAPI devices can be used to 

record coordinates.  

 

The table below summarizes methods utilized for the baseline assessment. 

 
Table 1: Methods for baseline assessment 

Method Source 

Quantitative Household 
Survey 

Funahlouro District & Homoine District 
One eligible woman in household (WRA or caregiver of selected child) 
One partner or husband of woman interviewed 

Measurements Funahlouro District & Homoine District 
Children 6 – 59 months 
Weight 
Length 
Middle & Upper Arm Circumference (MUAC) 
Edema presence 
Women 15-49 years  
Middle & Upper Arm Circumference (MUAC) 
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3.2 Sample Size and Eligibility Criteria 

 

Sample Size Calculation 

The survey was a cross-sectional observational study. The data was collected from 

Children aged 0-59 months, their mothers or primary care givers and fathers (or other 

male household members).  The sample required having pre-defined sample numbers 

in (0-5), (6-11), (12-17), (18-23), and (24-59) age groups for Infant and Young Child 

Feeding (IYCF) and anthropometric indicators. The sample size was calculated using 

prevalence of key infant and young child feeding (IYCF) practice of exclusive 

breastfeeding and a target percentage point change expected to take place at the end of 

proposed intervention. CARE’s proposed intervention likely intends to improve 

exclusive breastfeeding by 10 percentage points and stunting among participating 

children by 5 percentage points at end of the program.  For the IYCF indicators, 

exclusive breastfeeding is used as the key indicator for sample size determination. For 

sample size estimation, prevailing baseline rate was set at P0 = 43% and expected rate 

of change at P1 = 58% (MDHS 2011).  Using a significance level of 10%, power = 80%, 

difference between baseline and endline rates is at 15 percentage points, with a design 

effect of 1.5, the study required a sample of 206 children in each of the age groups 

mentioned above. Thus, a total sample of 1,135 (5x227) children in the intervention 

area was required for the purposes of this study.   
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Table 2: Sample and population design 

    Estimated Child Population   Sample Planned 

    Age groups in months   Age groups in months 

  
Total 

Population 

 
(0-5)  

 
(6-11)  

 
(12-17) 

 
(18-23)  (24-59)    (0-5)  (6-11)  (12-17)  (18-23)  (24-59)  

Distrito de 
FUNHALOURO 

37,856 757 757 757 757 4,051   
          

MUCHUHUINE 15,508 310 310 310 310 1,659   55 55 55 55 55 

MANHICA 2,856 57 57 57 57 306   10 10 10 10 10 

MAVUME 6,350 127 127 127 127 679   23 23 23 23 23 

District Total 24,714 494 494 494 494 2,644   88 88 88 88 88 

  

District de HOMOINE 107,735 2,155 2,155 2,155 2,155 11,528             

CHIGINGUIR 12,587 252 252 252 252 1,347   45 45 45 45 45 

CHIZAPELA 7,296 146 146 146 146 781   26 26 26 26 26 

PEMBE SEDE 12,878 258 258 258 258 1,378   46 46 46 46 46 

NHAULANE 6,204 124 124 124 124 664   22 22 22 22 22 

District Total 38,965 779 779 779 779 4,169   139 139 139 139 139 

Overall Total               227 227 227 227 227 

        

TOTAL: 1135 

 
  



Page 14 of 44        Southern African Nutrition Initiative (SANI) 
      Baseline Study Report- MOZAMBIQUE 

 

 Sampling   

The sample for the anthropometry survey and household survey was constructed as a 

single multi-stage cluster sample, with both anthropometry and household survey data 

being collected from households that were selected into the sample. 

Recognizing that the study was intended to be longitudinal and cross-sectional, a 

sampling strategy that focused on producing a representative sample of targeted 

localities was used in order to achieve the aggregate level of power desired for 

longitudinal comparison (pre and post intervention), while being self-weighting and 

easily replicable. 

 

General Sampling Design – Allocation and Selection of Primary Sampling Units 

The total number of households planned for inclusion in the study was 1135. Some 

over-sampling beyond that number was necessary in order to achieve the desired 

quotas by age group for children (i.e. 0-5, 6-11, 12-17, 18-23, 24-59 months) for the 

collection of anthropometric and IYCF indicators.  

 

The smallest geographic units were Comunidades, and thus these small units served as 

the primary sampling units that were selected and segmented into clusters. A clustered 

sample was a logistical necessity for the fieldwork to be carried out in an efficient and 

timely fashion. The sample was thus constructed by randomly selecting Comunidades 

and then distributing 15 interviews to each selected cluster within the Comunidades. In 

order to ensure that the desired sample size of 1135 was reached, the sample was 

structured as 76 clusters of 15 interviews each, for a total of 1140 households. The 

exact allocation of the Comunidades and the 1140 households to be sampled was 

decided on the basis of the comunidade level sample frame; and these allocations were 

proportionate to the population size of the relevant units.  

The number of households, as well as the number of members of targeted sub-

populations, was based on a quota sampling strategy within selected comunidade-

clusters in order to ensure that the desired number of households per cluster was 

reached, as well as the desired number of men, women, and children (of 5 age 

categories specified) are included in the sample. Note, children in the 0-5 months were 

not subject to anthropometric measurement, but households were sampled in such a 

way as to achieve the desired quota for children of this age-range, such that IYCF 

indicators can be constructed for this age group as well. In other words, in each cluster, 

enumerators began by selecting households randomly using the modified EPI or 

“random walk” method and continued selecting replacement households until the quota 

of required households per comunidade was reached. While the initial selection process 

was fully random, based on the EPI method, meeting all of the desired quotas required 

that a proportion of households were sampled purposively until the quotas of child age-

groups for each cluster were met. 
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Sampling households on a quota within each comunidade because is logistically simple 

and effective in terms of guaranteeing that the desired number of households is 

reached. However, a quota sample within Comunidades will produce a sample that 

deviates somewhat from a sample that is completely self-weighting and will not give a 

sample in which household level sampling probabilities are known. 

Matching target locations to the localidade-level sample frame (based on the 2007 

Census statistics) by district and localidade gives the following underlying populations: 

 
Table 3: Population, by localidade and by sex 

District Localidade Total 
Population 

Population 
Males 

Population 
Females 

FUNHALOURO MUCHUHUINE 15508 6783 8725 

FUNHALOURO MANHICA 2856 1320 1536 

FUNHALOURO MAVUME 6350 2856 3494 

HOMOINE CHIGINGUIR 12587 5608 6979 

HOMOINE CHIZAPELA 7296 3133 4163 

HOMOINE PEMBE SEDE 12878 5639 7239 

HOMOINE NHAULANE 6204 2697 3507 

Source: 2007 Census statistics 

 
Table 4: Percentage of the population sampled 

District Localidade Total 
Population 

Population 
Percent 

Interviews 

FUNHALOURO MUCHUHUINE 15508 24.4% 277 

FUNHALOURO MANHICA 2856 4.5% 51 

FUNHALOURO MAVUME 6350 10% 113 

HOMOINE CHIGINGUIR 12587 19.8% 225 

HOMOINE CHIZAPELA 7296 11.5% 130 

HOMOINE PEMBE SEDE 12878 20.2% 229 

HOMOINE NHAULANE 6204 9.7% 110 

Total - 63679 100% 1135 

 

On the basis of this localidade-level allocation, households were then allocated to 

Comunidades proportionate to the estimated population size of Comunidades (See 

Appendix for planned sample at the comunidade level). 
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Inclusion/Exclusion Criteria for Baseline Study 
Category  

of Study 

Units 

Inclusion Criteria Exclusion Criteria 

Children  Children 0-59 months of age 

 Children who permanently live with 

family members in households in the 

villages selected for the SANI project  

 Foster children, or children visiting the 

household, or who are not permanent 

residents 

 Children with any known or suspected 

chronic or congenital diseases or 

physical deformity that is associated 

with growth problems. 

Women  Women of 15-49 years of age who are 

non-pregnant, pregnant or lactating, have 

at least one child less than 5 years of age   

 Women who permanently reside in the 

households in the selected survey villages 

 

 Any women 15-49 years of age living in 

the village for less than 6 months 

 Women younger than 15 years of age or 

older than 49 years of age 

 

Men  Men of at least 15 years of age who are 

preferably the father of the selected child 

or otherwise another man within the 

household (preferably with a child aged 

0-59 months) 

 Men who permanently reside in the 

households in the selected survey villages 

 Any man living in the village for less than 

6 months 

 Men younger than 15 years of age 

 

 
 

3.3 Logistics 

 
Training 
The National Coordinator and CARE’s Anthropometric Specialist trained 2 Lead 

Supervisors and 7 Team supervisors on the household survey tool, use of 

anthropometric measuring equipment, sampling methodology, smart-phone use and 

troubleshooting, and quality assurance protocols.  This training was conducted in 

Maputo from April 19th – 21st, 2017. 

 

Forcier recruited 50 enumerator candidates in Maxixe who are fluent in both 

Portuguese and Xitswa (the local dialect).  Enumerators were interviewed and vetted by 

phone initially and by Forcier staff in Maxixe for the selection of 36 enumerators to be 

trained.  

 

The National Coordinator, Anthropometric Specialist, IT Specialist and Team 

Supervisors conducted a five-day enumerator training in Maxixe, Imhambane. The 

enumerator training focused on household survey questionnaire content, sampling 

methodology, respondent selection, and review of smartphone data collection 

techniques. Additionally, the Anthropometric Specialist trained enumerators on the use 

of anthropometric measuring equipment which included extensive testing and trials to 

ensure enumerators understood the process. Enumerators had the opportunity to 

further practice appropriate anthropometric measuring procedures on children and 
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their mothers in Chicuque and Maxixe City Hospitals.  After the training, 27 

enumerators that performed well were selected to be a part of the data collection team. 

The selected 27 enumerators were closely monitored by anthropometric specialist and 

supervisors as they underwent additional practice of anthropometric measurements on 

children and their mothers prior to the start of data collection in Funhalouro.  

 

Permissions  

Prior to the start of data collection, CARE’s team in Maxixe secured permissions from 

local authorities in both Funhalouro and Homoine districts. Upon the survey team’s 

arrival in Maxixe, CARE representatives made introductions to respective government 

officials at the district authorities/offices to ensure that data collection process took off 

and ran smoothly. At each comunidade, the survey team met with the local leaders to 

seek for their permission and request the assignment of local guides.  

 

Ethical Considerations 
On 31st March 2017, protocol of baseline study was revised and resubmitted to the 
Bioethics Committee at the Ministry of Health (MISAU) headquarters in Maputo. 
Approval of study by the Bioethics Committee was received on April 10th which allowed 
CARE and Forcier teams to begin training of supervisors and enumerators.   
 
Study participants were fully informed about the purpose of the baseline assessment 
and how the results will be used. A consent form that has been approved by the 
Bioethics Committee was provided to each participant and read to those that were 
unable to. Each participant consented to taking part in the assessment by signing or 
finger-stamping the consent forms. A copy of the consent form was given to each 
participant for recordkeeping purposes. Consent from mothers or caregivers were 
obtained before conducting anthropometric measurements on a child. Neither the 
consent form nor the survey questionnaire recorded any names or identifying 
information of participants. Copies of consent forms will be submitted to CARE’s head 
office in Maputo for recordkeeping purposes. 

Enumerators and supervisors received training not only on how to take anthropometric 
measurements but also on how and when to refer women and children with 
malnutrition and/or other critical/obvious health problems to the nearest health 
centers.  In particular, women with a MUAC less than 23cm sign of malnutrition) were 
informed on the importance of getting timely health services to improve their nutrition 
and health conditions and referred to the nearest health services. For children, bilateral 
pitting edema in the feet was observed. A child with MUAC under 11.5 cm and/or edema 
on both feet is automatically considered severely malnourished and was therefore 
referred to the closest health services. At the end of each data collection day, 
supervisors provided a copy of referral forms to CARE’s representatives in Funahlouro 
and Homoine. A total of 33 referral cases were identified and forms provided as part of 
the baseline assessment over the field test and data collection period. CARE 
Mozambique was responsible for coordinating with community health workers 
(Agentes Polivalentes Elementares (APEs)) and other relevant stakeholders to ensure 
initial contact and follow up of these cases.  
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Field Operations 
Fieldwork took place from May 8th to May 22nd in Funhalouro and then Homoine 

districts. The survey team comprised of CARE representatives, Anthropometric 

Specialist, IT Specialist, 2 lead supervisors, 7 supervisors and 27 enumerators traveled 

to and was based in Funhalouro for the 5 days of fieldwork in the district. For data 

collection in Homoine, the survey team was based in Maxixe and made daily trips to 

access comunidades in the district.  

 

Prior to traveling to Funhalouro, field tests were conducted in two comunidades in 

Homoine which were not part of the sample.  During the field tests all enumerators, 

accompanied by their supervisors and management team were able to conduct two 

interviews each. Results of the field test were reviewed by the Forcier technical team 

and results were shared with CARE. Minor issues that were flagged during the field test 

were discussed with enumerators before proceeding to Funhalouro to begin fieldwork. 

As planned, each of the 7 supervisors led a team of 4 enumerators except for one team 

that comprised of 3 enumerators. The supervisors reported to 2 lead supervisors that 

were responsible for daily reporting to the National Coordinator and Forcier’s technical 

team. CARE’s team traveled with the survey teams in both districts to familiarize the 

supervisors and enumerators with the villages that were being considered as primary 

sampling units. On average, each enumerator completed data collection at 4 households 

per day apart from remote comunidades with sparsely populated households where 

data collection took longer than usual. Each enumerator was accompanied by a local 

guide that facilitated the identification of random routes and introductions of the 

enumerator to selected households to ensure that the survey team was welcomed by 

the communities.  

 
Replacements 
One of the sampled comunidades in Funhalouro, Mulepo, was discovered to be 

inaccessible due to bad road conditions. As such, a comunidade, Massalane, was 

randomly drawn from the sample frame to serve as a replacement.  

 
Table 5: Replacement 

District Localidade Original comunidade Replacement 
comunidade 

Clusters Households 

Funhalouro Mucuine Mulepo Massalane 1 15 

 
 
Quota Fulfilment  
In most comunidades, enumerators faced difficulty of finding enough households in 

order to meet their quotas in one or more of the age groups despite best efforts and 

support provided by local leaders and guides. After completion of data collection in the 

sampled comunidades, a decision was made by CARE to add an additional day of data 
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collection where logistically favorable comunidades in Homoine were selected in order 

to fulfill the household/interview quota for the district under each age group. Given that 

CARE will analyze the data at per district, fulfilment of household quota per age group 

at the district level was prioritized over localidade-level quota. The table below 

demonstrates the completed number of interviews per district. (Refer to Appendix 

section for the additional comunidades in Homoine that were selected by CARE’s team 

in Maxixe).  

 
Table 6: Quota Fulfilment 

 
 

District 

 
Age Category 

 
Total 

0-5 months 6-11 months 12-17 months 18-23 months 24-59 months 

Funhalouro 91 99 86 82 144 502 

Homoine 136 140 131 141 212 760 

Total 227 239 217 223 356 1,262 

 
 
Response Rate 

Eligibility of a household for the survey was primarily determined by the availability of 

a woman and a child that fit the selection criteria as outlined in the section of this report 

titled Inclusion Criteria. If in a household, there exist a woman and a child that fulfill 

these requirements but were not available at the time of the survey, enumerators were 

instructed to skip the household and attempt an interview at the next eligible household 

on their route. Therefore, women respondents and measurements of children were only 

introduced to the survey software if eligible and available at the time of the survey. 

Given this purposive sampling strategy at the household level, the response rate for 

females was at 100% for 1261 households.  

 

Per the agreement with CARE’s team, if an eligible male respondent was not available at 

the time of household visit, enumerators were instructed to still conduct an interview 

with the female respondent and continue to the next household. Multiple attempts were 

not made to interview a male respondent if he is not available at the initial visit. The 

number of eligible, available and consenting male respondents in both districts was low 

resulting in a low response rate of 22% representing 277 male respondents out of 1261 

households.  

 
3.4 Rationale and Limitations 

 
Eligible households per desired age group 

Supervisors coordinated with their enumerators to ensure that the team’s overall daily 

goal of 3 interviews per age group was met. However, even with this level of 

coordination, in most comunidades, it was difficult to find adequate number of 
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households with children of the desired age group in same data collection day. Given the 

timeline and resource constraints, enumerators only visited a cluster within a 

comunidade for one day. Therefore, when enumerators were unable to find such 

households, they had to fulfill their daily quota of 4 interviews by conducting interviews 

at eligible households with children in any of the 5 age groups. As such, at the 

comunidade level, there was over- and under-sampling of households while 

disaggregated by the 5 age groups. The last age group of 24-59 months had a 

significantly higher level of over-sampling as a result of its wide range covering 26 

months. As detailed in the Quota Fulfilment section, an additional day of data collection 

was necessary to ensure that pre-defined number of interviews per age group were met 

at the district level.  

 

Logistical challenges 

Most remote comunidades in Funahlouro and Homoine had sparsely populated 

households which led to longer travel time before locating eligible households. This was 

also a contributing factor to the limitation of quota fulfilment that is discussed in the 

preceding section.  Bad road conditions also affected the accessibility of one of the 

comunidades in Mucuine localidade which called for a substitution as outlined in the 

Replacements section.  

 

3.5 Quality Assurance 

 

Pre-fieldwork 

 

 Scripting with ODK: Quantitative data was collected using ODK which improved 

data integrity and enabled for data monitoring in real time. ODK software 

utilization allowed for pre-programmed sampling methodology and ensuring 

adherence to agreed-upon sampling methodologies, skip patterns and response 

constraints.  

 Translation: Translation of the survey content was extensively studied during 

enumerators’ training in order to reach consensus on interpretation. Moderated 

by the National Coordinator and Xitswa-speaking supervisors, survey content 

and appropriate translation in the local language were covered over the course 

of three days to ensure that survey results would not be imprecise due to 

misinterpretation.  

 Mock interviews: During the week-long training, enumerators conducted 

multiple mock interviews while being monitored by supervisors, lead 

supervisors and National Coordinator. This exercise was necessary to ensure 

that enumerators understood how to follow the appropriate interviewing 

techniques.  
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 Enumerator test: In addition to the regular monitoring and assessment of 

enumerators’ performance during training, a test was administered to evaluate 

enumerators’ readiness for data collection and identify areas of further practice.  

 Anthropometric measurements: As mentioned above, enumerators practiced 

anthropometric measuring procedures on children and mothers in two hospitals 

in Maxixe and in one of the comunidades in Funahlouro. 

 Field test: The field test that was conducted in Homoine allowed enumerators to 

practice what they have been trained on and the technical team to assess results 

of the fieldwork and address any issues prior to data collection.  

 

 

During Fieldwork 

 

 Daily data quality control/ODK: Due to the use of CAPI for the household 

survey and anthropometric measuring, data entry was not a separate/discrete 

process, and therefore there was no need for extensive verification beyond the 

cleaning of the resultant dataset, which was already in digital format on the ODK 

server and can simply be exported into a STATA format for data cleaning. All 

close-ended questions and their corresponding response options were already 

assigned appropriate entry-codes in the CAPI software, and were linked to 

English versions of each question through numeric entry-codes in the final 

dataset. This process was automated, and thus eliminated a potential margin for 

human error that exists in surveys that have to be manually entered. At the end 

of each data collection day, supervisors uploaded their interviews on the server. 

The data was reviewed by the Forcier technical team and any issues that have 

been flagged were communicated to lead supervisors for appropriate action.  

 Daily data quality control/ENA: Anthropometric measurements from the 

uploaded data was exported into the ENA software to check plausibility. Any 

results on children’s height, weight and MUAC that were flagged as implausible 

by the software were sent to lead supervisors as part of the daily report in order 

to check for possible data entry errors. Lead supervisors discussed with 

supervisors so these erroneous results could be rectified by verifying against 

what was recorded on the tracking sheets.  

 Accompaniments: Each enumerator was accompanied by a supervisor for one 

full interview, from start to finish, within the enumerator’s first three clusters of 

households. The two lead supervisors ensured that at least 5% of interviews 

were accompanied by a supervisor overall.  

 Monitoring through tracking sheets: Supervisors went through the tracking 

sheets at the end of every data collection day to ensure the correct execution of 

random route procedures, household selection, respondent selection and health 

service referrals. All aspects of non-response were captured on paper tracking 
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sheets, where interviewers recorded detailed reasons for non-response based on 

a set of pre-defined non-response codes. 

 Reporting to technical team: Lead supervisors met with the team supervisors 

by the end of every data collection day to review the teams’ progress, any issues 

experienced and plans for the following day in order to provide comprehensive 

reports to the technical team.  

 

 

Post-fieldwork 

 

Data cleaning: The technical team used STATA and Forcier’s standard quality control 

script to analyze and clean all time, location, and interviewer-related data, using 

tracking sheets and consulting with Team Supervisors to identify and rectify 

discrepancies. The team also reviewed data for outliers, implausible values, and digit 

preference (on numeric responses), and for unexpected distributions on categorical or 

ordinal variables. All steps that were followed during the data cleaning process were 

recorded on a STATA .do file and shared with CARE’s team. 

 

3.6  Timeline 

 
April 19 – April 21: Supervisor training in Maputo 

April 22: Travel to Maxixe 

April 23: Enumerators’ interviewing 

April 24 – April 28: Enumerator training 

May 4: Field test 

May 5: Travel to Funahlouro 

May 6: Anthropometric measurement practice 

May 8 – May 12: Data collection in Funahlouro 

May 13 – May 22: Data collection in Homoine 

May 23: Return to Maputo 

June 16: Submission of draft deliverables to CARE 

June 16-19: CARE review of deliverables 

June 20-23: Revision of fieldwork report and topline findings 

June 26: Submission of final deliverables to CARE 
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4. Findings 
 
4.1 Demographic Characteristics of Respondents 

 
The tables in this section describe the basic demographic characteristics of respondents 
to the quantitative e survey, including education level, marital status, and participation 
in government food subsidy programs.  
 
Female Respondents 
 
All individual-level questions in this section refer to mother’s characteristics, as the 
survey recruited women aged 15-49 years with children under 5 years of age.  
 
Table 8 describes the marital status of respondents, which shows that the majority of 
respondents are cohabitating with a monogamous partner, though a large minority of 
respondents report being single. Table 9 refers to a key household characteristic: the 
gender of the head-of-household. The majority of households are headed by men, at just 
under three-quarters (73.3 percent) of all households surveyed.  
 
Table 10 describes the education level of respondents and tables 11 and 12 describe 
their participation in the labor force. Finally, Table 13 reports the frequency at which 
households participate in the Farm Input Subsidy Program (FISP) or alternative 
productive safety net programs sponsored by the government.  
 
Table 7: Marital status of respondents, by district 

Marital Status 
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

Married (monogamous) 9.8% 8.2% 8.8% 

Married (polygamous) 1.2% 1.6% 1.4% 

Divorced or separated 4.0% 3.0% 3.4% 

Widowed 2.6% 3.0% 2.9% 

Single (Never married) 26.5% 21.8% 23.7% 

Cohabitating with partner (monogamous) 49.2% 56.2% 53.4% 

Cohabitating with partner (polygamous) 6.8% 6.2% 6.4% 

Total 100% 100% 100% 

 

Table 8: Gender of heads-of-household, by district 

Gender of Head of Household 
Funhalouro 

N=502 
Homoine N=760 

Total 
N=1262 

Male 74.5% 72.5% 73.3% 

Female 25.5% 27.5% 26.7% 

Total 100% 100% 100% 
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Table 9: Highest level of education completed, by district 

Highest Education Level 
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

Never attended school 27.3% 23.0% 24.7% 

Some primary (Grade 1-5) 30.5% 25.5% 27.5% 

Completed primary (Grade 6 -7) 20.7% 22.2% 21.6% 

Some secondary (Grade 8-10) 15.5% 26.2% 21.9% 

Completed secondary (Grade 12) 3.8% 2.4% 2.9% 

Some higher education 0.0% 0.3% 0.2% 

Functional Adult literacy 1.8% 0.4% 1% 

Don’t know 0.4% 0.0% 0.2% 

Total 100.0% 100.0% 100% 

 

Table 10: Women's labor force participation, by district 

Work outside household 
Funhalouro 

N=502 
Homoine 

N=560 
Total 

N=1262 

No 80.3% 80.7% 80.5% 

Yes 19.7% 19.3% 19.5% 

Total 100% 100% 100% 

 

Table 11: Women's type of work, by district 

Occupation or type of work (Multiple Response) Funhalouro 
N=99 

Homoine 
N=147 

Total 
N=246 

House keeping 2.0% 0.7% 1.2% 

Casual labor 3.0% 4.1% 3.7% 
Crop production 80.8% 93.9% 88.6% 
Livestock rearing 3.0% 7.5% 5.7% 
Formally employed 2.0% 2.0% 2.0% 
Petty trade 9.1% 0.7% 4.1% 

  
Table 12: Household participation in the Farm Input Subsidy Program, by district 

Household participates in FISP 
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

No 57.6% 77.1% 69.3% 

Yes 42.4% 22.9% 30.7% 

Total 100% 100% 100% 

 
 
Male Respondents 
 
This section parallels the section on female respondents above and briefly describes the 

demographic characteristics of male respondents to the quantitative survey.  Male 

respondents were recruited following the completion of the women’s questionnaire. 

Male respondents are either husbands or partners of female respondents or, if the 
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female respondent is single or widowed, a different male member of the household. In 

total, 75.8% of male respondents (N=210/277) reported that they were the father of an 

under-5 child in the household. Table 14 describes the highest education level attained 

by male respondents, while Tables 15 and 16 describe the respondents’ place in the 

labor force. 

 
Table 13: Highest level of education completed by father, by district 

Father’s education level Funhalouro 
N=136 

Homoine 
N=141 

Total 
N=277 

Never attended school 18.4% 15.6% 17% 

Some primary (Grade 1-5) 43.4% 44.7% 44% 

Completed primary (Grade 6 -7) 23.5% 25.5% 24.5% 

Some secondary (Grade 8-10) 8.1% 14.2% 11.2% 

Completed secondary (Grade 12) 3.7% 0% 1.8% 

Functional Adult literacy 2.9% 0% 1.4% 

Total 100% 100% 100% 

 

Table 14: Father's labor force participation, by district 

Does father work outside HH? Funhalouro 
N=136 

Homoine 
N=141 

Total 
N=277 

No 64% 66% 65% 

Yes 36% 34% 35% 

Total 100% 100% 100% 

 

Table 15: Father's type of work, by district 

 Father’s occupation or type of work (Multiple Response) Funhalouro 
N=49 

Homoine 
N=48 

Total 
N=97 

Casual labor 26.5% 29.2% 27.8% 

Crop production 53.1% 45.8% 49.5% 

Livestock rearing 4.1% 4.2% 4.1% 

Formally employed 4.1% 8.3% 6.2% 

Petty trade 22.5% 12.5% 17.5% 

Other 18.4% 16.7% 17.5% 

 
 

 

4.2 Access to Food, Home Garden, Livestock and Savings 

 

4.2.1 Household Hunger and Food Insecurity Scales 

 
Household Hunger 
This section describes results based on the Household Hunger Scale (HHS). The HHS is 

constructed on the basis of six questions, with three fundamental questions about 

whether or not a particular type of even has occurred, and a follow up question for each 



Page 26 of 44        Southern African Nutrition Initiative (SANI) 
      Baseline Study Report- MOZAMBIQUE 

 

type of event asking about the frequency of that event. The three core questions about 

event-type are summarized here: 

 In the past 4 weeks/30 days was there ever no food to eat of any kind in your 

house because of lack of resources to get food? 

 In the past 4 weeks/30 days did you or any household member (including 

children) go to sleep at night hungry because there was not enough food? 

 In the past 4 weeks/30 days did you or any household member (including 

children) go a whole day without eating anything at all because there was not 

enough food? 

 

If the respondent answered yes to any of these questions, the respondent was then 

asked whether the event in question happened rarely, sometime, or often. 

In order to construct the raw score, each pair of questions (about whether or not the 

event has occurred and about the frequency of said event) are coded into a single score, 

ranging from 0-2. A score of zero is assigned if the respondent reported that the event 

never occurred within the past 4 weeks. A score of one is assigned if the event is 

reported to have occurred “rarely” or “sometimes”. And a score of two is assigned if the 

event is reported to have occurred “often”. Each of these three variables, ranging from 

0-2 are then added together to produce the raw HHS, which ranges from 0-6. 

 

The HHS is typically analyzed as a categorical indicator. The following categories are 
constructed for analysis in the basis of the raw score: 
 

Table 16: Household Hunger Score 

Raw Household Hunger Score Household Hunger Categories 
0-1 Little to no hunger in the household 
2-3 Moderate hunger in the household 
4-6 Severe hunger in the household 

 
In the tables 18 and 19 summarizing HHS below, levels of household hunger are 

significantly higher in Funhalouro District, and are also significantly higher in Female-

headed households. The difference between districts is statistically significant at P=0.00 

in a linear regression of HHS categories against district. The difference between male 

and female-headed households is statistically significant at P=0.06 in a linear regression 

of HHS categories against gender of household head. 

 
Table 17: Household Hunger, by district 

Hunger scale categories 
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

 Little or no hunger 75.1%* 83.3%* 80.0% 

 Moderate hunger 23.3%* 15.3%* 18.5% 

 Severe hunger 1.6% 1.5% 1.5% 

Total 100% 100% 100% 
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*p_value = 0.00 

Table 18: Household Hunger, by gender of head of household 

Hunger scale categories 
Male Headed HH 

N=925 
Female Headed HH 

N=337 
Total 

N=1262 

 Little or no hunger 81.3%* 76.6%* 80.0% 

 Moderate hunger 17.0%* 22.6%* 18.5% 

 Severe hunger 1.7% 0.9% 1.5% 

Total 100% 100% 100% 

*p_value= 0.06 
 
 
4.2.2 Food Insecurity Experience Scale 
 

QUESTION 
Domains of the food 
insecurity construct 

Assumed severity 
of 

food insecurity 
During the last 4 weeks, was there a time when, because of a lack of money or 
other resources: 
You were worried you would run 
out of food? 

Uncertainty and 
worry about food 

Mild 

You were unable to eat healthy and 
nutritious food? 

Inadequate food 
quality 

Mild 

You ate only a few kinds of foods? 
Inadequate food 
quality 

Mild 

You had to skip a meal? 
Insufficient food 
quantity 

Moderate 

You ate less than you thought you 
should? 

Insufficient food 
quantity 

Moderate 

Your household ran out of food? 
Insufficient food 
quantity 

Moderate 

You were hungry but did not eat? 
Insufficient food 
quantity 

Severe/hunger 

You went without eating for a whole 
day? 

Insufficient food 
quantity 

Severe/hunger 

 
Households are coded as suffering from a given level of severity of food insecurity if 

they give an affirmative answer to at least one of the questions that corresponds to that 

level of severity. 

 

The tables 20 and 21 below summarize the percentage of the population occupying each 

category of severity, by district and by gender of the head of household.  In keeping with 

the HHS results above, food insecurity is slightly higher in Funhalouro than in Homoine, 

though this difference is not statistically significant at conventional levels. Also in 

keeping with the HHS findings above, female-headed households report somewhat 

higher levels of food insecurity, but this difference is also not statistically significant.  
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Table 19: Food Insecurity Experience Scale, by District 

Food insecurity scale  
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

 Food Secure 11.2% 16.8% 14.6% 

 Mild Food Insecurity 33.7% 31.3% 32.3% 

 Moderate Food Insecurity 35.3% 32.6% 33.7% 

 Severe Food Insecurity 19.9% 19.2% 19.5% 

Total 100% 100% 100% 

 

Table 20: Food Insecurity Experience Scale, by gender of head of household 

Food Insecurity Scale 
Male Headed HH 

N=925 
Female Headed HH 

N=337 
Total 

N=1262 

 Food Secure 15.6% 11.9% 14.6% 

 Mild Food Insecurity 32.2% 32.3% 32.3% 

 Moderate Food Insecurity 33.8% 33.2% 33.7% 

 Severe Food Insecurity 18.4% 22.6% 19.5% 

Total 100% 100% 100% 

 

4.3 Breastfeeding, Infant and Young Child Feeding (IYCF) Practices and Child’s 

Health 

The tables in this section describe Infant and Young Child Feeding (IYCF) practices 

mostly based on responses provided by female (mother) respondents.  Optimal 

nutrition during the first 2 years of a child’s life lowers morbidity and mortality, reduces 

the risk of chronic diseases, and promotes healthy growth and development. In this 

study, the assessment of IYCF practices was based on international guidelines – Infant 

and Young Child Feeding Practices: Collecting and Using Data; A Step-by-Step Guide. CARE 

USA. January 2010.  

 
Breastfeeding and complementary feeding practices 
Results show that there are no major differences across districts: on average, 60% of 
the respondents believe that foods other than breastmilk should be introduced at 6 
months of age, 80% of the respondents believe that babies should be breastfed either 
immediately after birth, or within one hour of birth. 97% of the mothers fed their 
colostrum to their child. 64.6% of children have been exclusively breastfed with no 
significant differences among girls and boys.  
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Table 21: Breastfeeding and complementary feeding practices, by district 

 Breastfeeding and complementary feeding practices Funhalouro Homoine Total 

 Exclusive Breastfeeding (0-6 months) 63.0% 65.7% 64.6% 

# of cases 100 143 243 

 Timely initiation of breastfeeding (children 0-23 months) 79.4% 85.8% 83.3% 

# of cases 345 535 880 

 Introduction of solid, semi-solid or soft foods (6-8 months) 62.2% 48.2% 53.1% 

# of cases 45 83 128 

 Continued breastfeeding at 1 year (12-15 monhts) 86.4% 88.2% 87.5% 

# of cases 59 85 144 

 
Table 22: Breastfeeding and complementary feeding practices, by gender of child 

Breastfeeding and complementary feeding practices Boys Girls Total 

 Exclusive Breastfeeding (0-6 months) 67.4% 61.4% 64.6% 

# of cases 129 114 243 

 Timely initiation of breastfeeding (children 0-23 months) 84.0% 82.6% 83.3% 

# of cases 426 454 880 

 Introduction of solid, semi-solid or soft foods (6-8 months) 59.4% 46.9% 53.1% 

# of cases 64 64 128 

 Continued breastfeeding at 1 year (12-15 months) 87.7% 87.3% 87.5% 

# of cases 65 79 144 

 
 
Infant and Young child nutrition (IYCN) 
The survey measured minimum dietary diversity (MDD) to determine the proportion of 

children 6-23 months of age who received foods from 4 or more groups on the day 

before the survey. Eighteen food groups were used in the study’s questionnaire to 

establish the kind of diets the aforesaid children were consuming. In the analysis, seven 

food groups were used, namely: 

1. Grains, roots and tubers 

2. Legumes and nuts 

3. Dairy products (milk, yogurt, cheese) 

4. Flesh foods (meat, fish, poultry and liver/organ meats) 

5. Eggs 

6. Vitamin-A rich fruits and vegetables (including dark green leafy vegetables) 

7. Other fruits and vegetables 

 

Consumption of at least 4 of the above 7 food groups is appropriate because it is 

associated with better quality diets for both breastfed and non-breastfed children. 

Eating at least 4 food groups on the previous day would mean that, in most populations, 

the child had a high likelihood of consuming at least one animal-source food and at least 
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one fruit or vegetable that day, in addition to a staple food (grain, root or tuber). Results 

show that overall 10% of the children have minimum diet diversity with girls having a 

higher significant rate.  

 

Minimum meal frequency (MMF) is defined as the percentage of children age 6-23 

months who received solid, semi-solid and soft foods (plus milk feeds for non-breastfed 

children) the minimum number of times (at least 3 times) on the day preceding the 

interview.  

 

Finally, the minimum acceptable diet (MAD) has been measured as the % of breastfed 

and non-breastfed children aged 6–59 months who had at least the minimum dietary 

diversity and the minimum meal frequency.  The 2 tables below summarize the results 

of MDD, MMF and MAD by district and by sex. Only 2% of the children respond to the 

criteria of minimum acceptable diet. By implication, these were the only children who 

ate at least three times on the day preceding the interview and the meals were well 

diversified. Results show that there are no statistical differences across districts.  

 
Table 23: Infant and young child nutrition, by district 

IYCN (6-23 
months) 

 
Funhalouro 

N=262 
Homoine 

N=411 
Total 

N= 673  

 Minimum Dietary Diversity 11.5% 9.7% 10.4% 

 Minimum Meal Frequency 20.2% 22.6% 21.7% 

     (6-8) BF & MMF 5.3% 6.1% 5.8% 

     (9-23) BF & MMF 10.3% 13.4% 12.2% 

     (6-23) Non-BF & MMF 4.6% 3.2% 3.7% 

 Minimum Acceptable Diet 2.7% 1.7% 2.1% 

     (6-8) BF & MAD 0.4% 0.0% 0.2% 

     (9-23) BF & MAD 2.3% 1.5% 1.8% 

     (6-23) Non-BF & MAD 0.0% 0.2% 0.2% 

 
Table 24: Infant and young child nutrition, by child gender 

IYCN (6-23 months) 
Boys 

N=311 
Girls 

N=362 
Total 

N=673 

 Minimum Dietary Diversity 7.7%* 12.7%* 10.4% 

 Minimum Meal Frequency 23.2% 20.4% 21.7% 

     (6-8) BF & MMF 7.4% 4.4% 5.8% 

     (9-23) BF & MMF 11.3% 13.0% 12.2% 

     (6-23) Non-BF & MMF 4.5% 3.0% 3.7% 

 Minimum Acceptable Diet 1.3% 2.8% 2.1% 

     (6-8) BF & MAD 0.3% 0.0% 0.2% 

     (9-23) BF & MAD 0.6% 2.8% 1.8% 

     (6-23) Non-BF & MAD 0.3% 0.0% 0.2% 
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* p_value=0.03 

 
 
 
Child’s health  

The study sought information on whether children in the sampled households had 

diarrhea within the 2 weeks prior to the data collection. It defined diarrhea as a disease 

with the following signs: loose stools more than 3 times in 24 hours, sunken eyes and 

lethargy.  

 

Tables 26 to 28 below describe the prevalence and treatment of diarrheal disease in 

children over the past two weeks.  19% of respondents indicated that their child had 

experienced diarrhea during that period. The vast majority of respondents (84%) 

sought treatment for their child’s diarrhea, most often seeking the assistance of a 

medical professional. 

 
Table 25: Prevalence of diarrhea in children under 5, by district 

Has child had diarrhea, past 2 weeks?  Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

No 73.7% 84.7% 80.3% 

Yes 26.1% 15% 19.4% 

Don't know 0.2% 0.3% 0.2% 

Total 100% 100% 100% 

 

Table 26: Sought of treatment of diarrhea in children under 5, by district 

Did you seek treatment for diarrhea? Funhalouro 
N=131 

Homoine 
N=114 

Total 
N=245 

No 18.3% 14% 16.3% 

Yes 81.7% 86% 83.7% 

Total 100% 100% 100% 

 

Table 27: Source of treatment of diarrhea in children under 5, by district 

Source of treatment of diarrhea Funhalouro 
N=107 

Homoine 
N=98 

Total 
N=205 

Health professional  73.8% 84.7% 79% 

Traditional healer  0.9% 0% 0.5% 

Health extension worker 13.1% 9.2% 11.2% 

Village health workers  3.7% 1% 2.4% 

Mother  1.9% 1% 1.5% 

Mother in law  1.9% 3.1% 2.4% 

Husband/partner   0.9% 0% 0.5% 

Other  3.7% 1% 2.4% 

Total 100% 100% 100% 
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4.4 Growth Monitoring and Treatment for Malnutrition 

 

Growth monitoring and promotion (GMP) is an operational strategy of enabling 

mothers and caretakers to visualize growth or lack of growth, and to receive specific, 

relevant and practical guidance in ways which the household and community can act to 

ensure health and continued growth of the child. To assess growth monitoring progress 

of the children, the survey asked this question “When was the child last taken for 

weighing?” According to observations in health passports, mothers’ recalls and 

descriptive analysis of the data obtained, 68% of the children were weighed in the past 

month and 18% attended GMP in the last 1-3 months before the study. Only 4% of those 

children ever received a treatment for malnutrition.  

 
Table 28: Percentage of children ever been weighted, by district 

Has child ever been weighed?   Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

No 6.6% 5.7% 6% 

Yes 93.2% 93.8% 93.6% 

Don't know 0.2% 0.5% 0.4% 

Total 100% 100% 100% 

 

Table 29: Time since last weighting, by district 

Time of last weighting  Funhalouro 
N=468 

Homoine 
N=743 

Total 
N=1181 

In the past month 68% 67.7% 67.8% 

1-3 months ago 19.9% 17.3% 18.3% 

More than 3 months ago 7.9% 8.7% 8.4% 

Don’t know  4.3% 6.3% 5.5% 

Total 100% 100% 100% 

 

Table 30: Percentage of children that ever received treatment for malnutrition, by district 

Ever received treatment for malnutrition Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

No 94.6% 95.8% 95.3% 

Yes 4.2% 3.7% 3.9% 

Don't know 1.2% 0.5% 0.8% 

Total 100% 100% 100% 
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4.5 Water 

 
This section describes households’ access to and use of water, including the time 

required to fetch water, and water treatment methods that households use.  Most 

variables are disaggregated by district and the gender of the head-of-household, to 

provide insight into differences across locations and across types of households. 

 

Tables 32 and 33 describe the primary drinking water sources used by households, with 

respondents asked to indicate the single-most common source of water that they rely 

on for household drinking water. The results are summarized in categories indicating 

whether the primary water source was improved, unimproved, rainwater collection, or 

other. Although Table 32 shows that rainwater collection is not generally the primary 

source of household drinking water, Tables 33 shows that most households do engage 

in rainwater harvesting, presumably as a supplement to their primary drinking water 

source. 

 

The average roundtrip time required to fetch water is just under 40 minutes, and most 

households do not treat their water. Only 7.8 percent of respondents indicated that they 

treat their drinking water before consumption.  Table 36 enumerates the methods 

households use to treat their water, among the relatively few (n=99) that do so. The 

most common methods are boiling and using bleach/chlorine, both of which are used by 

45.5 percent of households.  

 
Table 31: Household primary drinking water source, by district 

Primary drinking water source 
Funhalouro 

N=502 
Homoine 

N=760 
Total 

N=1262 

Improved water source 68.3% 62.5% 64.8% 

Unimproved water source 29.5% 36.2% 33.5% 

Rainwater collection 1.6% 1.1% 1.3% 

Other 0.6% 0.3% 0.4% 

Total 100.0% 100.0% 100.0% 

 

Table 32: Use of rainwater harvesting for drinking water, by district 

Do you harvest rainwater for drinking? Funhalouro 
N=491 

Homoine 
N=750 

Total 
N=1241 

No 18.9% 15.5% 16.8% 

Yes 80.9% 84.5% 83.1% 

Don't know 0.2% 0% 0.1% 

Total 100% 100% 100% 

 

Table 33: Time required for roundtrip to fetch water, by district 
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Roundtrip time to fetch 
water 

Funhalouro 
N=502 

Homoine 
N=759 

Total 
N=1261 

Less than 30 min 66.3% 72.5% 70.0% 

Between 30 min and 1 hr 25.5% 18.7% 21.4% 

More than 1 hr 8.2% 8.8% 8.6% 

Total 100.0% 100.0% 100.0% 

 

Table 34: Percentage of households that treat water prior to drinking, by district 

Do you treat your water?  Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

No 89.6% 93.8% 92.2% 

Yes 10.4% 6.2% 7.8% 

Total 100% 100% 100% 

 

Table 35: Methods for treating drinking water, by district 

 What do you usually do to the water to 
make it safer to drink? (Multiple Response) 

Funhalouro 
N=52 

Homoine 
N=47 

Total 
N=99 

Boil water 50% 40.4% 45.5% 

Add bleach/chlorine 40.4% 51% 45.5% 

Strain through a cloth 5.8% 12.8% 9.1% 

Let it stand and settle 3.9% 6.4% 5.1% 

Use purifying tablets 11.5% 0 6.1% 

Other 3.9% 4.3% 4% 

 
4.6 Sanitation and Hygiene 

 
The tables in this section describe sanitation and hygiene practices employed by 

household members, with a particular focus on the availability of a handwashing station 

and the use of different types of toilets.  

 

Table 37 indicates whether households have a designated handwashing station at or 

near their home, and the location of this station relative to the kitchen and toilet 

facilities. The majority of households (58%) do not have a single dedicated location for 

washing hands.  

 

In addition, the types of toilets used by households were also observed and asked 

during the survey (in terms of whether those toilet types are categorized as improved, 

unimproved, bush/field, or other). Respondents were able to select multiple options 

when describing the toilet facilities available in their households.  As a result, 41.2% of 

women reported having an unimproved toilet in their households and 36% stated that a 

member of the household defecate in the open. Approximately a quarter of respondents 

(25.3%) have some kind of improved sanitation facility. 

 
Table 36: Presence and proximity of handwashing station, by district 
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Location of handwashing station Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

Within 10 paces of the toilet facility 12.6% 8.2% 9.9% 

Within 10 paces of the kitchen/cooking 
place 

19.1% 16.2% 17.4% 

Elsewhere in home or yard 10.4% 9.6% 9.9% 

Outside yard 1% 0.9% 1% 

No specific place 53.4% 61.2% 58.1% 

No permission to see  3.6% 3.9% 3.8% 

Total 100% 100% 100% 

 

Table 37: Types of toilets used, by district 

 What kinds of toilet facilities do 
members of your household use? 

Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

Improved sanitation facilities 27.1% 24.1% 25.3% 

Unimproved sanitation facilities 48.6% 36.3% 41.2% 

Bush/field 22.9% 34.7% 30.0% 

Other 1.4% 4.9% 3.5% 

Total 100.0% 100.0% 100.0% 

 

Table 38: Prevalence of open defecation, by district 

Do any HH members open defecate? 
Funhalouro 

N=476 
Homoine 

N=677 
Total 

N=1153 

No 61.6% 55.4% 57.9% 

Yes 31.1% 39.4% 36% 

Don't know 7.4% 5.2% 6.1% 

Total 100% 100% 100% 

 

 
4.7 Gender Equality and Gender Attitudes 

 
This section describes attitudes toward gender relationships and dynamics, and gender 

equality. The tables in this section report results disaggregated by female and male 

respondents and further disaggregated by district.  

 

As an indicator of gender equality, respondents were asked to describe their 

membership in local committees and institutions. Active membership in these types of 

organizations indicates, roughly, that women are represented in the community, able to 

express their opinions, and have influence over issues that affect them. 60% of women 

and 50% of men are not a member of any local committee. About a quarter of female 

and male respondents are member of religious groups. Men seem to be more involved 

in village leadership council than women.  
 
Table 39: Frequency of active membership on local committees, by district 
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 Female Respondents: Membership 
on local committees (Multiple 
Response) 

Funhalouro 
N=502 

Homoine 
N=760 

Total 
N=1262 

Savings or Microfinance group 5.6% 5.4% 5.5% 

Religious group 32.5% 17.2% 23.3% 

Water management committee 5.8% 1.5% 3.2% 

Natural resource management 0.4% 0.3% 0.3% 

Farmers Club 4.8% 4.1% 4.4% 

VSLA 11.0% 7.9% 9.1% 

Village Leadership Council 7.2% 6.1% 6.5% 

Care group 0.8% 0.5% 0.6% 

None 50.2% 65.5% 59.4% 

 

Table 40: Active membership on local committees among male respondents, by district 

 Male Respondents: Membership on 
local committees (Multiple 
Response) 

Funhalouro 
N=136 

Homoine 
N=141 

Total 
N=277 

Savings or Microfinance group 6.6% 3.6% 5.1% 

Religious group 28.7% 20.6% 24.6% 

Water management committee 7.4% 5.7% 6.5% 

Natural resource management 1.5% 2.8% 2.2% 

Farmers Club 8.8% 6.4% 7.6% 

VSLA 5.9% 6.4% 6.1% 

Village Leadership Council 25% 20.6% 22.7% 

Care group 3.7% 2.8% 3.3% 

None 44.9% 55.3% 50.2% 

 
Figure 3 describes attitudes toward gender-roles and relations, covering topics ranging from the proper 
division of household chores between men and women, to the perceived need for a woman to obey her 
husband. Women’s responses reflect a more traditional attitude toward gender norms as 80% of women 
agree to some extent that a woman should obey he husband in all things, 70% agree or partially agree 
that it is the mothers responsibility to take care of the children. Furthermore, only 25% of women totally 
or partially agree that it is ok for a woman to work outside the household while the husband stays at 
home and take care of the children and 28% agree that men and women should have equal amount of 
household chores. On the other hand, 70% of women agree to some extent that women can suggest the 
use of condoms just like a men can. 
 
Figure 4 move beyond women’s gender attitudes to describe the actual division of decision-making 
power in respondents’ households. In general, both men and women report shared participation in the 
decision-making process. According to female respondents, the only domain in which the wife is the sole 
main decision maker is her own health care. But even in this topic men also believe they have as much say 
as the women themselves. 
  
It is interesting to note the high presence of other people apart from husband and wife being the decision-
makers, having as much say as the couple in some cases like whether or not to buy meat and large 
household purchases.  
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Figure 1: Women’s attitudes toward gender norms 

 
 
Figure 2: Decision Making according to male and female respondents 
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4.8  Anthropometric Results 

 
Mother’s anthropometry  
 
According to anthropometric data obtained, levels of maternal acute malnutrition were 

low and acceptable estimated at 2%. All women who had a MUAC result under 23cm 

were referred to the closest health center.  However, in both districts only 20% of 

women met the criteria of minimum dietary diversity.  
 

Table 41: Women’s nutritional status, by district 

Women's Nutrition (15-49 years) 
Funhalouro 

N= 502 
Homoine 

N=760 
Total 

N=1262 

Have Minimum Dietary Diversity 
20.1% 20.9% 20.6% 

Acute malnutrition (MUAC <23 cm) 1.2% 2.64% 2.06% 

 
 
Child’s anthropometry  
Undernutrition puts children at far greater risk of death and severe illnesses. A child 

who is severely underweight is 9.5 times more likely to die of diarrhea than the one 

who is not, and for a stunted child the risk of death is 4.6 times higher.  One key 

Outcome of SANI is to reduce child undernutrition in the two districts over the four year 

period of the project.   

In this study, CARE measured a total 988 children 6-59 months of age from the sampled 

households to assess their nutritional status – 383 in Funhalouro and 605 from 

Homoine. Measurements were done accurately by well-trained enumerators and the 

results obtained are presented below. 

Table 44 below shows that 30% of the children are stunted (suffering from chronic 

malnutrition) with a significant higher rate in Homoine district. Children with acute 

malnutrition represent almost 7% of the sample.  

Table 45 below shows the nutrition status disaggregated by sex.  The only significant 

difference is in stunting prevalence. In fact, boys seem to be more affected by chronic 

malnutrition than girls. More research and a literature review is needed to understand 

the underlying factors of such differences.   

 
Table 42: Nutritional status of children, by district 

Nutrition Status of children (6-59 months) 
Funhalouro 

N=383 
Homoine 

N=605 
Total 

N=988 

 Wasting (weight for height) 7.6% 6.1% 6.7% 

      Severe (< -3 sd) 3.7% 2.3% 2.8% 
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Nutrition Status of children (6-59 months) 
Funhalouro 

N=383 
Homoine 

N=605 
Total 

N=988 

      Moderate (-3.0 to < -2.0 sd) 3.9% 3.8% 3.9% 

 Stunting (height for age) 25.3%* 32.9%* 30.0% 

      Severe (< -3 sd) 7.6% 9.8% 8.9% 

      Moderate (-3.0 to < -2.0 sd) 17.8% 23.1% 21.1% 

 Underweight (weight for age) 11.2% 10.3% 10.6% 

      Severe (< -3 sd) 2.9% 3.1% 3.0% 

      Moderate (-3.0 to < -2.0 sd) 8.4% 7.1% 7.6% 

*p_value=0.01 

 
 
Table 43: Nutritional status of children, by gender of child 

Nutrition Status of children  (6-59 months) 
Boys 

N=475 
Girls 

N=513 
Total 

N=988 

 Wasting (weight for height) 6.7% 6.2% 6.7% 

      Severe (< -3 sd) 3.4% 2.3% 2.8% 

      Moderate (-3.0 to < -2.0 sd) 3.4% 3.9% 3.9% 

 Stunting (height for age) 33.9%* 26.3%* 30.0% 

      Severe (< -3 sd) 12.0% 6.0% 8.9% 

      Moderate (-3.0 to < -2.0 sd) 21.9% 20.3% 21.1% 

 Underweight (weight for age) 9.9% 11.3% 10.6% 

      Severe (< -3 sd) 2.7% 3.3% 3.0% 

      Moderate (-3.0 to < -2.0 sd) 7.2% 8.0% 7.6% 

*p_value =0.01 
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5. PMF indicators’ values 
 
This household survey allows us to establish baseline values for outcome level 

indicators for SANI in Mozambique as well as setting ambitious but achievable 

performance targets.  These are described in the table below: 

  

PMF indicators 
Baseline values (N=1262 

HH) 

Wasting: % of boy and girl children 6 up to 59 months 
with weight-for-length < - 2 sd 

girls: 7% (n=34/d=513) 
boys: 7% (n=32/d=475) 

Stunting: % of boy and girl children 6 up to 59 months 
with height-for-age < - 2 sd 

girls:26% (n=135/ d=513) 
boys:34% (n=161/ d=475) 

% of women with MUAC <23 cm 2% (n=26/d=1262) 

% of children 6-23 months with MAD by meeting MMF and 
MDD in the previous 24 hours 

girls: 3% (n=10/d=362)  
boys: 1% (n=4/d=311) 

% of children 0-5 months who are exclusively breastfed 65% (n=157/d=243) 

% of women and children (boys and girls) 6 – 23 months 
who meet minimum diet diversity 

women: 21% (n=260/d=1262) 
girls: 13% (n=46/d=362) 
boys: 8% (n=24/d=311) 

% of men and women using improved drinking water 
sources (piped on premises or other improved drinking 
water sources) 

66% (n=834/d=1262) 

% change in knowledge of men and women of MIYCN 
practices 

men: 53% (n=111/d=210) 
women: 59% (n=745/d=1262) 

% of boys and girls under five with diarrhea girls: 20% (n=129/d=640)  
boys: 19% (n=116/d=622) 

% of women with access to safe drinking water 8% (n=99/d=1262) 

% change in attitudes of men and women toward gender 
issues that influence nutrition practices 

70% (n=657/d=943) 
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6. Conclusion  
 

The Mozambique Baseline Study Report shows that minimum dietary diversity and 

meal frequency combined with minimum acceptable diet remains the most challenging 

indicators, in fact, only 2% of children in the study respond to the criteria of minimum 

acceptable diet.   

The IYCF survey has shown that exclusive breastfeeding is a common practice in the 

study areas representing 65% of the sample. However, this practice should be 

reinforced among beneficiaries since it tends to diminish as the child reaches 4 months 

of age. Breastfeeding, with higher uptakes, fulfills significant proportion of energy and 

fat requirements of a young child, even after the first year of life and considering the 

lack of access to diverse food in the study areas, promotion of continued breastfeeding 

needs to be a programmatic focus for SANI in Mozambique.  

Stunting remains to be a public health problem in all the study areas. The 2011 DHS has 

reported that 36% of children in Inhambane Province were affected by stunting. These 

figures are in line with the findings from this baseline survey where 30% of children 

were suffering from chronic malnutrition. Boys seem to be more affected by chronic 

malnutrition than girls. More research and an extensive literature review are needed to 

understand the underlying factors of such differences.   

Childhood illnesses, especially diarrhea, significantly affect the nutritional status of 

children. Diarrhea prevalence is recorded at 20% in the study areas, which is much 

higher than national diarrhea prevalence according to the 2011 DHS.  Unavailability of 

safe drinking water and poor sanitation and hygiene practices are contributing to the 

high diarrhea prevalence. According to the survey, there are still 39% of the households 

that practice open defecation in both districts.  On the other hand, households that use 

drinking water from improved sources represent 66% of the sample. This study 

demonstrates the complexity of underlying determinants of diarrhea and the 

importance of considering a comprehensive context analysis to deepen the 

understanding of these results.  
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8. Appendix 
 
Planned Sample at the Comunidade Level 
 

District Localidade Comunidade Total Clusters Households 

Funhalouro Mucuine Chirrucuveta 698 2 30 

Funhalouro Mucuine Mudil 504 1 15 

Funhalouro Mucuine Mucuine 1428 2 30 

Funhalouro Mucuine Mbone 1020 1 15 

Funhalouro Mucuine Tsenane 572 2 30 

Funhalouro Mucuine Gavico B 190 2 30 

Funhalouro Mucuine 25 de Setembro 563 2 30 

Funhalouro Mucuine Paunde 243 1 15 

Funhalouro Mucuine Tsane 518 2 30 

Funhalouro Mucuine Mazive 484 1 15 

Funhalouro Mucuine Mulepo 274 1 15 

Funhalouro Mucuine Muchai 1 2422 3 45 

Funhalouro Mucuine Mbanguine A 578 1 15 

Funhalouro Mavume Mavume 640 2 30 

Funhalouro Mavume Pululo A 796 1 15 

Funhalouro Mavume Chideme 380 1 15 

Funhalouro Mavume Mutuze 498 2 30 

Funhalouro Mavume Chugueta 281 1 15 

Funhalouro Manhiça Mapoca 242 1 15 

Funhalouro Manhiça Nzongane 210 1 15 

Funhalouro Manhiça Chinguelenguele 95 1 15 

Homoine Pembe Catine 1293 1 15 

Homoine Pembe Vuca 314 1 15 

Homoine Pembe Komo 1276 2 30 

Homoine Pembe Benhane 3157 2 30 

Homoine Pembe Malate 454 1 15 

Homoine Pembe Dole 647 2 30 

Homoine Pembe Zacanhe 2172 3 45 

Homoine Pembe Binguane 510 2 30 

Homoine Nhaulane Muculuane 554 1 15 

Homoine Nhaulane Macanete 680 1 15 

Homoine Nhaulane Chiringuete 508 1 15 

Homoine Nhaulane Guija 626 3 45 

Homoine Nhaulane Quengue 384 1 15 

Homoine Chinjinguir Chinjinguir/Ndambine 2889 3 45 

Homoine Chinjinguir Pamuane 866 1 15 

Homoine Chinjinguir Marrengo 2587 5 75 

Homoine Chinjinguir Lichanga 828 1 15 

Homoine Chinjinguir Cote 389 2 30 
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District Localidade Comunidade Total Clusters Households 

Homoine Chinjinguir Mubalo 683 1 15 

Homoine Chinjinguir Nuilase 1137 1 15 

Homoine Chizapela Chizapela 828 2 30 

Homoine Chizapela Cambane 2 1640 2 30 

Homoine Chizapela Marrumecane 2 480 1 15 

Homoine Chizapela Mawene 745 1 15 

Homoine Chizapela Nhapupo 1803 1 15 

Homoine Chizapela Méu 1155 1 15 

Homoine Chizapela Muchava 713 1 15 

Homoine Chizapela Mundzozane 690 1 15 

- Total - 42644 76 1140 

 
 

Additional Comunidades in Homoine 
 

District Localidade Comunidade 
Homoine Chinjinguir Macavane 

Chinjinguir Macavane 
Chinjinguir Macavane 
Chinjinguir Maquizamane 
Nhaulane Maxamal 
Nhaulane Fanha-Fanha 

Chinjinguir Cambane1 
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