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Abstract: The study sought to find out factors contributing to lower than expected recovery rates of HIV negative children on
the therapeutic feeding program. Qualitative design was employed. Twenty (20) caregivers were interviewed at Gweru District
Health Offices in Zimbabwe. Findings indicated that socio-economic factors, level of education and caring practices of the
caregiver and the cultural practices to a larger extent contributed to the lower than expected recovery rates of HIV negative
children on the therapeutic feeding program. Epi Info, used as database software showed that the exposure variables had an
association with the outcome (recovery). Stunted children had 89% less chances of recovering, breast feeding children had 83%
more chances of recovering unlike those not breast fed. Socio demographic factors had more impact on the recovery of the child.
The Zimbabwean government should spend more money on quality nutritional programs to improve the state of malnutrition.
More nutrition campaign is inevitable in an effort to promote health.
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1. Introduction

The study sought to find out factors contributing to lower
than expected recovery rates of HIV negative children on the
therapeutic feeding program. The nutrition department of the
Gweru District Health Offices (GDHO) in Zimbabwe among
others implements Integrated Management of Malnutrition
and worked hand in hand with Adventist Development and
Relief Agency (ADRA)-Zimbabwe which implements the
supplementary feeding program (SFP). The nutrition
department selects areas and households to receive food aids
by targeting people at risk.

2. Background and Context

It has been noted that one in every three preschool children
in the developing world is malnourished [1]. They are

therefore more likely to have impaired immune systems and
cognitive development and greater susceptibility to diet
related chronic diseases [2]. Developing countries such as
Zimbabwe have made strides in reducing child malnutrition
over the past few decades [1]. According to [1], the
prevalence of underweight children under 5 years of age in
the developing countries was 46.5% in 1970. By 1995 it had
dropped to 31%, indicating that while past progress has been
substantial, it still has a long way to go [1].

According to [3], malnutrition remains one of the most
causes of morbidity and mortality among children throughout
the world. According to global estimates, 35% of all child
mortality is attributable to maternal and child under nutrition-
applying these estimates to Zimbabwe, malnutrition may
contribute to nearly 12 000 deaths per year [3]. The effects of
malnutrition come in two forms which are acute malnutrition
and chronic malnutrition. The Government of Zimbabwe
through the National Nutrition Unit introduced the program
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Community Management of Acute Malnutrition (CMAM)
made of the stabilisation care and the outpatient therapeutic
care.

Stabilisation care is meant to provide in-patient treatment
to children with severe acute malnutrition to which treatment
leads the child to graduate for outpatient therapeutic
treatment (OTT). Patients with severe acute malnutrition
without complications are enrolled in the OTT. Patients on
outpatient therapeutic care are given the main therapeutic
food called plumpy-nut or ready to use therapeutic food
(RUTF) up until the condition would have improved which
normally takes about 8 weeks for a child who is admitted in
the program. They are provided with RUTF in accordance
with recommendations for their age and weight.

ADRA Zimbabwe continues to implement two projects
that are both funded by World Food Programme (WFP). The
first project is the Nutrition Support for malnourished
individuals in the following categories: (a) people on
antiretroviral therapy (ART) and tuberculosis (TB), (b)
children 6-59 months and (c) pregnant and lactating mothers.
The goal of the project is to enhance the quality of life of
people living with HIV/AIDS and those on TB treatment and
other vulnerable groups with a purpose to improve food,
nutrition and livelihoods security. The project is curative and
combines food aid and promotes adherence to treatment. This
project is currently in the entire district, that is, Gweru urban
and rural in Zimbabwe.

According to the report compiled in December 2013,
household food insecurity assessments were done for the
admitted patients. In the Gweru urban, food insecure
households received household rations of maize meal
(5kg/person), vegetable oil (750ml/person) and beans up to a
maximum of 5 members per household. A total of 379
households were assisted with food in the month of June
2014. In the rural areas food insecure households received
rations of maize (10kg/person), peas or beans and vegetable
oil (0.6kg/person and corn-soya-blend porridge (10kg per
person).

Malnutrition literally means bad nutrition and technically
includes both over and under nutrition. WFP defines
malnutrition as a state in which the physical function of an
individual is impaired to the point where he or she can no
longer maintain adequate bodily performance processes such
as growth, pregnancy, lactation, physical work, resisting and
recovering from disease [4].

Findings confirm that more than a third of the world’s
children are affected by malnutrition. Approximately 43% of
children (230million) in developing countries are stunted [5].
Research estimated that approximately 52% of approximated
deaths among children below 5 years occur after the first 6
months of life in developing countries [6]. These estimations
were generated using population values, historical data from
36 countries, current infant mortality rates and mortality rates
of under-fives [7].

Nutrition is basically a human need that remains unmet for
many children and therefore is unable to achieve their full
genetic developmental potential [8]. Health and nutrition

problems during childhood are a result of mostly
underprivileged populations related to unsatisfactory food
intake or even repeated and severe infections. Findings
confirmed that the high magnitude of under nutrition
continues to hamper mental development and physical
growth of more than one third of the world’s children [9].
Developing countries have high prevalence of parasitic and
bacterial diseases thereby contributing to malnutrition.
Similarly, malnutrition increases one’s susceptibility and
severity of infection which is a major characteristic of illness
and death from disease [10].

Maternal and child under nutrition remains highly
pervasive and prevalent in middle and low income countries
[1]. Under nutrition, an important determinant of maternal
and child under nutrition encompasses wasting, stunting and
micronutrient (vitamins and minerals) deficiencies as one
form of malnutrition [11].

There are various anthropometric indices that can be useful
in assessment of child growth status. Among them height-for-
age (stunting), weight-for-height (wasting) and weight-for-
age (underweight) provide a comprehensive description.
Height-for-age shows performance in terms of linear growth
and measures long term growth faltering. In other words it
reflects chronic restriction of child’s potential growth [9].
Low height-for-age reflects the cumulative effects of many
insults experienced during infancy and early childhood. It
begins at birth and continues through the initial 42 months of
life after which time it is reversible [12].

Weight-for-height reflects body proportion particularly
sensitive to disturbances that have to do with growth.
Weight-for-age represents a convenient synthesis of both
linear and body proportion [9]. It is widely recognised that
the first several years of life represents a window of
opportunity to prevent irreversible growth faltering. Faltering
in length is more pronounced during the first 18 months and
extends even to 40 months. Faltering in weight after 12
months causes the child to be stunted and of low-weight-age
although weight for height ratio improves rapidly. This
suggests that after 12 months, the process of stunting can
continue for another 2 years despite adequacy of weight gain.
Failure to gain weight is a good signal of inadequate nutrition
and or illness but does not necessarily mean that the child is
growing taller appropriately if there is adequate weight gain
[12].

Weight for age is a strong predictor of long term mortality.
In contrast, weight for height closely shows the current
nutritional status which in turn may be greatly affected by
seasonal deviations in availability of food as well as recent
infectious diseases. Weight for age is less subject to
interpretational problems caused by reverse causality as it is
more resistant to short-lived conditions [7]. Low weight-for-
age is reversible and is concentrated during the first 12
months of life [12]. It is thus more useful to consider wasting
and stunting than considering underweight [11].

Babies born at full term but of low birth weight are likely
to have had intrauterine growth restriction. Children may
become stunted if with optimum breast milk but not
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receiving adequate quality and quantity of complementary
foods after 6 months of age [l1]. Increasing feeding
frequencies can reduce breast feeding and the benefits
derived from breast milk. Further the other traditional
recommendation of adding oil to foods can further aggravate
poor nutrition as it further dilutes the density of
micronutrients in the diet, which are almost certain to be
inadequate. Characteristics of the diet, child appetite, and
caregiver behaviours likely interact to influence intake from
complementary foods. Caregiver behaviour includes the level
of encouragement provided to the child when feeding,
feeding frequencies, quality of caregiver-child interactions as
well as the environment where feeding takes place [12].

Health and poverty are intertwined inextricably. Being able
to earn a living, feed a family, breast feed, attend school or
work to grow food, depend on the basis of good health.
Extreme poverty undermines a great range of human
capabilities, possibilities and opportunities. People enduring
poverty are usually less educated as they often have less
knowledge about the activities that promote health and do not
even know when to access the health centre. A typical
example is that, women with financial resources access
antenatal services more frequently and do not suffer birthing
outcomes than poor women. These effects extend beyond
birth as children born to women with 5 years or more of
primary school education, has a 40% higher survival rate
than those born to women with no education [13]. A person is
considered to be in complete poverty when one fails to
sufficiently satisfy his or her basic needs which include,
primary education, water, health, and food as well as
community participation [14].

It should be known that, it is necessary to have enough
food available per person nationally but not sufficient
condition for that country to achieve food security;
households must also be able to access food available in
order to achieve adequate nutrient intakes for their children
on a sustainable basis [1]. Similarly, increases in the amount
of income available per person are necessary but not
sufficient condition for eradicating poverty.

If national incomes and democracy are not improved, this
will affect investment in health environments, women’s
education, women’s relative status and food availability. Of
the explanatory that represent the underlying determinants,
women’s education is found to have the strongest impact on
child malnutrition [13].

Low status restricts women’s opportunities, diminishes
interaction with others, harbour transmission of new
technology and also damages self-esteem [15]. Status is
important for autonomy and control over resources as well as
the mother’s physical and mental health. Their physical
condition is closely associated with care quality they give
even prior to giving birth [16]. When a woman is in poor
physical and mental health, she therefore provides very low
health care quality to her children after birth even the quality
of breast feeding. Generally, when the care of the child’s
mother suffers, the child’s care suffers as well thereby
compromising the child’s health [15, 2].

Only children who suffer from complications require
hospital admission and not necessarily all children with
severe acute malnutrition (SAM). Home based management
with Ready-to-Use Therapeutic Food (RUTF) has been found
to be associated with better outcome than standard therapy in
the hospital. Advantages of home based management include,
more time available to mothers to spend with family and
mothers are able to look after family responsibilities
simultaneously. Furthermore, children have reduced exposure
to infections in the hospital and continue to receive care after
being discharged [17].

The prevention and treatment of acute malnutrition
through emergency food aid programs, such as therapeutic
feeding programs, can reduce the progression towards SAM.
Generally, the programs operate with admission and
discharge criteria based on the anthropometric measurements
of the child. Currently, a number of international agencies are
implementing these programs worldwide, despite lack of
validated evidence showing their overall effectiveness of the
treatment foods [18]. The use of RUTF has become
increasingly popular for the treatment and prevention of
malnutrition.

RUTF are high energy foods which are fortified with
vitamins and minerals, each packet providing 500Kcal of
energy. Packaging allows easy handling and prevents
contamination of the product between feedings. Peanut-based
RUTF consists of milk powder (30%), sugar (28%), peanut
butter (25%), vegetable oil (15%) and vitamin and mineral
premix (1.6%) [19]. It also contains electrolytes and
micronutrients [19]. The success of RUTF has been
attributed to its specialised formula that meets the nutritional
needs of children, not susceptible to bacterial growth as it is
oil based and is eaten uncooked and therefore ideal for
delivering many micronutrients that might otherwise be
destroyed by heat [19]. No data has been collected on non-
responsive rates of children on the program as well as data on
the intra-household food sharing practices with RUTF
provided. A study conducted in Malawi comparing treatment
outcomes of RUTF and corn soya blend feeding interventions
concluded that intra-household food sharing was a likely
reason for the children reporting a lower than expected
consumption of the treatment food [10].

High default rates in emergency therapeutic feeding
programs are often a cause of low recovery rates [19]. The
problem of default is an important one that reduces recovery
and may be unknown to programme managers, be increasing
mortality. Ashworth managed to make reviews of published
programmes that implemented community-based
rehabilitation of severely malnourished children. Results
showed common shortcoming of inadequate appreciation of
the need to provide regular, energy and nutrient dense food
during the program to allow for recovery. Some studies also
achieved low weight gain and low recovery rates despite
providing high energy supplements [19].

In a clinical trial in severely malnourished children
undertaken in a therapeutic feeding centre in Senegal, energy
intakes, rates of weight gain and time to recovery were all
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significantly better in those receiving RUTF from phase 2
than those in inpatient care receiving F100. There were
successful home-based trials undertaken in Malawi to
evaluate the efficacy of RUTF. Rates of weight gain and the
proportion of children recovering to 100% weight-for height
were significantly better in RUTF groups [19].

It is against this background that the we found it
imperative to study the factors contributing to the lower than
expected recovery rates of HIV negative children (6-
59months) who are on therapeutic feeding program.

The research question which guided this study was: What
are the factors contributing to lower than expected recovery
rates of HIV negative children on the therapeutic feeding
program?

3. Methodology

A qualitative design was conducted to allow researchers to
obtain information on the association between exposure and
outcome. The study targeted 32 malnourished children who
tested HIV negative on admission into the therapeutic
feeding program conducted at Gweru Health District Health
Offices (GHDHO).

To make sure that there was a fair representation of the
malnourished children, a total of 20 caregivers, participated
in the study. This was done to ensure viable results from
which we made conclusions. 10 caregivers were selected as
the ‘control’ and the other 10 being the cases. The ‘control’
defined as the group of children who achieved 80% recovery
rate in a period of 6- weeks and the ‘cases’ being those who
failed to recover in the same period.

Convenient sampling was carried out and caregivers for
the ‘cases’ and ‘controls’ who fitted in the inclusion and
exclusion criteria were selected on Fridays when they came
with malnourished children for their review and supply of
RUTF.

Structured interview questions on questionnaire format
were used on 20 caregivers. Researchers administered
interviews as well as filling in the questionnaire forms on
behalf of participants. Such procedure made it easy for data

trustworthiness of data generated. On Fridays we carried out
interviews at Gweru District Health Offices. The first 20
caregivers who came with children for their review and
supply for RUTF were selected for the interviews. We were
introduced by the Nutrition assistant who was managing the
malnourished children. We got the child details from the
admission and discharge registers. As part of the research
ethics, we got ethical clearance from the University and took
it to Nutritionist at Gweru District Health Offices (GDHO).
Permission was granted by the District Medical Officer at
GDHO to carry out interviews at GDHO. Participants were
interviewed after they had been informed about the
objectives of the study. They freely and willingly consented
in writing to participate in the study. They were informed to
withdraw at any moment if they so wished. Interviews were
used because of their capabilities of probing and producing
larger amounts of data in a short time.

Epi Info version 3.5.1 was used as database software to
capture data in electronic format. It was further used to
generate frequencies of the demographic characteristics of
respondents, calculate mean and standard deviations of the
continuous variables, also to come up with descriptive
statistics in relation to child recovery and to calculate the
odds ratios, confidence intervals (C.I.) and P values of the
variables in relation to child recovery. SPSS 16.0 (Statistical
Package for the Social Sciences) was also used to calculate
the reduced coping strategy index (reduced CSI) which
compares food security across different contexts using Non
parametric tests particularly the Chi square test. This was
done to come up with the variables that had an association
with recovery, which were statistically significant. Microsoft
Excel was used to create the reduced Coping Strategy Index
graph.

4. Results

The study sought to investigate factors contributing to
lower than expected recovery rates of HIV negative children
on the therapeutic feeding program. The findings were as
follows:

analysis however bias was minimised to ensure . L
4.1. Demographic Characteristics of Respondents
Table 1. Demographic characteristics of participants.
Variable Category Frequency Proportion% N=20
Male 18 90
Household Head Female ’ 10
Married living together 16 80
Married living apart - -
Marital status of household head Divorced/Separated 2 10
Widow/Widower 1 5
1 5
Informal 5 25
Household head source of income Formal 2 10
Unemployed 13 65
0,
VARIABLE CATEGORY FREQUENCY ;li(z)é) ORTION?
Income level <130 1 3
>150 100
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Variable Category Frequency Proportion% N=20
Aunt 1 5
Relationship of Caregiver to child Grandmother 1 5
Mother 18 90
19-25 7 35
Age of . 26-35 9 45
ge of caregiver 3645 3 15
>46 1 5
. . Primary 12 60
Level of education of caregiver St 3 40
Married living together 15 75
. . Married living apart 2 10
Marital status of caregiver e 2 10
Widow/Widower 1 5
Informal 5 25
Caregiver source of living Formal 2 10
Not employed 13 65
. Male 5 25
Sex of child Female 15 75
1 0,
Variable Category Frequency Pri)pomon &
N=20
. Yes 19 95
Father alive No 1 5
. Yes 19 95
Mother alive No | 5
Kwashiorkor 7 35
Reason of admission Marasmic-kwashiorkor 1 5
Marasmus 12 60

Respondents in Table 1 showed that a greatest percentage
of the households were male headed (90%) and living with
their partners. A greater number of them were unemployed
(65%). Those employed showed a greater percentage of 55%
with income level less than 150 USD. 90% of the children
were taken care of by their biological mothers with the

remaining percentage taken care of by the aunt and
grandmother. A greater percentage showed that the highest
level of education of the caregivers was primary and 40%
having reached secondary level and a greater percentage of
them being unemployed (65%).

4.2. Other Demographic Characteristics

Table 2. Further demographic characteristics

Variable Mean Std Deviation
Age(household head) 35.40 8.22
Age of child(months) 18.00 9.09
Variable Mean Std Deviation
Weight 7.34 1.40
MUAC 11.33 0.71
Height 73.28 8.51
Length of stay 5.40 1.50
Wean age 11.17 6.18

Table 2 household heads had a mean age of 35 years.
Children who were admitted on the therapeutic program had
a mean age of 18 +£9.1 SD months, mean weight of 7.4kgs,
mean mid-upper-arm circumference (MUAC) of 11.33, and
mean height of 73.28 and their length of stay in the program

averagely for 5.4 weeks. Children who were no longer breast
feeding were weaned at an average age of 11 months.

4.2.1. Social Factors

Table 3. Social factors.

.. Child recovery Child recovery

Characteristics Category Recovered Not recovered
-35 3(37.5%) 5(62.5%)
Age of household head(years) 35 7(58.3%) 5(41.7%)
. . Primary 4(33.3%) 8(66.7%)
Caregiver level of education Sty 6(75.0%) 2(25.0%)
19-25 2(40.0%) 3(60.0%)
) 26-35 6(66.7%) 3(33.3%)
glver agety 36-45 1(33.3%) 2(66.7%)
>46 1(33.3%) 2(66.7%)
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Table 3 shows that more children (58.3%) recovered with
household heads aged 35 years and above and only 37.5%
recovered having household heads with less than 35 years of
age. Only 25% of children failed to recover having caregivers
with secondary level of education and 66.7% failed to
recover with primary level of education. A greater percentage

of child recovery (63.6%) was shown in children who are
taken care of by caregivers above 25 years of age and only
33.3% recovered with caregivers below 25 years of age.

4.2.2. Health Factors

Table 4. Health factors.

Characteristics Category Child recovery Recovered Child recovery Not recovered
Nutritional status Iit;n;:t?nte d ;g;zzz gg;;ﬁg
Age of child(months) ;_1188 ;ggi;‘g 22;;33
Sex of child 11:/:1{121&! %46;22223 ;gggzﬁg

Table 4 shows that higher child recovery of 77.8% was
achieved by children who were not stunted and 72.7% of
stunted children failed to recover. 60% of males recovered
and only 46.7% of females recovered. Of the children below

18 months of age, 58.3% managed to recover and having
62.5% of children above 18 months of age failing to recover.

4.2.3. Caring Practices

Table 5. Caring practices.

Characteristics Category Child recovery Recovered Child recovery Not recovered
Y 6(54.5% 5(45.5%
Religious practices agreeing with treatment e ( ) ( )
No 4(44.4%) 5(55.6%)
Y 2(66.7% 1(33.3%
Mother ill and received medication e ( ) ( )
No 1(25.0%) 3(75.0%)
. . Yes 6(75.0%) 2(25.0%)
Child still breast feed
P s e No 4(33.3%) 8(66.7%)
-24 2(22.2%) 7(77.8%)
Wean age
+24 2(66.7%) 1(33.3%)

Table 5 shows that children still breast feeding recovered
to a greater extent (75%) and 66.7% of non-breast feeding
children failed to recover. 77.8% of children weaned below
24 months of age failed to recover as compared to 33.3% of
children weaned above 24 months who failed to recover. 55.6%
of children with caregivers who follow religious and cultural
practices which do not agree with the treatment of the child,
failed to recover and 54.5% recovered having caregivers who

follow religious and cultural practices which agree with the
treatment of the child. 75% of children failed to recover
when ill mother did not receive medication and 66.7%
recovered when ill mother received medication.

4.3. Percentages of Households that Experienced Food
Insecurity-Related Conditions in 30days Preceding the
Research (N=12)

90%

80%

70%

60%

50%

B Never

40%

m Seldom(1-3days'month)

Sometimes(1-2days/wesk)
B Often(3-6 dys/wh)

B Daily

Fig. 1. Households vs Food insecurity-related conditions.
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Fig 1 shows that a larger proportion resorted to using the
coping strategies, seldom, sometimes and often reflecting the
severity of food insecurity. More than 50% proportion of
households never resorted to using 4 of the coping strategies
with a smaller proportion using more of the coping strategies

daily.

4.4. Socio-Demographic Factors Associated with Child
Recovery among Malnourished Children Aged 6-59
Months at Gweru District Health Offices, 2014

Table 6. Socio-demographic factors.

Variable Category 5:;80 very ﬁz)covery P.O.R 25:/“ salue
Age of household head(years) :;355 ;ggzzﬁ;; 2?6‘;;2//3 2.33 (0.37;14.6) 0.20

; 0 0
Earned per month($) _+115500 461222471223 %22(352//3 3.5 (0.55;22.3) 0.11
Caregiver level of education IS):icrng;ry 2%;233 égzgz//g 6.00 (0.81;44.35) 0.05
Caregiver age(years) ;_2255 ;Ezizzz; iggzzz 0.29 (0.04;1.82) 0.11

The chances of child recovering in a household headed by
an individual above 35 years is 2.33 times more compared to
ones headed by one below 35 years of age. Children headed
by an employed member have 71% more chances of
recovering as compared to those having an unemployed
household head. The chances of children recovering having
household head earning a salary more than 150 USD is 3.5
times more as compared to those earning a salary less than
150 USD. The chances of child recovering with caregivers

with secondary level of education are 6 times more as
compared to those with primary level. Children with
caregivers below 25 years of age have 71% less chances of
recovering as compared to those with caregivers above 25
years of age.

4.5. Health Care Practices Associated with Child Recovery
among Malnourished Children Aged 6-59 Months at
Gweru District Health Offices, 2014

Table 7. Health care practices.

Variable Category s;:cso very Egcovery P.O.R 25;/0 s’alue
Sex of child ﬁ;‘jle ;gg:gzz 58(3):(3)22 0.58 (0.07:4.56) 0.33
Age of child(months) _+1188 gg;z;/z; zgj;z{g 0.43 (0.07;2.68) 0.20
Nutritional status i;gf;ffme q ?g;giﬁ; %;;Zﬁ;g 0.11 (0.01;0.84) 0.02
Child still breastfeeding $§S 282(3)2//3 gggggzﬁ;; 0.17 (0.02;1,23) 0.05
Wean age _+22: ;Egg;;/z; ;8?;3‘3 7 (0.39;123.35) 0.13
Skipping RUTF supply ggs gggflizzf;; 28?233 4.00 (0.55;29.10) 0.10
0 0
Difficulties to centre $§S ggggg"//g 46‘?6‘8{;)24) 2.25 (0.38;13.47) 0.21
g g 0 0
. . . o o
L g e o

Table 7 shows that female children have 42% less chances
of recovering as compared to males. Children below 18
months of age have 57% less chances of recovering as
compared to those above 18 months of age. Children who are
stunted have 89% less chances of recovering as compared to
not stunted children. Breast feeding children have 83% more
chances of recovering as compared to non- breast feeding
children. The chances of child recovering when weaned
above 24 months of age are 7 times more as compared to

children weaned before reaching 24 months. Children who
did not skip RUTF supply are 4 times more likely to recover
unlike those who skipped RUTF supply. The chances of child
recovering not having difficulties to access health centre are
to 2.25 times more as compared to those encountering
difficulties. Child with ill mother who did not receive
medication has 83% less chances of recovering as compared
to those who received medication. Child with mother who
follows religious and cultural practices which agree with
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treatment of the child has 33% chances of recovering as
compared to those who follow practices which do not agree
with treatment of the child.

4.6. Reduced Coping Strategy Index

Table 8. Reduced coping strategy index.

Variable P value
Skip entire days without eating 0.007*
Limit portion size at meal times 0.116
Reduce number of meals eaten per day 0.204
Borrow food or rely on help from friends or relatives 0.119
Rely on less expensive or less preferred foods 0.116
Purchase or borrow food on credit 0.011*
Gather unusual types or amounts of wild food/hunt 0.001*
Harvest immature crops 0.107
Send household members to eat elsewhere p<0.001*
Send household members to beg 0.119
Reduce adult consumption so children can eat 0.074
Rely on casual labour for food 0.107

Table 8 shows that the following behaviours had the
greatest impact on recovery as they showed extent of the
severity of food insecurity in a number of households and
were statistically significant:

» Skipping entire days without eating(0.007)

* Purchasing or borrowing food on credit (0.011)

* Gathering unusual types or amounts of wild

food/hunting(0.001)

* Sending household members to eat elsewhere(p<0.001)

5. Discussion
5.1. Socio-Demographic Factors

Eighty (80%) of the households were male headed
reflecting that males were the dominating figure who made
most of the decisions which have great impact on the health
status of the entire family. A relatively high number of
malnourished children were found in the male headed
households. [20], argues that female headed households may
be favourable to children as this has to do with making
decisions in resource allocation, especially food so that the
nutritional status is thus improved. This is in line with
findings by [21], that more households were male headed and
with a large number of children as compared to female
headed households. [20], agrees with the above findings as
he stated that chronic malnutrition was significant from
households that were headed by males. This means that
gender of the household head is essential so as to determine
the outcome. Male headed households are associated with
stunted children which in this case is consistent with the
results [22]. In addition to this, they further postulate that for
the small percentage of those who recovered, it could be
attributed to the level of education, as with high levels, one is
more knowledgeable in issues to do with child care.
Furthermore, age of household head is associated with
height-for-age and weight-for-age as it also reflects
experience [23].

The results that the chances of child recovering in a

household headed by an individual above 35 years is 2.33
times more as compared to those below 35 years. We
assumed that those above 35 years have better caring
practices and have much experience as compared to those
below 35 years of age. Informed decisions on food choices
can also be made by individuals above 35 years of age.

In the Bangladesh study carried out by [21], the mean age
of the malnourished children was 22.6 months in support of
the mean age in this study which is 18 months. The reason
for such an average is possibly due to the fact that a larger
group of them will be suffering consequences due to early
weaning and since there are more prone to infectious diseases,
they are likey to be malnourished.

When a child increases in age, so is the probability of
stunting [24]. This is because chronic malnutrition occurs
after weaning as most of the young children will still be
breast feeding. It has been noted that surveys carried out in
Rwanda and other African countries found out that nutritional
vulnerability changed with age due to weaning behaviour as
well as disease exposure[25]. According to [25], age of
household head is said to have ‘life cycle’ effects implying
that the household in the developmental stage has the effect
on the demographic characteristics.

Female children have 42% less chances of recovering.
[21]observed that girls have 44% higher odds of being
severely malnourished than boys. Gender inequalities cause
women to be placed at lower status than men such that they
tend to eat last and thus the cycle of poverty and malnutrition
continues. The Bangladesh study showed that chances for
survival for female children were very low as compared to
males due to factors such as food sharing practices in the
household. This is in line with [22], who found out that the
female child had less nutritional status as compared to their
male counterparts attributing to the possibility of
discriminatory behaviour which favours males [26]. [27]
revealed gender as a determinant of underweight as male
children were more likely to be underweight as compared to
their females.

Children with care givers below 25 years of age have 71%
less chances of recovering. [21] concurred when they noted
that the percentage of malnourished children decreased from
37.5% to 28.1% with an increase in the age of the caregiver.
In other words, child recovery increases with an increase in
the caregiver age. We assumed that, young caregivers do not
view the importance of time for child-mother interaction and
they spend most of their time away from their children. In
addition to this, caregivers below 25 years of age are likely to
be of school going age such that time for breast feeding as
well as food preparation is therefore inadequate such that the
child’s health is put at risk thereby affecting the recovery rate
of the child.

Children with employed household heads had 71%
chances of recovering. Employment boosts the economic
status of the household so that the basic needs of the family
can be afforded, such as food, shelter, clothing and safe water.
[21] stated that socio-economic and health factors have an
impact on the nutritional status of an individual and thus the
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recovery rate is also affected. It is therefore recommended
that interventions other than health are essential so that
values and behaviours of the population are altered [21].

Children with household heads who earned salary above
150USD had 3.5 times of recovering as compared to those
earning a salary below 150 USD. [20] is of the idea that
household expenditure especially to do with the basics are
used to measure the socio-economic status of members. The
research assumes that, less income depicts the quality and
quantity of resources that are available to each household
member. If a balanced diet that contains protein sources that
are essential for the child’s recovery cannot be afforded, this
has an impact on the recovery rate. The income level also
depends with the family size.

Family size had no association with the recovery rate of
the child, yet it is plausible that the family size affects the
resource allocation as large families have limited or no
resources available to them due to competition. [20] argues
that household size has an impact on the nutritional status.
He concluded that, greater numbers have poorer nutritional
status than their counterparts as this could reflect unequal
access to household resources. Due to this unequal
distribution, a large proportion may not have access to
adequate food as well as quality health care which to a
greater extent affects recovery of the child. [23] are also of
the idea that the larger the number of older household
members reflects to a larger extent, poorer intra-houseld
intake of calories. From another view point, increase in
family size means inrease in labour. [23] argue that when
there is more labour then more are capable of working for
income thus food acquisition becomes esier and there is more
time available for child care as well as feeding and hygiene
activities which all influence the nutritional status of the
household which is closely related to that of the child [1]. It
has also been noted that families with more than 4 children
have high prevalence of malnutrition and their rate of
recovery is affected as there is more pronounced competition
for food and health care services.

Some households had members who also needed special
attention as the malnourished child. Examples are households
with other children below 5 years of age, some being orphans,
those with mental and physical challenges and members who
have been chronically ill. These results reflect the quality of
health care that the malnourished child is likely to get. Time
to breast feed is affected, frequencies of meal times as well as
preparation of nutritious food is affected due to household
members requiring as much attention as that of the
malnourished child. Members who are chronically ill have an
impact on household health and nutritional outcomes which
influence the ability to perform activities that generate money.

5.2. Economic Factors

Most households had very low economic status. 60%
experienced some degree of food insecurity. [28] showed
69.2% of food insecurity among households. This study
concluded that households that were food insecure had very
low socio- economic status and caregivers having low level

of education [28]. This study also submitted to monotonous
diets which aggravated deficiencies in micronutrients. Other
researches showed that caregivers could not feed their
children protein sources such as meat, eggs or beans due to
lack of money [28]. [20] stated that poverty increases levels
of allocation of resources even food which to a greater extent
affects the nutritional status of the entire household which
also determines nutritional status of the child [1]. According
to [24] children from insecure households are less likely to
recover. [29] argued that, in most disadvantaged and
undernourished communities, the only high quality food in
the diet of the child is breast milk. Thus the nutritional status
of the child is compromised due to lack of sufficient
complementary or supplementary foods so as to meet the
increasing demands of nutrients as there is increase in the
child’s development . Household income has effect on the
household’s nutritional status and thus is of paramount
importance. It has been noted that access to economic
resources is controlled by men such that the health of the
child and mother depends greatly on the male figure who is
more dominant [30]. This is in line with [25], who stated that
sex of household head is designed to potray legal and societal
advantages. It has been argued that improving household
food security is necessary but not sufficient to improve
nutritional status of children [28]. [25], agrees that nutritional
status of a household member is directly affected by the
household’s food security.

Children who do not skip RUTF supply are 4 times more
likely to recover. We assumed that this is attributed to its
medicinal properties. The child has greater chances of relapse
due to skipping of supply and thereby affecting the rate at
which the child recovers. In addition to this, the chances of
child recovering not having difficulties to access health
centre are to 2.25 times more as compared to those
encountering difficulties. These difficulties were mainly due
to economic constraints as they lived far from the health
centres. It is recommended that health centres must be plenty
and close to where people live.

5.3. Caregiver Knowledge

Child recovery with caregivers who have secondary level
of education is 6 times more as compared to those with
primary school level. These findings are consistent with
those of [27], who concluded that mothers who are educated
are better aware of the requirements that are nutritionally
essential to the child and thus povide improved care. This
study showed that most caregivers had primary level of
education and a few having reached secondary level. In some
study, 46% caregivers had primary level and only 2% having
secondary level [26]. According to Schnepf [25], caregiver
education potrays the intellectual environment in which
children are growing. He further noted that the level of
education shows the ability of the caregiver to make
informed decisions concerning good care practices and
acquisition of food. Accoring to [30], mothers can be
acquainted with knowledge on proper child care practices but
has very little importance if the other partner is not involved.



American Journal of Health Research 2015; 3(1): 24-36 33

Regression analysis that was carried out in Nigeria showed
that child age, gender, calorie intake and education are
determinants which affect the rate at which the child will
recover [24]. [22] concur when they argue that education
affects the caregiving practices as this determines the extent
to which one can process information and being acquainted
with skills as well as being able to maintain sanitation in the
environment. [26] noted that educated women tend to be
active participants in the working population such that there
is diminished activity which leads to reduced breast feeding
time. There is also insufficient , time for healthy and
nutritious food preparation which affect the child’s nutrition
status which has impact on the recovery rate. Public services
are to be made aware that the child’s nutrition status is put at
risk if breastfeeding mothers fail to get adequate time to feed
their babies. [31], stated that the time spent in preparing food,
breast feeding and accessing health care services are of
paramount importance as they affect the child’s nutritional
status and recovery.

Our findings showed that most of the households had low
economic status but [22] argue that urbanisation has a
positive effect on the child’s nutritional status as it is
associated with better income and education, access to health
care facilities as well as better information health wise as
compared to rural areas. Futhermore, [25] argues that rural
children appear to recover from malnutrition as compared to
urban children who tend to maintain higher levels of
malnutrition and suppports his idea suggesting that urban
children have no improved nutritional status despite access to
the health infrastructure as it is essentially curative and not
preventitive. Some caregivers did not uderstand the child’s
condition, causes and its effects.

5.4. Caring Practices

Breast feeding children have 89% chances of recovery.
Breast milk contains antibodies that are responsible for
fighting infections since malnourished children are

susceptible to infections thus the severity is therefore reduced.

In addition to this, results have shown that children weaned
after reaching 24 months are 7 times more likely to recover.
This is in line with Hellen Keller International (HKI) which
states that it is essential to breast feed a child until he or she
reaches 2 years as they are prone to risk of malnutrition.
Recovery increases as antibodies present in breast milk resist
infections and allow right amounts of nutrients to be
absorbed by the body. [32] argued that prolonged breast
feeding tend to be positively associated with anthropometry
in the poor and the opposite is true for the group with the
highest income. Breast fed children have an increased growth
rate unlike those who have been weaned [32]. This is so
because children breast fed for over 1 year are prone to
receiving less nutrients than those weaned earlier. It has also
been noted by [32], that milk volume in the second year of
breast feeding is lower than in the first. [12] argues that
healthy stature at the age of 2 best reflects educational and
economic success which is achieved by proper nutrition and
breast feeding for the first 2 years of life. [33], concluded that

prolonged breast feeding causes anorexia as child is most
likely to reduce intake of supplemental foods as appetite is
satiated at the breast. [34], argued that breast fed children
tend to be more malnourished than non-breast children. It
was noted that risk of dying was 6 times higher in children
not breast feeding. Since breast milk is both food and drink
and since it is rich with antibodies, it is recommended that
mothers should breast feed upto about 2 years. It is safe and
healthy.

5.5. Health Factors

Children below 18 months of age have 57% more chances
of recovering. It has been noted in other researches that
malnutrition is more prevalent between 6-24 months after
which it is difficult to correct. This means that the low
percentage of recovery of children above 18 months is
possibly attributed to that, among other factors which may
affect recovery. This has been supported by findings
summarised by [22], that those above 18 months of age have
grown into positions that they can find means of getting
something to consume, for example, eating at a friend’s
house while they play; when their household has little or no
food. [25] argues that children above 18 months of age
correspond to the weaning period when supplemental foods
are initiated which are often of low nutrient value in which
food preparation may occur in insanitary conditions.. For
example, some of the care givers fed children with sadza and
soup with no protein source.

Complementary feeding practices were less than optimal
as there were insufficient Infant and Young Child Feeding
(IYCF) practices. The same diet was offered to the child
causing the child to deny food as it became monotonous.
This is in agreement with [28] who showed that children who
failed to recover were being fed with more of energy giving
foods with no or little protein sources due to lack of
knowledge and some due to economic constraints. Children
were also offered meals only at times when the rest of the
family would eat. In some cases, we found out that a child
aged 11 months would consume 2 or 3 meals per day yet they
have high nutrient needs due to their rapid growth rate. This
further reduced the recovery rate of the children. Most of the
caregivers in this study fed children at the minimum
acceptable diet for age and also fed at appropriate frequency
thereby attributing to recovery. Stunted children have 89%
less chances of recovering as compared to those not stunted.
Research stated that by the time stunted children are
clinically identified, permanent growth retardation is likely to
have occurred [12].

(Seventy-five) 75% of children failed to recover when ill
mother did not receive medication and 66.7% recovered
when ill mother received medication. It is biologically
plausible that when the caregiver is ill, the health of the child
is likely to be compromised. Breast feeding and food
preparations are affected to a greater extent and the
nutritional status is therefore affected. This is in line with
[25]’s findings that an individual health outcome affects
nutritional status directly as illness reduces appetite, causes
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infections and absorption of nutrients is impaired.
5.6. Household Food Sharing Practices

RUTF was shared among the household members
especially amongst the children as a coping strategy as they
encountered challenges in accessing food to eat due to
economic crisis. This to a greater extent compromised the
child’s health and consequently the recovery rate as the child
would not consume the recommended daily ration. From the
nutritional education that they are given on admission into
the therapeutic feeding program, the caregivers are advised to
feed plumpy nut directly from the packet, but 35% of them
mixed plumpy nut with other foods and liquids so that it is
ingested easily. We assumed that the medicinal properties of
RUTF were thus distorted. The child should consume other
foods in addition to RUTF so as to boost the child’s
nutritional status. This was also affected by the care giver’s
level of education.

5.7. Cultural and Religious Factors

Due to cultural practices, some foods such as beans and
legumes were consumed sparingly by infants despite being
very good sources of proteins. Some of the households
indicated that they afforded such seeds and legumes but
rather sold them as a source of income. This showed how
deep rooted they are with their culture. It has been noted that
the foods were not consumed due to poverty but due to
traditional and cultural food practices. [35] also stated that
gestation and lactation period also causes deprivation of
nutrients which can also affect the nutritional outcome in the
new born child. Findings also indicated that many of the care
givers performed the traditional way of cooking porridge
whereby mealie meal is sieved. This causes a great deal of
nutrient loss [35]. Some care givers stated that they discard
cooking water from cereals, reducing the nutritive value,
unkowingly. It was also found that some caregivers (15%)
endulged in practices of abrupt weaning and short-term
breastfeeding due to early pregnancy which contributes to
poor infant growth. The specific food beliefs and practices
which deprive caregivers and children of the nutritional
benefits from certain foods cause their health to be
compromised and thus affected recovery rate. [35] noted that
some caregivers assume that fat babies are healthy especially
when the stomach protrudes which is not the case. Instead the
child is given more of energy-giving foods than fruits and
vegetables as well as legumes. Grandmothers are known to
have quality health practices in many cultures such that the
child suffers materal deprivation and consequently have
impact on health. In addition to this, misconceptions which
state that “children are gifts from God” such that they tend to
be polygamous having a great impact on the economic status
due to increase in the family size. There are material and
child health customs which cause people not to consume
certain foods even though they are available in their
community and affordable. This causes children fail to
recover when malnutrition sets in due to religious practices.

Caregivers stated that they undergo excessive fasting for all
household members including young children such that the
child’s nutritional status is compromised and affects recovery
rate. [35] highlighted that the cultural practices of vegetarians
cause them to be susceptible to Vitamin B12 deficiency. They
further stated that deprivation of beef or pork due to religious
practices will not affect the nutritional outcome as long as
they have alternatives to that. Practices that men eat first and
women last contribute to high infant and mortality rates.

6. Conclusion

The majority of the findings indicated that socio-economic
factors, level of education and caring practices of the
caregiver and the cultural practices to a larger extent
contributed to the lower than expected recovery rates of HIV
negative children on the therapeutic feeding program.
Caregivers’ level of education has great impact on the
recovery rate of the child as it is related to the care-giving
practices which determine the extent, to which one can
process information, acquires skills and ensures sanitation of
the environment. Furthermore, the evidence gathered
strongly points to the conclusion that the therapeutic program
is useful however; there is need for its consistent supply to
avoid relapse and greater number of defaulters. The family
size also affects the household’s economic status. It was also
concluded that care givers of the children are mostly their
biological mothers who have diminished caring practices
which affect the child’s recovery rate. Cultural practices are
to a lesser extent contributing to the lower recovery rates as
compared to the socio-economic factors. It has been
concluded that, there is less knowledge on the household
food sharing practices and calls for improvements through
health workers. We also call for the beneficiaries of the
therapeutic program to get food rations from supplementary
feeding programs to curb the food insecurity problem. The
Zimbabwean government should spend more money on
quality nutritional programs to improve state of malnutrition.
We recommend that there is need for more nutrition
campaign in an effort to promote health. The Ministry of
Health and Child Welfare should ensure that RUTF stock
rapture does not occur to avoid relapse so that beneficiaries
will not default; thus consistent supply of RUTF is required.
The pregnant and lactating mothers should be taught to make
use of the readily available foods which are cheaper and
nutritious. Non-governmental organisations such as CARE
International should increase the projects of home gardens to
increase food diversification.

The study was limited to an urbanised sample. A wider
range including the rural participants is recommended for
future studies for external validation.
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