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Abstract 

Women nutrition status plays a key role in preventing adverse maternal and child 

health outcomes yet there is little exiting information on the nutrition status of women of 

reproductive age (WRA). Therefore this study was carried out to assess the nutrition status of 

reproductive age women (15 to 49 years) and estimate associated risk factors. Analytical 

cross section study designs involving 302 WRA was conducted in Dedza district of Malawi 

from August to September 2017. A pretested questionnaire was used to collect data which 

was analysed using SPSS software. The results showed that 3%, 19.9% and 6% were 

underweight, overweight and obese respectively using BM1 cut-off points. Underweight and 

obesity were more frequent in older women (33 to 49 years) while overweight was common 

in younger women (15 to 32 years). WRA from all Traditional Authorities were vulnerable to 

overweight. The odds indicate that young women were less likely to be underweight than 

older women though not statistically significant (OR= 0.8). Bivariate correlation and logistic 

regression results have shown that morbidity status, wealth index, level of knowledge and 

assets ownership were significant risk factors associated with nutrition status of the study 

population. In conclusion, there is high prevalence of overweight than underweight among 

WRA. Morbidity status, wealth index, level of knowledge and assets ownership are 

contributing factors of nutrition status of Dedza district. Hence, there is need for government 

to develop interventions that can control an alarming increase of overweight and the 

identified risk factors must be taken into consideration.  

 

Keywords: Nutrition Status, Reproductive Age Women, BMI, Underweight, Overweight, 
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Introduction 

Malnutrition is a broad term that generally refers to both undernutrition and 

overnutrition (UNICEF, 2006). This research addresses both aspects of malnutrition because 
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under nutrition is a burden in developing countries (Müller and Krawinkel, 2005) and over 

nutrition is growing at an alarming rate in sub- Saharan Africa (Biadgilign et. al., 2017). 

Under nutrition is the condition that occurs when the person is not eating or absorbing 

enough nutrients to meet body’s needs for energy, growth and development (Burgess, 2008), 

while over nutrition occurs when a person consumes too many calories than physical activity 

(UNICEF, 2010). Underweight women are at greater risk of experiencing miscarriages, 

stillbirths, chronic maternal  death and illnesses (King, 2016). On the other hand obese 

women are susceptible to adverse maternal and child health outcomes such gestational 

diabetes, neural tube defects and caesarean delivery (Black et al., 2013). Additionally, obesity 

in WRA raises the risk of overweight or obesity in their children during childhood and 

primary adulthood (Aviram, Hod and Yogev, 2011) and more likely to have cardiovascular 

and diabetes disease in later life (Sahoo et al., 2015). 

Globally, malnutrition remains a major challenge especially in developing 

countries(WHO, 2017)and obesity is becoming a worldwide epidemic (Aviram et al., 2011). 

According to Black et al., (2013) 30% to 40% of women of reproductive age (WRA) in 

developing countries are overweight or obese and  more than 15% of WRA  in Africa and 

Asia are affected with underweight). Anemia is also a problem affecting. Globally, the 

estimated statistics of anemia among WRA was 30.2% and 41. 8% in pregnant women and 

the highest proportions (48% to 57%) of these anaemic women lives in Africa (WHO, 2005). 

Anaemia has a negative impact on human health, social and economic development(World 

Health Organization, 2013).   

In Malawi, 7%, 21% and 33% of WRA are underweight, overweight or obese and 

anaemic respectively while in Dedza district 25.3% women(15 – 49 years) are anaemic. 

(MDHS, 2015-16). According to  (Adamu et al, 2017.), high levels of anemia in Malawian 

women were due to repeated pregnancies and short birth intervals which deplete iron stores, 

failure to access health services and nutritious food rich in iron such as green vegetables, 

eggs, liver and fruits containing vitamin C which enhances Iron absorptions. Anemia can 

result in prematurity, spontaneous abortions, low birth weight and fetal death (Sifakis and 

Pharmakides, 2006) hence need to be corrected before and between pregnancies. 

In Africa, women are the labour bearers yet they have poor diets such as high 

consumption of starchy staples accompanied by leafy vegetables, limited animal source food 

consumption and low intake of fruits. Poor nutritional status is of dire consequence because 

of their role as child bearers.  Children born with poor nutrition status have physical and 
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mental retardation which will lead to poor economic well-being of the country. Therefore, 

this study is relevant because it will highlight risky factors of malnutrion that need to be 

addressed in order to prevent adverse maternal and child health outcomes. 

 

Method 

Study Setting  

The study was conducted in Dedza District which is located around 86km of 

Lilongwe Capital city of Malawi. The district comprise of 8 Traditional Authorities; Senior 

Chief Kachindamoto, TA Chilikumwendo, TA Tambala and Sub TA Kamenyagwaza. The 

Traditional Authorities under study were Kachere, Kasumbu, Chauma and Kaphuka. The 

estimated total population of Dedza is 625,628 people (300,310 males and 225,518 females) 

and 61,000 households. 

 

Study Design 

The study used analytical cross section designs with retrospective component to 

assess the demographic characteristics, social economic status, nutrition knowledge and 

dietary patterns of WRA. The data was collected from August end to September, 2017.The 

study population consisted of households with WRA (15 to 49 years) within Dedza district. 

Anaemia deficiency statistics for Dedza was used to determine the size of the sample with 

25% of WRA suffering from it. The overall number of households in the study area is not 

more than 10,000 hence the sample size was calculated using Fisher’s formula (Fisher et al, 

1991). 

 

Inclusion Criteria 

Women aged 15-49 years who were not pregnant or non-lactating and have not had a 

birth in the past 2 years before the survey living in TA Kachere, Chauma, Kaphuka and 

Kasumbu. The non-pregnant state among study population was determined by inquiring when 

they last had their menstrual period. 

 

Exclusion Criteria 

Women aged 15 – 49 who were disabled, apparently sick (HIV/AIDS) and those who 

had missed their menstrual period for the past 1-month. 
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Data Collection Tools and Methods 

The research used five tools namely questionnaire, electronic weighing scales, 

stadiometer, Mid-Upper Arm Circumference (MUAC) tapes and Individual Dietary Diversity 

Score. Household information on demographic, socioeconomic, nutrition knowledge and 

dietary patterns of WRA was collected using a semi-structured questionnaire. But before 

administering the questionnaires, the women were briefed about the objective of the study 

and their right to participate in the study or not and to withdraw from the study at any stage of 

the study. Written consent was taken from each study subject.  

 

Weighing scales, Stadiometer and MUAC tape 

Weighing scale, stadiometer and MUAC tape were used to measure the scale, stature 

and mid- upper arm circumference of the respondents respectively. They were measured 

following the WHO guidelines with individuals putting on light attire and barefooted. 

Multiple measurements were taken and average number was the one that was recorded. The 

figures collected were used to estimate Body Mass Index (BMI) reference value commended  

by World Health Organization (WHO, 1999) which is a nutrition indicator for determining 

nutrition status. BMI of the respondents was calculated by dividing the weight (kilogram) to 

the height (metres squared). 

 

Ethical Considerations 

The principal investigator got clearance from Dedza District Council Office, the 

recruited enumerators were requested to sign a consent form which had information on legal 

grounds for undertaking the study. Another consent was requested from the women of 

reproductive age who took part in the research. 

 

 Data Analysis 

A Statistical Package for Social Science (SPSS) software version 20 was used to 

analyse the study findings. Graphical presentation was done using Excel. Descriptive 

statistics such as percentages, frequency distribution, mean and standard deviation were used 

to describe the data. BMI was calculated using height and weight of the respondents. 

Participants were classified into four categories according to WHO International 

classification: (1) Underweight (≤18.5 kg/m2) (2) Normal weight (18.5 kg/m2 to 24.9 kg/m2) 

(3) Overweight 25.0 kg/m2 -30.0 kg/m2) (4) Obese (≥30.0 kg/m2).Bivariate correlation was 

used to identify risk factors associated with nutrition status. Binary logistic regression models 
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were used to generate odds ratio (ORs) and 95 % confidence intervals (CIs) using BMI as the 

main outcome variable. 

 

Results 

Socio-demographic characteristics 

The study population from Dedza district, comprised of 302 women of reproductive 

age (15 to 49 years), 18(5.9%) from Traditional Authority (TA) Chauma, 111 (36.8%) 

Kachere, 113(37.4%) Kaphuka and 60(19.9%) Kasumbu. The response rate was 100%. The 

women were categorized into young (aged 15 to 32 years) and older (aged 33 to 49 years) 

groups. These cut off points were based on Kenya national youth policy where youth is 

defined as any person in the age bracket of 15 to 30 years. The population age was regrouped 

into 5-year age groups. The age range of five groups was chosen basically for comparison 

with Malawi Demographic Healthy Survey data. Out of the total of 302 reproductive age 

women, large proportion (37.7%) were within the age group of 15 to 24 years, 176(58.3%) 

were married and 57(18.9%) had no formal education. The average household size was 5 

persons. Most household were under low wealth index category (82.7%) and main source of 

income was selling of farm produce 175(57.9%). 

 

Food Security Situation 

The main source of food item consumed (maize) by most respondents was through 

own production 269(89.1%) followed by purchases 25(8.3%). The results shows that 44.9% 

of the total population were at risk of being food insecure. The number of households who 

often did not have enough food to eat was higher among young women (10%) than older 

women (8%) however the results were not statistically significant (P= 0.09)using Pearson 

Chi-square test value of 6.35. 

 

Morbidity status of the study population 

The information on morbidity status of reproductive women within a period of 14 

days before the survey was self-reported by the respondents. The women were asked to 

indicate if they had been diagnosed with or treated for any chronic diseases such as high 

blood pressure, diabetes, heart disease, osteoporosis and other illnesses. The results have 

shown that 162(54.2%) were sick but only 69(39%) were taken to and treated at different 

health facilities. Among the total sick women, 58% were young women. The difference 

between young and older women in terms of illness was not statistically significant (P>0.05) 
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using Pearson square test value of 0.933, P= 0.334. The most frequent suffered illnesses was 

malaria (26%) followed by respiratory infections (15.2%). 

 

Family planning 

The results show that 46.8% of the respondents were on contraceptives. The methods 

that were used are; injection (56.8%), norplant (28%) and pills (7%). The reported common 

challenges faced by women using contraceptives were nausea (13.8%), bleeding (12.3%) and 

abdominal pains (13.8%) while fourty three percent didn’t face any challenges. 

 

4.12.5 Clinical signs in relation to micronutrient deficiency 

The common prevalent clinical signs in relation to micronutrient deficiency were 

frequent colds, upper respiratory tract infection (53%), cracks at margins of the lips (52.3%) 

and dizziness 46.7%(Figure 1).  The results have showed that incidence of night blindness 

(44.2%) and bleeding gums (40.8%) were dominant in older than young women and were 

statistically significant at (X2 = 4.71, df =1, P= 0.03) and (X2 = 10.108, df =1, P = 0.001) 

respectively. The odds indicate that young women are less likely to have clinical signs of 

night blindness and bleeding gums than older women (OR = 0.6, 95% CI= 0.37 to 0.96) and 

(OR= 0.5, 95% CI = 0.27 to 0.74) respectively. The occurrence of having pallor face or palms 

was more in older women (35%) than young women (26.9%) but not statistically significant. 

Goiter was the least prevalent (1.7 %) clinical sign. 

 

Figure 1: Prevalence of micronutrient deficiency signs as reported by study participants 
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4.12.6 Nutrition status 

Overall estimated population mean of body weight (kg), height (cm), BMI (Kg/m2) 

and MUAC (cm) of participants of this study are in table 2. Older women had larger BMI 

(24.3kg/m2 ± 6.94) than the younger women whose BMI was 22.8kg/m2 ± 3.10. There was no 

significant difference between mean weight and height for young and older women (P >0.05) 

but statistically difference in MUAC (P = 0.29) and BMI (P = 0.012).  

 

Table 1: Mean anthropometric measurements among reproductive age women 

  young women(n = 182) older women (n = 120) 

measurement Mean 
Standard 
deviation Mean 

Standard 
deviation 

P- 
value 

weight(kg) 54.9 8.11 56.7 10.46 0.119 

height(m) 155.09 6.19 153.71 10.09 0.144 
BMI 22.85 3.10 24.34 6.94 *0.012 
MUAC 26.99 3.43 27.98 4.40 *0.29 
*P-value is significant when p>0.05 

 

Figure 2 shows the underweight, overweight and obesity prevalence estimates of the 

reproductive age women of Dedza district. The analysis revealed that 3% were underweight, 

19.9% were overweight and 6% were obese using BM1 cut off points. Underweight (3.4%) 

and obesity (9.2%) were more frequent in older women while overweight was common in 

young women (20.3%) though the difference was not significant (P>0.05). After using 

MUAC, 3.6% of women were identified as malnourished by having MUAC of < 22cm. The 

odds indicate that young women are 0.8 times less likely to be underweight than older women 

but not statistically significant (OR= 0.791, 95% CI= 0.28 to 3.0). 

 

 

Figure 2: Distribution of Nutrition status (BMI) of study population by age 
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4.12.7 Distribution of BMI according to Traditional Authority 

Chi-square analysis showed that largest and lowest prevalence of underweight WRA 

in the study population were from TA Kaphuka (1.3%) and Chauma (0.3%) respectively. The 

prevalence of overweight or obesity in TA Kaphuka (9.6%) and Kachere(9.3%) were almost 

the same. However the difference was not significant (p>0.05). (Table 3). 

 

Table 2: Distribution of Nutrition status (BMI) of study population by TA 

    Categories of BMI     

Name of TA N underweight normal overweight obesity X2 
P-
value 

Chauma 18 1 (0.3%) 14 (4.6%) 2 (0.7%) 1 (0.3%) 3.08 0.97 

Kachere 111 2 (0.7%) 81 (26.8%) 21 (7.0%) 7 (2.3%)     

Kaphuka 113 4 (1.3%) 80 (26.5%) 22 (7.3%) 7 (2.3%)     

Kasumbu 60 2 (0.7%) 40 (13.2) 15 (5.0%) 3 (1.0%)     

Total 302 9 (3%) 215 (71.2%) 60 (19.9%) 18 (6%)     

 

4.12.8 Distribution of BMI according to nutrition Knowledge score 

Table 4 Shows no significant association between knowledge score and BMI category 

(P = 0.5). Overweight or obese WRA had greater nutrition knowledge than underweight 

women. The prevalence of underweight was high among women with moderate knowledge 

than their counterparts. A large proportional of women with normal BMI had higher nutrition 

knowledge compared to overweight or obese women. 

 

Table 3: Distribution of BMI by level of Knowledge of the respondents 

Level of 

Knowledge 

BMI classification     

underweight normal overweight obesity X2 P-value

 

Low 

 

2 (0.7%) 

 

42 (13.9%)

 

13 (4.3%) 2 (0.7%) 5.5 0.5

moderate  6 (2.0%) 99 (32.8%) 23 (7.6%) 7 (2.3%)     

high  1 (0.3%) 74 (24.5%) 24 (7.9%) 9 (3.0%)     

Total 9 (3%) 215 (71.2%) 60 (19.9%) 18 (6%)     

 

4.12.9 Distribution of BMI according to social demographic characteristics 

Prevalence of underweight was high in women who were on separation (13.3%) than 

in married women (1.1%). When comparing in terms of education level; underweight was 

high in women with low education levels than in women who had completed primary school 
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education though the difference was not significant (P = 0.59). Overweight was high among 

women of the age group of 25 – 29 years(3.7%), single(5.3%) and classified under low 

wealth index (14.0%) than their counterparts. (Table 5). 

 

Table 4:  Distribution of BMI according to social demographic characteristics (n=302) 

variable 
 Nutrition status 

N Underweight (%) 
Normal 

(%) 
Overweight 

(%) 
Obesity 

(%) 
p-value 

Age 15 - 19 66 1.0 17.3 3.3 0.3 0.15 
20 - 24 48 0.0 11.3 3.3 1.3  
25 - 29 44 0.3 10.0 3.7 0.7  
30 - 34 43                      0.7 10.3 3.3 0.0  
35 - 39 47 0.0 11.3 2.3 2.0  
40 - 44 26 0.7 4.3 2.3 1.3  
45 - 49 27 0.3 6.6 1.7 0.3  

marital status single 78 1.0 18.9 5.3 0.7 0.63 
widowed 12 0 3.3 0.3 0.3  
married 175 0.7 40.5 5 5  
divorced 21 0.7 4.3 0.0 0  

separated 15 0.7 4.0 0.0 0  

Education 
level 

no education 57 0.7 13.6 4.0 0.7 0.59 

primary 219 2.3 51.5 14.3 4.3  

secondary  20 0 4.0 1.7 1.0  

tertiary  6 0 2.0 0.0 0  
Wealth index  Lower  249                   2.0 62.1 14.0 4.7 0.008 

Middle  46 0.7 8.6 5.3 0.7  

Higher  6 0.3 0.3 0.7 0.7  

 

4.12.10 Risk factors associated with Nutrition status 

To establish the risk factors associated with nutrition status of the WRA, bivariate 

Pearson correlation analysis was performed between nutrition knowledge, socio-demographic 

characteristics, morbidity status, dietary intake patterns and nutrition status. Table 6 have 

shown that there was a moderate positive highly significant correlation between knowledge 

score and nutrition status. A weak positive highly significant correlation was observed 

between numbers of living rooms and size of livestock held and nutrition status. A weak 

negative highly significant correlation was seen between morbidity status, asset ownership 

and nutrition status. Household wealth index, Individual Dietary Diversity score(IDDs) and 

number of meals per day were also identified significant factors associated with nutrition 

status. But the analysis showed no significant correlation between age, marital status, 

educational level, household size, food security and cultivated land.  
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Table 5: The bivariate correlations results for risk factors associated with nutritional 

status 

Variable R P - value 

Age group  0.087   0.132 

Marital status -0.006   0.920 

Education level -0.022   0.704 

Household wealth index  0.136   0.018 

Family size  0.017   0.769 

Number of rooms  0.173  **0.003 

Asset ownership -0. 15  *0.007 

Size of livestock held  0.246  **0.000 

Food security -0.043  0.461 

Morbidity status -0.239  **0.002 

Knowledge score  0.47  **0.000 

IDD score  0.125  *0.031 

Number of meals per day  0.173  *0.043 

*numbers in bold font indicate correlation was significant at p-value <0.05 and ** p-value < 0.01 

 

In order to take care of the confounding factors and quantify the risk factors, binary 

logistic regression analysis was performed, odds ratio and confidence intervals were 

obtained. Number of meals, wealth index and type of illness were the only identified 

significant factors associated with overweight. However, there was no any significant factors 

associated with underweight (Table 7). 

 

Table 6: Binary Logistic Regression Results 

Variable Risk factor % P-value OR 
      95% CI for OR 

Lower Upper 

Age 
  

≤  32 years 60.5 0.89 
1.0 0.52 1.75 

≥32 years 39.5   
Marital status 
  

Married 58.1 0.35 
1.3 0.73 2.44 

Not living with a partner 41.9   
Family size 
  

<5 members 36.0 0.44 1.3 
0.68 2.36 

>5 members 64.0     
Occupation 
  

Farmer 57.8 0.28 1.4 
0.76 2.56 

Others 42.2     

Number of living 
rooms 

House with one room 32.6 0.22 0.7 
0.35 1.27 

House with > 1 room 65.8     

Wealth index 
  

Lower index 82.7 0.008       
Medium index 15.3 0.028 6.9 1.23 38.62 
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Higher index 2.0 0.22 3.1 0.52 18.79 
Household food 
security  

Food secure 55.1 0.28 1.2 
0.89 1.49 

Food insecure 44.9   
Owns livestock  65.1 0.22 0.7 0.36 1.26 
Cultivated land 
  
  

No land 6.3 0.22       
Small size 90.7 0.07 23.9 0.73 7.86 
Medium size 2.3 0.42 3.2 0.19 54.03 

  
Asset ownership 
  

Large size 0.7 0.63 2.2 0.08 56.87 
Assets ownership 41.5 0.14 1.6 

0.86 2.98 
No assets 58.5     

Educational 
attainment 

No formal education 19.0 0.39 1.37 
0.66 2.84 

Educated 81.0     
Knowledge 
  

Poor knowledge 64.1 0.17 0.6 
0.41 1.17 

Good knowledge 35.9     

IDD score  
  

Low 34.2 0.29       
Moderate 60.8 0.19 2.5 0.64 9.45 
High 3.3 0.41 1.7 0.45 6.37 

Number of meals 
  

< 3 meals a day 63.1 0.002 0.4 
0.25 0.72 

≥ 3 meals a day 36.9     
Consumed food group      

cereals and cereal products  96 0.50 1.2 0.66 2.33 
White tubers and roots 44.7 0.19 1.5 0.81 2.69 
Dark leafy vegetables  79.1 0.26 1.4 0.78 2.51 
Legumes and pulses 41.7 0.47 1.2 0.69 2.22 
Fish 39.3 0.08 1.7 0.93 3.16 
Vitamin a rich vegetables  18.3 0.96 1.0 0.47 2.18 
Vitamin a rich fruits 10.3 0.50 0.7 0.25 1.96 
Fresh meat 12 0.52 0.7 0.29 1.87 
Milk and milk products  5 0.96 1.0 0.25 4.23 
Organ meat 3 0.20 2.6 0.58 12.26 
All fruits 11 0.62 1.3 0.50 3.13 
Beverage 33.3 0.11 0.6 0.28 1.15 
Oils and fats 53.7 0.33 0.7 0.39 1.38 

The odds indicate that women who possessed assets were 1.6 times more likely to be 

overweight than their counterparts (OR = 1.6, P = 0.05, CI = 0.86 to 2.98) and those who 

were living in a house with more than one room were less likely to be underweight than 

women living in a one room house (P = 0.003, OR= 0.7 CI = 0.35to 1.27). Number of meals 

and size of livestock held were highly significant risk factors of nutrition status with (P = 

0.002, OR = 0.4, 95% CI 0.25 to 0.72) and (P = 0.01, OR = 0.7, 95% CI= 0.36 to 1.26) 

respectively. The odds of women with low nutrition knowledge was 0.6 times more likely to 

be overweight than their counterparts (P = 0.01, OR = O.69, CI= 0.40 to 1.172). The odds of 

women with low IDD were 2.3 times more likely to be overweight than their counterparts (P 

= 0.03, OR= 2.26, CI= 0.52 to 9.8). 
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4.13 Discussion 

4.13.1 Nutrition status of reproductive age women 

This results of this study demonstrated that the mean BMI and MUAC for older 

women was high and significant difference from young women. This study is inconsistent 

with the preceding research findings done by Nevill and Metsios, (2015). The prevalence of 

underweight women was3% lower than the prevalence (7%) of underweight among the 

overall population of WRA in Malawi while overweight or obesity was 20.5% slightly lower 

than the national figure of 21% (MDHS, 2015-16). These results contradicts with previous 

study findings that reported Dedza as one of the district in Malawi that has high prevalence of 

malnutrition. But when compared to the prevalence of underweight in other sub-Saharan 

countries, based on DHS for each country, it is below than that of Tanzania (11.4%), Zambia 

(9.6%), Kenya(12.3%), Uganda(12.1%) and higher than that of Rwanda (8.2%) (Sanderson 

and Auricht, 2002).  

Literature has revealed that overweight or obesity used to be less prevalent among 

rural than urban women in the previous decades and was intense among women of higher 

social economic status (Mendez, Monteiro, and Popkin, 2009). A study done in Cameroon  

showed high prevalence of obesity in urban than in rural areas (Sobngwi et al., 2002).  

Currently, (Tai-Seale and Chandler, 2010) and(Shafique et al., 2007)and systematic  reviews  

have reported an alarming increase in prevalence of obesity and overweight among rural 

women than their urban  counterparts, and the results have confirmed. However a study done 

by  (Bridevauxab, Faehcd and Eggimanna, 2007) found no differences in the prevalence of 

overweight and obesity between rural and urban areas. The high prevalence of overweight or 

obesity in the study area could be due to easy accessibility and availability of energy dense 

food such as refined cereals, low consumption of fruits and use of hydrogenated fats in most 

of their cooked foods. However, Thompson, Minihane and  Williams, (2011)argued that 

there is limited proof from epidemiological studies that increased intake of fats result in 

weight gain. Additionally, lack of knowledge by large proportion of the study population on 

diet related diseases could have also contributed to high occurrence of overweight or obese 

among WRA. 

In the present study, the prevalence of both underweight and obesity were high among 

older women as compared to young women while overweight was high in younger women 

though the difference was not significance. This is similar to earlier studies done in USA 

which showed high prevalence of obesity in older women aged 40-49 years than young 
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women aged 20 to 39 years (Hales et al., 2017). A study done in Jamaica found occurrence of 

overweight in all age groups and was associated with increasing age (Kanguru et al., 2017). 

However, the findings of this study are contrary to other studies. Lewis et al., (2006) reported 

high prevalence rate of obesity in young than older women. Poobalan and Aucott, (2016) 

study indicated that overweight and obesity is mostly affecting young than older women and 

are prone to these body changes during the transition from adolescence to adult. This study, 

therefore, suggested that the existence of underweight, overweight or obesity in older women 

was not statistically difference from young women because more than three quarters of the 

respondents had almost the same socio- demographic characteristic and dietary intake pattern. 

Hence this is an evidence that nutrition intervention which aim at controlling overweight or 

obesity must target all WRA regardless of their age group. 

 

4.13.2 Micronutrient deficiency status among the study population 

The results showed that high proportion of respondents had frequent colds and 

respiratory infections (53%), cracks at the margin of the lips (52.3%), dizziness (46.7%) and 

night blindness (36.8%). The present analysis indicated that the prevalence of anemia 

(46.7%) among the study population is higher than the 25.3 % that was reported at district 

level and 33% reported nationally (MDHS, 2015-16). These results agrees with findings of 

FAO and World Health Organization, (1998) and Chandyo et al., (2009) reported that lron 

and zinc deficiency are still reasonably common in WRA respectively. The prevalence of the 

above listed micronutrient deficiency may be due to consumption of low quality diets that are  

dominated by cereals and legumes which have lower bioavailability of iron and zinc than 

food from animals. They also have phytates that binds minerals (zinc and iron) and thereby 

inhibit its absorption Gropper and Smith, (2000).Secondly, there was low consumption of 

foods rich in vitamin C among the respondents which could have enhanced iron absorption. 

But in case of anaemia, it might also be due malaria infection and hookworms which might 

exist in the community because of the few households who does open defecation. Most 

women in the community have a tendency to walk barefoot when they are within their 

compound hence easy for them to catch worms. Furthermore, women who were on any 

contraceptive method cited excessive, continuous menstrual bleeding as one of the challenges 

they faced. It is well documented  that prolonged menstruation causes a decrease in 

hemoglobin levels (Siemienas et al.., 2014) and (Cohen and Gibor, 1980).  Not only that, 

Hassan, El-Hussinie and El-Nahal, (1999)and Damm et al., (1980) in their studies also 
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reported that contraceptive methods are significantly associated with prevalence of anemia. 

Consequently, it is possible that more than a quarter of women who had suggestive symptoms 

of anaemia specifically loosing balance because of dizziness and  pallor on the palms and 

face was due to excessive bleeding which was mainly caused by the contraceptive methods 

that they were using. This study reinforced previous findings stated that anaemia is still a 

challenge among women of reproductive age in developing countries.   

This study has revealed that prevalence of goiter was 1.7% relatively lower as 

compared to that of district level which was reported at 12.6% in 2006 (WHO, 2006). The 

great improvement could be attributed to high utilization and consumption of iodized salt 

from the diets by most households. Majority of the women are likely to be using iodized salt 

due to mandatory salt iodization programme in the country. 

 

4.13.3 Risk Factors associated with nutrition status of reproductive age women  

This study found that age was positively correlated with BMI though the relationship 

was weak. This is  similar to a study conducted in Northeast India by Mungreiphy, Kapoor 

and Sinha, (2011).  In contrast, a Norwegian study reported  a negative significant correlation 

between age and BMI (Reas et al., 2007). The existed positive correlation of BMI and age in 

this study could be one of the reason why more women in older age group were obese than 

younger women. The results also showed that women aged 15-19 years were less likely to be 

overweight than those in 25 to 29 age groups. This is similar to study findings done by He et 

al., (2016) found low prevalence of overweight in younger than older women age group. In 

another study, overweight was seen in all age groups though was much higher in women aged 

35 to 49 years (Biswas et al., 2017).  Therefore, this study  suggest that the low prevalence of 

overweight among young women could be due to the reason that adolescent women who 

were living together with their parents had no or little power over the availability and 

distribution of food among household members and sometimes they are even being sidelined 

leading to poor nutrition status. 

Level of education attainment was found to be inversely correlated with BMI. Women 

who had no formal education were more likely to be overweight than women with formal 

education. This is in line with the results of  a study by Hermann et al., (2011). A study 

conducted by (Reas et al., 2007) found that women with higher education had a lower BMI 

compared to their counterparts. The low BMI among women with higher levels of education 

could be attributed to the better knowledge of the consequences of having excessive weight 



JOURNAL OF INTERNATIONAL ACADEMIC RESEARCH FOR MULTIDISCIPLINARY 
Impact Factor 4.483, ISSN: 2320-5083, Volume 6, Issue 7, August 2018 

 

80 
www.jiarm.com 

and the importance of consuming healthy diets (particularly consumption of fruits and 

vegetables) which they have gained or accessed through school lessons, radio and print 

media. Therefore this study suggest that promotion of girl child participation in secondary 

education or up to tertiary education level and nutrition education can be some of the 

interventions that if implemented can contribute to the reduction of the emerging high 

prevalence rates of overweight or obesity among WRA. 

As expected, this study had found a positive significant correlation between BMI and 

household wealth index. The women that were classified under higher wealth index category 

were more likely to be overweight than women in the lower index category. These results are 

comparable to a prior study done by (Morgenstern and Sargent, 2009) and are inconsistent 

with the findings of  Reas et al., ( 2007). The findings of a research done by (Asiseh and Yao, 

2016) revealed an inverted U-shaped association between BMI and household income and 

indicated that extra income in a family is likely to result in higher BMI and higher likelihood 

of being overweight or obese for the poor than for the rich. In this study there was a positive 

correlation between wealth index and nutrition status because most of the times women who 

belong to medium or high wealth index have the ability to easily access to health services and 

meet their essential basic needs in so doing the women health and nutrition status also 

improves.  

The bivariate Pearson results showed a weak negative highly significant correlations 

between assets ownership and nutrition status. Owning of assets has an effect on nutrition 

status of a woman as it strengthens women income-generating capacity (Rodgers and 

Kassens, 2018). Therefore, in this study, it is possible that the existed negative correlation 

between nutrition status and assets ownership was a result of spending of the hardly earned 

money on buying assets such as livestock, bicycles, phones, television and agricultural 

implements than on nutritious food. It is well documented that when household real income 

increases much of it is spent on buying assets than food hence not easy for women owns 

assets to gain excess weight.   

The study results have showed that high proportion of women had moderate level of 

nutrition knowledge which was highly significantly correlated with nutrition status. Women 

with poor nutrition knowledge were more likely to be overweight than their counterparts. 

This is similar to the results of previous study conducted in  Brazil which showed a 

significant association between nutrition knowledge and BMI (Valmórbida et al., 2017) and 

contrary to a studies done by  O’Brien and Davies, (2007) and Zhou et al.., (2017).  A study 
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done by Ilich, Vollono and Brownbill, (1999)emphasized the importance of nutrition 

knowledge as it helps individuals to make better food choices and consume adequate 

nutritious diets (Nani, 2016). However, according to O’Brien and Davies, (2007) nutrition 

knowledge  is not be the most important factor stopping individual from gaining excess 

weight or adopting a healthier diet. Therefore, this study suggest that apart from nutrition 

education which is given to women, there is also need for government to deploy different 

interventions that will facilitate to change individual dietary practices. 

In the present study, there was a weak positive significant association between 

Individual Dietary Diversity Score (IDDs) and nutrition status of the respondents. Women 

with low IDDS were more likely to be overweight than their counterparts. These results 

observation are in-line with previous studies conducted by Gutiérrez-Pliego et al., (2016) 

where results showed a direct association between inadequate diet and obesity. Kaur et all, 

(2009) study showed a positive relationship between eating pattern and BMI. On contrary, 

previous studies done by Hausman et al., (2011) found that underweight was not associated 

with dietary intake of an individual. Furthermore, Al-Muammar, El-Shafie and Feroze, 

(2014) study found no significant differences between BMI category and dietary habits. The 

likelihood of women with low IDD being overweight could be attributed to high 

consumption of unhealthy diets which are mainly composed of energy dense foods. As 

earlier discussed, almost the whole study population relied much on production as 

their main source of food and lived below poverty line (1.90$/day) hence majority 

consumed foods that were locally available and very few individuals purchased 

additional food. 

The results of this study have shown a highly significant correlation between nutrition 

knowledge level and BMI category of the respondents. This is similar to study done by 

Valmórbida, Goulart, Busnello, Pellanda, et al., (2017).  Possibly the significant association 

between level of nutrition knowledge and overweight has occurred because women of the 

study area did not know how to effectively apply the learned nutrition information when 

choosing diets to consume. This justify the importance of employing nutrition education 

approach to improve nutrition status of WRA. 

 

4.14 Conclusion 

There is high prevalence of overweight than underweight among WRA. This is an 

evidence that there is a growing alarming rate of overweight or obesity in Malawi. Wealth 

index category, assets ownership, morbidity status, IDDs and nutrition knowledge are 
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identified significant risk factors associated with nutrition status of the reproductive age 

women of Dedza.  

 

4.15 Recommendation 

The government through the ministry of health should develop programmes and 

services such as nutrition education, dietary diversified diets and non-communicable diseases 

awareness campaigns in order to control the alarming rates of overweight and assist women 

to learn and understand the burdens of being overweight or obese, and adopt healthy lifestyle 

behavior that can prevent excessive weight gain. 
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