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Optimal nutritional status is achieved when there is access to 
affordable, diverse and nutritious food, appropriate care practices, 
and good hygiene.[1] Poor dietary intake leads to malnutrition, a 
health problem that severely affects vulnerable groups such as infants 
and children. Globally, nearly half of all deaths in children under-5 
are attributable to malnutrition.[2] Africa is the second-most-affected 
country after Asia, and malnutrition statistics in sub-Saharan 
Africa showed a pooled prevalence of 39% stunting, 27% wasting 
and 25% overweight.[3] Factors contributing to malnutrition in 
Zimbabwe include insufficient dietary knowledge among mothers 
and ECD caregivers; incoherent nutrition interventions; and limited 
execution of appropriate hygiene and sanitation practices.[4] The high 
micronutrient needs of young children necessitate dietary diversity 
and high nutrient density of meals to meet individual requirements,[5] 

yet dietary diversity assessment shows that Zimbabwean households 
consume an average of five out of 12 foods groups, with a highest 
average of seven; and the most common consumed foods are cereals, 
while meat, dairy, pulses and eggs are the least consumed.[6]

Zimbabwe has experienced an increase in the number of privately 
owned early childhood development centres (ECDCs) over the past 
several years.[7] These are often home-based businesses operated by 
individuals who convert part of their home to learning facilities, 
and are preferred by parents for their close proximity and more 
affordable fees.[7] Some facilities are unsuitable for ECDCs[8] and 
fail to meet operational licensing requirements owing to poor 
infrastructure or insufficient funds to obtain a licence, forcing them 
to operate unlicensed.[7]

In addition to structural and operational requirements, ECD 
regulations (Statutory Instrument (SI) 106 of 2005) instruct ECDCs 
to provide one meal and a snack to children in full-day care.[9] Details 

about the quality and quantity of the food provided are, however, 
lacking. Additionally, the country does not have national Food-
Based Dietary Guidelines (FBDGs) to guide meals provided for the 
children. As the country battles malnutrition and more children are 
cared for in ECDCs, it is important to examine nutrition and hygiene 
practices in these centres. Of equal importance is identifying barriers 
to optimal nutrition in ECDCs through understanding the nutrition-
related challenges faced by ECD caregivers, and perceptions of their 
role in providing adequate nutrition for children.

There is a paucity of data on the nutritional issues and challenges 
faced by caregivers in ECDCs in Zimbabwe, as only one study 
was identified that focused on nutrition in privately owned 
ECDCs.[8] Similarly, food and nutrition requirements in early 
childhood are largely overlooked, and in practice they are only 
considered in cases where the child has cultural or medical reasons 
for variations in diet.[10] Results from the present study can inform 
evidence-based planning for nutrition interventions such as the 
design of comprehensive nutrition guidelines for ECDCs and as 
baseline information to inform further research in ECD nutrition 
interventions.

The objectives of this study were to observe food-handling 
practices; determine the Dietary Diversity Score (DDS) of food 
served in ECDCs; investigate perceptions of caregivers regarding 
their role of food provision within ECDCs; and to identify barriers 
encountered in providing food to children.

Ethics approval was obtained from the Health Research Ethics 
Committee of the University and the Medical Research Council of 
Zimbabwe (ref. no. MRCZ/B71512). The Ministry of Primary and 
Secondary Education (MoPSE) gave authorisation to conduct the 
research in ECDCs.

Background. Poor nutrition practices result in malnutrition, a public health concern that affects a third of children globally. In Zimbabwe, 
~27.6% of children under-5 years old are stunted. Some of these children spend long hours in early childhood development centres (ECDCs). 
Children can receive half to two-thirds of their daily food intake while in care, making ECDCs an ideal entry point to influence child nutrition 
positively. There are no specific nutrition guidelines for ECDCs in Zimbabwe.
Objective. The study aimed to investigate food provision at ECDCs of the Northern-Central District of Harare.
Methods. A descriptive, cross-sectional study with an analytical component was conducted in 15 ECDCs. Fifteen ECD managers 
(ECDMs) and 14 food handlers (FHs) were included in the study. An observational checklist allowed recording of food preparation and 
hygiene practices. The Dietary Diversity Score (DDS) of the menu was calculated using the Food and Agriculture Organisation (FAO) 
9-group DDS sheet.
Results. Inadequate food storage facilities and food handling practices were observed. Staff had minimal nutrition-related training. Staff 
displayed a positive attitude towards their role in providing healthy meals. Barriers to serving healthy meals were inadequate funds, 
children’s food preferences, unrealistic parental expectations, and external factors. The mean DDS score for menus was 2.8. Meals consisted 
mainly of starchy items, legumes and meat, and lacked fruit and dairy items.
Conclusion. National guidelines can improve children’s dietary intake while in day care. In alignment with Sustainable Development Goals 
2 and 3, food provision at ECDCs should be a priority.
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Methods
The descriptive, cross-sectional study was conducted at full-day care 
ECDCs preparing and serving food to a minimum of six children. 
Census sampling was done in all licensed and unlicensed ECDCs 
(N=52) listed in the Northern-Central District. Fifteen ECDCs 
consented to take part in the study. The ECD manager (ECDM) and 
one food handler (FH) per centre were conveniently sampled.

Data were gathered by the researcher during a 1-day visit of 5 to 
7 hours in each ECDC. Quantitative data were obtained through 
two interviewer-administered questionnaires: one for ECDMs and 
the other for FHs. As Zimbabwe lacks detailed nutrition guidelines 
and FBDGs, no relevant official document in Zimbabwe known to 
the researcher was identified for assessment of nutrition and food 
handling practices in ECDCs; therefore questionnaires were based 
on the South African Operational Manual for the Provision of 
Food in Care Facilities for Young Children[8] that include various 
aspects specific to FHs in ECDCs and which aligned with the 
study objectives, as well as other literature for questions relating 
to barriers to nutrition provision and perceptions of ECDC 
caregivers.[11-13] Both questionnaires consisted of open- and closed-
ended questions and collected data relating to demographics, 
training and perceptions towards serving healthy meals. Questions 
on a safe working environment and fire safety were excluded as these 
were beyond the scope of the research. Additionally, the ECDM 
questionnaire included open-ended and multiple-choice questions 
investigating barriers experienced in providing healthy meals within 
the ECDC. The FH questionnaire included an observational section 
that captured information about practices of FHs relating to the 
storage and handling of food as well as preparing meals and serving 
of meals.

The menu of the ECD was obtained on the day of the visit. The 
nine-group dietary diversity score (DDS) sheet compiled by the Food 
and Agriculture Organisation (FAO)[14] was used to determine the 
DDS of the menu, by calculating the total food groups represented 
on the menu. In addition, the actual menu prepared on the day of 
the visit was recorded by the researcher. Only food that amounted to 
a portion size of one tablespoon or more was recorded on the DDS 
sheet.[15] The nine-group DDS was used as it puts more emphasis on 
micronutrient content of food eaten.

A pilot study was conducted at one ECDC to evaluate the 
process of data collection and assess the face validity of the 
open-ended questions. Feedback obtained during the pilot study 
was incorporated in the final data-collection process and tools. 
Minor changes were made to improve understanding of two vague 
questions relating to nutrition perceptions. Data collection was 
conducted by one researcher.

Content validity was not conducted as the questionnaires were 
designed from a standard tool used in SA ECDCs, and all questions 
were relevant to Zimbabwean practices. The DDS is a validated tool 
widely used in research studies to measure nutritional adequacy.[1]

Data analysis
STATISTICA Version 13.1 (Dell Inc., 2017) was used for data 
analyses. Contingency tables and likelihood ratio chi-square tests 
were used to analyse the relationship between nominal variables. 
A p-value <0.05 represented statistically significant differences.

Participants’ responses to open-ended questions were thematically 
analysed by the researcher. Comments and responses were read 
several times and coded to determine main themes that were used 
for interpretation of data.

The DDS for each ECDC was calculated and interpreted using 
DDS=4 as the cut-off value and best indicator for micronutrient 

adequacy. A DDS <3 indicated low dietary diversity, indicating 
likelihood of stunting.[15]

Results
Demographic information
The study population comprised 15 ECDMs and 14 FHs who were 
selected from 15 ECDCs. In one centre, the ECDM fulfilled a dual 
role as ECM and FH, resulting in 29 participants (15 ECDMs, 
14 FHs).

Table  1 provides a summary of the demographics of the study 
participants. The ECDM questionnaire investigated ECDMs’ 
awareness of SI 106 of 2005, which instructs ECDCs to provide food 
for children in full-day care and provides structural and hygiene 
requirements for ECDCs. Results showed that 53.33% (n=8) of the 
ECDMs (3 licensed ECDCs, 20%; 5 unlicensed ECDCs, 33.3%) were 
aware of these regulations. Furthermore, less than half (n=6, 40%) of 
ECDMs reported having policies in place to guide food and nutrition 
issues within their centres, although these could not be verified as no 
written documents were presented during the one-day visit. Many 
ECDMs described their menu instead of the ECD policy when asked 
about the latter.

Food-handling practices
One ECDC withheld permission to observe food preparation and 
cleaning in the kitchen facility; therefore, only some observations of 
practices were recorded at 14 centres. Table 2 provides a summary of 
the food-handling practices of FHs. Kitchen facilities were generally 
clean and pests were observed in only two ECDCs (14.3%). Most 
FHs (n=12, 80%) practised handwashing with soap prior to handling 
food, and food was served immediately after being dished up. 
No statistically significant difference was observed between food-
handling practices in licensed and unlicensed centres (p<0.05).

A third (n=5, 35.7%) of FHs were observed to wash and rinse 
utensils between handling of different food items, and 21.4% (n=3) 
between raw and cooked food. Washing and rinsing was done using 
water at room temperature, and none of the FHs sanitised their 
utensils. The majority of FHs used dishcloths, and less than half of 
the FHs (n=6, 42.9%) practised air drying of utensils. Compliance 
with regard to wearing of suitable clothing such as aprons, hair 
restraints and closed shoes was uncommon among FHs. Many FHs 
had aprons, but infrequent use of hair restraints and closed shoes 
was observed. Few ECDCs had functional cold storage facilities and 
relied on daily purchasing of perishables.

Menu plans and DDS
Almost all ECDCs (n=14, 93.3%) displayed their menus. Low 
compliance with planned menus was observed, and 73.3% (n=11) of 
the ECDCs partially adhered to their menus; accordingly, their meals 
were either omitted or substituted with a food on the menu.

DDS was calculated for the written (displayed menus) and the 
actual menu served. The average DDS for actual meals served was 
2.8, ranging between DDS 2 to DDS 5 (SD 0.86). The DDS was 
significantly lower (p=0.045) in unlicensed (DDS=2.4) than licensed 
ECD centres (DDS=3.3). The most served foods were starchy foods 
(n=15, 100%), followed by meat and meat products (n=8, 53.3%) and 
legumes and nuts (n=6, 40%), respectively.

More than half (n=8, 53.3%) of the ECDCs failed to achieve the 
minimum DDS of four, based on their written menus. Organ meat 
and eggs were not included in planned menus; however, eggs were 
substituted for meat in one ECDC on the day it was visited. Dairy 
and fruits were lacking in planned ECD menus and consequently in 
children’s meals. The serving of vegetables was observed in only nine 
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Table 1. Demographic information of ECDMs and FHs (N=29)

Characteristics
Participants
N=29

ECDM (n=15)
n (%)

FH (n=14)
n (%)

Gender
Male 1 (3.4) 1 (6.7) 0
Female 28 (96.6) 14 (93.3) 14 (100)

Age
<25 years 2 (6.9) 0 2 (14.3)
26 - 50 years 19 (65.5) 8 (53.3) 11 (78.6)
>51 years 8 (27.6) 7 (46.7) 1 (7.1)

Education
Primary school 3 (10.3) 0 3 (21.4)
Zimbabwe Junior Certificate (ZJC) 2 (6.9) 1 (6.7) 1 (7.1)
Ordinary Level 7 (24.1) 0 7 (50)
Certificate 3 (10.3) 2 (13.3) 1 (7.1)
Diploma 9 (31) 7 (46.7) 2 (14.3)
Degree 5 (17.2) 5 (33.3) 0

Training
Additional training 21 (72.4) 14 (93) 7 (50)
Nutrition training 11 (37.9) 8 (53) 3 (21.4)
Food-handling training 17 (58.6) 10 (66.6) 7 (50)

ECDM = early childhood development manager; FH = food handler.

Table 2. Food-handling practices among FHs in ECDCs (N=15)
Food-handling practice Licensed ECDCs, n (%) Unlicensed ECDCs, n (%) p-value
1. Hygiene during food preparation and serving n=5 n=9

FH washes and sanitises equipment and utensils between 
different food items

3 (60) 2 (22.2) 0.158

FH washes and sanitises equipment and utensils between 
raw and cooked food

2 (40) 1 (11) 0.462

FH uses a different portioning spoon for each type 
of food

4 (80) 6 (66.7) 0.59

FH does not leave food uncovered 5 (100) 8 (88.9) 0.336
2. Cleaning and sanitising n=5 n=9

Pre-soaking and scraping 5 (100) 9 (100) 0.186
Washing 5 (100) 9 (100)
Rinsing 5 (100) 9 (100)
Sanitising 0 0
Air drying 1 (20) 5 (55.6)

3. Personal hygiene n=6 n=9
FH washes hands with soap and water before food 
preparation

5 (100) 7 (77.8) 0.163

FH wears a uniform or a clean and washable apron at 
all times

3 (50) 4 (44.4) 0.833

FH’s shoes are clean and cover the whole foot 4 (66.7) 6 (66.7) 1
FH does not wear a watch, copper band or medical band 
around the wrist

4 (66.7) 8 (88.9) 0.295

FH does not wear artificial fingernails, fingernail polish 
or false eye lashes

6 (100) 7 (77.8) 0.134

FH does not wear jewellery except a plain wedding band 6 (100) 8 (88.9) 0.301
FH’s nails are trimmed, filed and maintained so that the 
edges are cleanable and not rough

6 (100) 8 (88.9) 0.301

FH does not wear heavy make-up 6 (100) 9 (100) N/A
FH wears suitable and effective hair restraints while in 
the kitchen and all hair is covered 

2 (33.3) 3 (33.3) 1

FH = food handler; ECDC = early childhood development centre.
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ECDCs and, if served, the portion did not meet the required serving 
of at least a tablespoon to be accounted for in the DDS. Fig. 1 depicts 
the average DDS of 4 for written menus in the ECDCs.

Perceptions on food provision in ECDCs
ECDC caregivers expressed positive perceptions of the importance 
of their role in ensuring nutritionally adequate food in ECDCs and 
the mutually important role of parents in ensuring children receive 
adequate food. The majority of participants (n=23, 79.3%) also 
agreed, and strongly agreed with their need for further nutrition 
training. While many participants either agreed or strongly agreed 
that educating children in food and nutrition was important (n=26, 
90%), many ECDC caregivers disagreed with the need to involve 
children in meal planning for the centres (n=14, 48%). Table  3 
provides a summary of the responses related to perceptions.

ECDMs were asked to narrate some of the challenges they faced in 
providing healthy food for children in ECDCs. Responses to open-
ended questions revealed four main themes: finances, children’s 
acceptance of food, parents’ expectations, and external factors. 
Limited finances resulting from the hyperinflationary economic 
environment and erratic fees payment by parents affected food 

procurement in most ECDCs. Many ECDMs raised concerns of 
introducing varied foods for fear of resentment of unfamiliar tastes 
as well as potential incompatible religious beliefs which limit food 
acceptance. Of equal importance was ECDMs’ need to ensure they 
displayed and served more familiar and flamboyant menus which 
appeal to parents seeking to enrol their children in the ECDC. 
Lastly, external factors such as cost and availability of healthier food, 
availability of electricity and fuel for cooking, and foodborne disease 
outbreaks, affected food procurement in ECDCs. Table 4 provides a 
summary of the themes and quotations as illustrations.

ECDMs were provided with a list of potential barriers and asked 
to list them in order of importance. The most important barrier 
was child food acceptance (n=10, 66.7%), followed by the cost of 
ingredients (n=9, 60%). These are presented in Fig. 2.

Discussion
The purpose of the study was to investigate dietary diversity of 
food provided in ECDCs and the challenges in providing food 
for children. Nearly a third of children in Harare are stunted[16] 
and some spend long hours in ECDCs where they are fed at 
least two-thirds of their daily food intake.[17] The ECD policy of 
Zimbabwe (SI 106 of 2005) provides regulations for establishing and 
managing ECDCs.[9] Although it covers infrastructure and teacher 
requirements in detail, the nutrition component is vague, stipulating 
only the provision of one meal and a snack for children, without an 
integral strategy outlining its implementation.[18] Key steps towards 
reducing malnutrition in Zimbabwe could include providing specific 
food and nutrition mandates, and guidelines stemming from the 
recommendation to provide food in ECDCs.[19]

Multiple interlinked factors contribute to malnutrition in 
Zimbabwe. One underlying cause is insufficient knowledge of ECD 
caregivers and ill-practices regarding children’s diets.[4] Nutrition 
education among ECDC caregivers in the present study was 
lacking, while the sources of education varied from professional 
qualifications to brief workshops and past experiences. According 
to the ECDC regulations, there is no clear requirement on staff 
qualifications, yet the teacher training course offered by colleges 
is standard for recruiting teachers and includes food and nutrition 
courses. However, because this is not for FHs, and targets teachers 
or ECDMs, there is a need for training specific to FHs; their role 
requires knowledge of appropriate cooking methods and food 
hygiene, but they reported less nutrition-specific and food-hygiene 
training compared with ECDMs. Poor nutrition knowledge was also 
exhibited by the majority of ECDMs who described their menus 
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Fig. 1. Average DDS of written menus compared with average DDS in the ECD 
centres. (DDS = dietary diversity score; ECD = early child development).

Table 3. Perceptions of ECDMs and FHs about their role in providing nutrition in ECDCs (N=29)

Perception
Strongly disagree,
n (%)

Disagree,
n (%)

Agree,
n (%)

Strongly agree,
n (%)

I am satisfied with the type of food served at my ECDC. 0 1 (3.4) 11 (37.9) 17 (58.6)
Child eating habits can be improved by teaching children about 
nutrition at the ECDC.

0 3 (10.3) 8 (27.6) 18 (62)

Involving parents in food and nutrition issues within the ECDC is 
beneficial in improving children’s diets.

0 7 (24.1) 5 (17.2) 17 (58.6)

Involving children in food planning is beneficial in improving 
children’s diets.

0 14 (48.3) 1 (3.4) 14 (48.3)

Child education is more important than food at the ECDC. 2 (6.9) 20 (69) 1 (3.4) 6 (20.7)
I would like further training on food and nutrition. 0 6 (20.7) 4 (13.8) 19 (65.5)
To ensure healthy growth, it is more important to consider what 
children eat at home than what they eat at the ECDC.

1 (3.4) 23 (79.3) 0 5 (17.2)

ECDM = early childhood development centre manager; FH = food handler; ECDC = early childhood development centre.
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instead of nutrition policies. This aspect 
raises concerns of potential disregard of 
other factors affecting food provision, such as 
nutritional adequacy; the eating environment 
and role of ECDC caregivers; special dietary 
considerations; and regulation of food 
brought from home.[19,20] Nutrition is a vital 
component of early childhood development 
that equally requires an overarching policy 
and consideration to support full cognitive 
and social development.[21] Therefore, 
the government, through the Ministry of 
Primary and Secondary Education (MoPSE), 
should stipulate minimum qualifications for 
ECDC caregivers and facilitate pre-service 
and in-service tailor-made training targeting 
ECDMs and FHs to improve nutrition care 
in ECD centres. Revision of the current 
ECD teacher training curricula to include 
greater emphasis on nutrition, hygiene and 
sanitation may help to cultivate a nutrition-
sensitive environment for children in 
ECDCs.[8]

Low DDS observed in menu plans and 
actual meals alike, also reflects poor nutrition 

knowledge among ECDC caregivers. 
Observation of meals was limited to a single 
day of the present study; however, using 
the actual food served proved to be more 
accurate for calculating the actual DDS than 
using the displayed menus, and resulted in 
low average DDSs of 3.3 and 2.4 for licensed 
and unlicensed centres, respectively. DDS 
was affected by insufficient portion sizes of 
less than one tablespoon and inconsistency 
between menu plans and actual food served 
as a result of substitution or omission of 
dishes. These results are consistent with 
similar studies that have conducted 
observations ranging from a single day to 
several months, which found that matching 
foods and beverages to written menus varied 
from only 50% - 87%,[22,23] or even less in the 
ECD centres. Failure to adhere to displayed 
menus usually resulted in lower dietary 
diversity, as FHs who already reported low 
nutrition education were less likely to use 
nutritionally adequate alternative dishes, 
while omitted foods were mostly vegetables 
and fruits. Furthermore, this inconsistency 

in planned and prepared food potentially 
deceives parents trying to complement 
household meals with ECDC meals, based 
on the displayed menus. Guidelines for 
affordable and nutritionally appropriate 
substitution of ingredients as well as 
standard menus, recipes and portion sizes 
are essential to support FHs.

Research studies in ECDCs have reported 
children’s dietary intake to consist of 
more starchy foods and fewer fruits and 
vegetables, thus negatively affecting dietary 
variety. Furthermore, a nutrition survey in 
Zimbabwe reported that household diets 
consist of more starch and vegetables, and 
inadequate weekly consumption of other 
foods such as dairy, meat and fruits.[6] 
Therefore, it is also unlikely that a DDS 
below 4 at the ECDCs will improve with 
added home meals, as many households 
lack the food groups, namely dairy, and a 
variety of vegetables and fruits that comprise 
important sources of micronutrients.[6]

A healthy environment and good hygiene 
are also important in child development. In 
this study, food-handling practices observed 
by the lack of cold storage facilities and 
inconsistency in wearing protective gear 
by FHs indicated potential for foodborne 
disease. Similarly, failure by FHs to sanitise 
utensils potentially could cause cross-
contamination and spread of disease. 
Therefore, providing and enforcing food 
safety recommendations in kitchen facilities 
is crucial.[17,20]

ECDMs and FHs expressed satisfaction 
with the food served within their centres; 
however, four main barriers that hinder 
adequate food provision were identified 
by ECDMs. Finances and child acceptance 
of food ranked high on the list, and this 
was consistent with other studies.[24-26] 
Financial challenges resulted in food and 
nutrition receiving lower priority among 
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Fig. 2. Barriers to adequate nutrition provision in ECD centres as identified by ECDMs (N=15) (ECD = early 
chidlhood development; ECDM = early childhood development managers).

Table 4. Summary of themes related to barriers to food provision in ECDCs
Theme Quotation
Finances ‘.. prices [of groceries] change and they [parents] don’t pay fees on time so we just make do with what we have 

because if we increase fees they’ll move to another crèche.’
Children’s acceptance of 
menu items

‘.. we have since stopped giving the macaroni because they don’t like it; maybe it’s not common in their homes so 
they are not used to it.’
‘We used to allow them [children] to bring bread but now because the next child is not allowed to eat bread because 
of their religion, the children would share and later you find parents coming to complain that you are feeding my 
child bread. Now we bake our own scones and give them for tea.’

Parents’ expectations ‘If a parent comes and does not see meat on the menu and sees matemba [kapenta] or mahewu [malt maize drink], 
she won’t bring her child ... they think all the money we make should be for food alone but we have other bills like 
licences, salaries and other expenses that they disregard.’

External factors ‘.. we know it’s [sorghum porridge] healthy and want to give [it to] them but the food [milled sorghum and honey] 
is more expensive in local supermarkets. I just strive to buy it because I myself don’t eat the white maize because we 
were taught that it’s unhealthy.’

ECDC = early childhood development centre.
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the numerous competing needs in ECDCs, yet being a key factor 
in child development. Some studies have found that establishing 
vegatable gardens is beneficial in reducing food expenses in ECDCs. 
Additionally, vegetable gardens have helped increase the intake of 
fruits and vegetables that children would otherwise scorn, as they 
form a vital component of food and nutrition education.[20] Child 
acceptance of food was another challenge that prohibited ECDMs 
from introducing alternative food that could prove to be more 
affordable yet nutritious. Food and nutrition education for FHs in 
methods to improve acceptance of nutritious food by children, such 
as social influence affecting food intake, attractive presentation, 
and repeated exposure to less popular albeit healthy options, may 
yield positive results. The ECD curricula include nutrition topics; 
however, engagement of ECDC caregivers during mealtimes and 
including children in more practical nutrition activities could 
improve their food intake. The provision of government subsidies 
and social grants for ECDC children from low-income households 
has been shown to improve dietary diversity.[25,26]

Study limitations
Owing to the small sample size, the results of the study cannot be 
generalised to other populations and should be interpreted with 
caution. Observations were only made on one specific day and 
might not be a true reflection of meals served. Portion sizes, food 
wastage, nutrient adequacy and children’s food preferences were not 
investigated in this study. Future research studies can investigate 
nutritional adequacy of the diet by doing nutritional analysis and 
costing of menus. Lastly, engaging parents or policymakers such as 
the MoPSE is also recommended to gain better understanding of 
policies and practices.

Conclusion
Results of the study reflect the need for government to enact a 
policy that enforces mandatory and comprehensive ECDC caregiver 
training in food hygiene and food preparation. Through inter-
ministerial and multi-stakeholder co-ordination and collaboration, 
Zimbabwean context-specific national ECDC policy supported by 
clear institutional mandates and responsibilities in ECDC meals 
has the potential to promote favourable nutrition outcomes by 
ensuring that children’s nutritional requirements are met. These 
should provide guidelines on foods to be provided; permissible 
and/or impermissible food or drink; procurement methods; and 
also elaborating on average energy and nutrient requirements per 
child. Promoting local food and onsite vegetable gardens as well 
as providing alternative menus to suit different ECDC incomes is 
important in ensuring sustainability of ECDC nutrition. The MoPSE 
should promote impartial dissemination of policy and guidelines 
to all ECDCs irrespective of registration status, as this would 
promote equality of healthy nutrition and hygiene practices across 
all children in ECDCs. Additionally, the MoPSE ECDC registration 
requirements should be revised to accommodate ECDCs in low-
income neighbourhoods which have limited resources such as space 
and income, by adopting requirements that encourage optimal care 
for children and are feasible in such environments. Having more 
registered ECDCs will allow equitable rollout of interventions to 
support children from low-income households by government 
or non-government subsidies in Zimbabwe. Subsidies have been 
identified to improve nutrition provision in ECDCs and encourage 
ECDC registration.

Further research including children’s diets outside ECDC centres 
will provide a better understanding of their overall diet and help to 
identify areas needing improvement to lower malnutrition rates in 

Zimbabwe. Including MoPSE staff and parents will also add depth to 
the challenges and opportunities to improve child nutrition at policy 
and household levels.

Having a policy and guidelines alone is insufficient; therefore, 
providing mandatory and comprehensive ECDC caregiver training 
is necessary to ensure meaningful contributions towards reducing 
malnutrition in Zimbabwe.
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