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1.A

NUTRITIONAL STATUS OF CHILDREN

Introduction

The prevalence of malnutrition in South Africa has been well documented,
in recent years. Surveys carried out by the Department of Health and
Welfare in 1980 and various regional studies show that approximately

2,9 million children under the age of 15 show signs of malnutrition.

Protein-Energy Malnutrition

There are two conditions encountered in children; Kwashiokor, which is
protein dificiency and marasmus, which is calorie deficiency or starvation.
Kwashickor usually ensues during the second year of life, when the child

is off the breast, with its protective qualities, and is part of the family.
Meals are often small quantities of bulky, ill-coocked food, high in
carbohydrate and low in protein. These two are the severe forms of "
protein-energy malnutrition (PEM). Subclinical foxms are referred to as
'mild-moderate’ forms of PEM and are characterised by retardation of growth
and development.

Qurrent Situation in the Country
1. TRANSVAAL ,
(i). In a study of Transvaal Bantu and White pre-school children, it was

revealed that protein-energy malnutrition was still very common among Bantu
children. There was no severe PEM and less moderate PEM in urban children.

(ii) Below 1 year of age the different racial groups show a similar weight
distribution, but, above 1 year, non-white figures show a significant shift
towards malnutrition (i.e. 80% of expected weight for age).

(iii) Coloured and Bantu figures show a significant increase in incidence
of malnutrition with age.

In the above study the similarity of weight distribution in all race groups
below 1 year of age can be attributed to bréast‘feediné, being practised
by all groups, whereas above 1 year the diet is affected by the financial
and educational status of each group.
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1 (B} In a study of Coloured children in the Western Township in Johannesburg

it was found that more children had abnormally low weights for their ages.
This finding was also associated with a parallel increase in prevalence
of abnormally low triceps skinfold thickness, which is indicative of a
dietary deficit, not simply a lack of protein.

Most of the parents were employed either as skilled or semi-skilled
workers. Less than three percent were professionals. The researchers
found increased morbidity and mortality among the undernourished children.
The study indicates an unacceptable prevalence of PEM in a cammunity of

a high child mortality rate, poor physical amenities and disturbed

family and commnity patterns of living. (G. MARGO et al 1976).

1 (C) MULDERSDRIFT In a survey done in this part of the Transvaal with
poor educational and medical facilities, the important factors influencing
nutrition were poor cash income and large family size.
(i) The incidence of PEM was 27,6%
(i1) The incidence of nutritional anaemia 13,3% and rising to
27,3% in the second year of life. The main cause of anaemia

was 1lron deficiency.
All families were found to be earning well below the household level.
1 (D) In another study of the incidence and spectrum of malnutrition

in paediatric hospital wards, Wagstaff and Geefhuysen found in a Johannes-

burg hospital for Blacks that of 1,567 inpatients,58% were sicnificantly

malnourished.  The highest incidence (80%) occurred between the ages of
seven months and two years of age, with a mortality rate double that of
better nourished children. Gastro-enteritis contributed greatly towards

morbidity and mortality.
2 NATAL
Various surveys have been carried out in rural as well as in urban areas

and indicate that malnutrition is very widespread.

2 A) URBAN AREAS. In a study at King Edward VIII hospital, serving
the whole of the Black population in Durban, the following findings
were made:



A (1) In 1960 about 35% of the children admitted were malnourished.
A (ii) In 1970 50% of the admitted children were malnourished.

A (iii) In 1977 the Medical Officer for Health in Durban stated
that there were more deaths due to malnutrition in that year
than in any other year since 1968.

King Edward Hospital figures for 1981 Paediatric In-Patients (Africans Only)

Total Admissions 7 392
Total PEM Admissions 2 739
Kwashiorkor 751
Marasmus 582
Under Weight 1 406
Total Deaths 1 047
Deaths Due to PEM 536

i.e. 19,5% of all malnourished children died
51,2% of all deaths were among malnourished children
37% of all children admitted were malnourished.

2 (B) Extrapolating from hospital data is not satisfactory as only the
most severely malnourished children get hospitalised, more so in the
rural areas where transport to hospital is often unavailéble and the
numbers of available hospital beds often small. - The very ill often
resort to the local herbalist as the bus stop may be kilometres away.
Nevertheless, hospital data recently compiled show that in a number of

small hospitals in semi-urban areas like Stanger and Eshowe in Natal,-
PEM accounts for 20% of all childrens' deaths.



Yearly Admissions of Patients with Severe PEM

Rural Hospitals Semi~Urban
NQUTU NKANDLA ESHOWE STANGER
1978 566 201 132 189
1979 496 ) 194 122 192
1980 422 154 129 211
1981 469 189 125 183
1982 466 202 131 223

Percentages of Beds Taken by PEM Alone

Stanger 18%
Eshowe 12%
Nkandla 12%
Nqutu 15%

These do not include other prevalent diseases like gastro-enteritis, measles,

parasitic and chest infections.

2 {€) In another study conducted in 1978 it was found that in Nqutu
the total prevalence of PEM was 16,4%. Moderate PEM was found in 60% of
the children. Nutritional anaemia was present in 6,7% of the 392 children.

In 92% of cases the anaemia was due to iron deficiency.

2 (D) MPUKUNYONI AND ESTKHAWINI

Mpukunyoni is a rural area and Esikawini is semi-urban. In a recent
study by S.M. Ndlovu of the University of Zululand, 40% of the under
fives at Mpukunyoni were found to be below the third percentile, as

against 24% of their Esikawini counterparts.

The findings indicated that nutritional status was better at Eskawini
where employment opportunities are better and incomes are higher. Most
of the men at Mpukunyoni arc migrant labourers in big cities and

have to divide their wages between themselves and their families in the

rural area.




3 CAPE PROVINCE

3 (A} R.J. Fincham's study of nutritional status of rural Black pre-
school children in the Dias Divisional Council area of the Eastern
Cape reveals that even in White-owned farms, where there is access to
food, undernutrition seems to be the norm. Height for age as a
measurement of long term nutritional status produced a great%fmﬂ ‘{mb%fo £
at-risk children. Overcrowding that was revealed in the survey, points
to one of the facets of an environment of poverty, where diseases like
tuberculosis, gastro-enteritis or at-risk of malnutrition also run the
risk of succumbing more easily to infections.

R.J. Fincham, 1982.

3 (B) The above author also carried out a survey of nutritional status

of pre-school children in the Amotala Basin. The latter is an isolated
"geographical entity" located within the northern section of the Middle-
drift magisterial district in the Eastern Cape. In a survey of 58

children between the ages of one and five years attending a créche,

the author found ﬁat only one child fell below the third percentile of-
weight for age on the Boston scale. However, about 25,9% of the children
fell below the third percentile for height for age. Indications from

the home environment are of food scarcity before entéring’ the créche, so that
their only ~term nutritional status did not match that of their present

nutritional status. (Fincham 1982).

3 (C) TSOLO DISTRICT (TRANSKEI)

In a survey conducted in 1977 by Westcott et al, they report that. in the
Tsolo district of the Transkei more than 36% of the children were below
the third percentile and 57% of those were between the ages of 18 and

32 months. Nearly 30% of the children before the aée of two years.

The most important factors associated with a weight below the third
percentile were an incame of less that R30 per month and the absence of
dietary understanding, not related to formal education. A diet providing
all the nutritional requirements, of the type consumed by Xhosa families '
costs about R47 per month for the average family in the sample, consisting
of six members. G. Westcott et al, 1977.



3 (D) WESTERN CAPE - THE CAPE FLATS

This is the result of the survey conducted by D.J. Power in Heideveld, a
largely working class Coloured area. It shows that 22% of the children
under the age of 7% years were below the NCHS fifth percentile for
weicht for age and 18% were below the fifth percentile for heiaht for
age. None of the children were suffering from acute malnutrition.

D.J. Power feels that while these underweight school children were

not at any risk it is possible that they have passed through the critical

pre-school period in an unsatisfactory nutritional state.

Any child whose growth performance is faltering should be investigated
medically, nutritionally and socially. Several studies show that
among children of low social status the proportion underweight for age
increases with age to reach a maximum at about twelve years of age. 1In
this study all the older children were still in Sub-A and were obviously
a specially selected group. It is still possible that children who
have been severely nutritionally deprived during infancy, made poor
progress at school and failed Sub-A several times. D.J. Power, 1982.

4 LEBOWA

In this study conducted at Jane Fumse Memorial hospital, it is emphasised
that in children under five years old the major problems are gastro-
enteritis, PEM and respiratory diseases. Inadequate local food production
and poor standards of basic hygiene are major contributory factors to
illness.

The distribution of paediatric admissions is as follows:

Gastro-enteritis 37,8%
Respiratory Diseases 26,7%
PEM 21,2¢%

These three together make up 85,5% of the total admissions. Mortality

of cases of severe PEM is higher in the rural areas.




Admissions Deaths 3
Kwashiorkor 208 22 10,6
Marasmic Kwashiorkor 73 10 13,7

Marasmus 137 22 14,6

Kwashiorkor accounts for 31,8% of all deaths.
Marasmus accounts for 36,8% of all deaths.

The author, Booth states that many of the problems will not be solved
until socio—econamic conditions are improved. Booth 1982.

¥

5  BOPHUTHATSWANA

This is the Gelukspan Community hospital annual report for 1981. In this report Bac
et.al state that there have been same encouraging improvements and

changes as a result of the policy to develop preventive and district

health services as a first priority. Extra attention was given to

immunisation, especially against measles, prevention and early treatment

of PEM, education of the community on safe water and oral rehydration

of children with gastro-enteritis.

Most encouraging is the report that PEM has lost its first position as
killer of under fives. In 1979 and 1980 PEM was the most important
single cause of .death for the under five year old children in hospital,
accounting for about 40% of the deaths. In 1981 the figure had dropped
to 20%.

In the newly opened malnutrition rehabilitation centre they admitted 443
children and there were only 12 deaths ( 8%) and very few children had
to be readmitted later on. Less that 1% of the total number of children
seen in the under fives' clinic needed admission and 90% of the children
with PEM are treated at home with monthly follow ups.

Indeed in the 1982 annual report they claim to have reduced child
mortality rate to about 8%. This they have achieved by implementing
several measures which will be discussed later.. At this stage it could
only be suggested that the Gelukspan Health Team has made a considerable
achievement helped by World Vision.



COMPARISON OF URBAN WITH RURAL AREAS:

It has long been realised that nutritional status in the rural areas is
much lower than in urban areas. Socio-economic standards are low
in both environments; however mean family incowme in the rural areas is
lower than in urban areas. In the Tsolo district Westcott et al found
that the average family income , in 1977, was R30 per

month. N. White compared nutritional status of children in Crossroads
with children in Nqutu in Zululand. He found that the average monthly
incame at Ngutu was R25 while at Crossroads it was R86,00. This reflects
better earning capacity of urban families as both husband*and wife can

work and there are more opportunities for self-employment.

Due to high population density in the rural areas, many families have no access

to land to supplement their income. As a result the incidence of mal-

nutrition is higher in the rural areas.

The results of mid-upper arm circumference measurements of 464 children
in Crossroads and 416 children in Ngutu and Nendweni, a tiny village
near Nqutu are shown in Table 1. The incidence of both mild and severe

malnutrition was significantly higher in Ngutu and Nondweni. (7,3%) than

in Crossroacs (1,9%).
Table 1 : Incidence of Malnutrition using the Shakir Strip in Crossroads
and Ngutu and Nodweni
Crossroads Nondweni/
Nautu

)
Number of Children 464 416
Mild to Moderate Malnutrition
i(Arm circ. 13,5 to 12,5 cms) 1,5% 6,1%
jSevere Malnutrition
((Arm Circ. 12,5 cms) 0,4% 1,21

. L

Total 1,9% 7,3%
icCHi® = 13,85

p = , 001

S.M. Ndlovu found that 26% of Mpukunyoni children had arm circumferences
below the third percentile while only 5% of Esikawini children were in




the same category.

Area Simple Base % 3r Centile
Mpukunyoni 90 26
Es ikhawini 155 5

CAUSES OF MALNUTRITICN

Nutritional status is an.important index of health because the under-
nourished easily, succumb to infection. Malnutrition and infections

have a Synesgisticrelationship, and indeed among Coloured peorle and Africans
infections and parasitic diseases make an important contribution to

overall mortality (23,5% and 19,5% respectively). Within the category

of infectious and parasitic diseases, diarrhoeal diseases and Ipulmonai'y
tuberculosis are the most important causes of mortality. 'fhese are the
commonest diseases in rural areas where the incidence of malnﬁtrition

is higher.

Breast-feeding : It iswidely reported that in areas where
reast-feeding is still practised, there is very. little malnutrition.
In KwaZulu two areas visited recently by the author, Tugela Ferry and

Mthandeni had a very low incidence of malnutrition (Ndaba 1983).

In addition to the much greater cleanliness of human milk, it has a
proteétive effect against infection, particularly internal infections.
Bottle-fed infants are particularly prone to diarrhoeal diseases, which
are almost unavoidable in the unhygienic conditions of households of

1low income. A vicious circle sets in : diarrhoeai disease, reduced
intake due to a sém—starvation diet, early malnutrition, reduced appetite,
reduced resistance, furtherdiarrhoeal disease and worsening of nutritional
status.

Apart from pressure from advertising, same mothers have to leave their
young children and go to seek paid work. This means the baby who would




10

normally be breast-fed has to be bottle-fed. Due to scarcity
of water, contaminated feeds cause a high incidence of gastro—

enteritis.
LANDLESSNESS

Many of the poor in rural areas have been pushed onto marginal,
often hilly land that is not suitable for intensive farming. Land
in same parts of the country has been subject to erosion. This
occurs partly because fertile land is monopolised by a few, forcing
the majority of the people to overuse vulnerable soils.

Traditionally, people used to concentrate on high yield, high energy

root crops like sweet potatoes, (Ipamoea batatas) and amadumbe,
(colocasia antiquorum), grains, mainly maize and legumes.  Now,
the few who own land are concentrating on cash crops. These root

crops are only grown by a small number of producers and scarcity has
pushed prices up. The landless poor are even more dependent on
shops, hence a sharp rise in undernutrition especially in rural
areas. It is of course accepted that root crops have a low
protein content and maize is deficient in the essential amino acid
tryptophan and the vitamin niacin. However, when supplies are
adequate, deficiencies are made up as foods camplement each other.
Adequate energy in the diet assures efficient utilisation of protein

for maintenance and growth.

People have been moved to rural areas that have no employment
prospects. There is a positive correlation between landlessness,
low wages, and unemployment, and malnutrition in children (Bac et.
al. 1982).

It is not unreasonable to assume that gross inequality in the
distribution of land remains the fundamental determinant of

nutritional status.
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MIGRANT LABOUR

‘There are large numbers of pecple, who, having no access to arable land

and no employment prospects in the hamelands, are forced to leave their
families and migrate to citiés to work. Depending on distance, their visits
hoame may vary fram weekly to yearly. The laws of the country are such
that families are left behind. Living in hostels, the men are offered
_meagre wages and sare food rations, which benefit them only to the
exclusion of their families.

Most of the men became very lomely living in hostels far from their families,
with the result that they spend most of the money on drink and send very
little money to their dependants back hame. One man working in Johannesburg -
was sending only R40 every second month to his wife and children in
Zululand. It is not difficult to guess what happened to the money on
other months. His wife, having four children, was increasingly finding
it very difficult to make ends meet when she left to find work. The
youngest child, aged two years, ended up in hospital with Kwashiorkor.

' ' ( Ndaba 1983)

The problem of mothers leaving their young children at hame and going to
work leads to more malnutrition. T. Thomas, Westoott et al have found

a higher incidence of malnutrition among children reared by sameone other
than the mother (40 %). i

Not infrequently the men form relationships with other women in urban
townships and forget about families in hamelands. = The author personally
knows of a wife who borrowed money frﬁn relétions to send her- eldest
daughter aged seventéen years to Johannesburg to look for her father.

She found him already having established another family and had no money
to give her, except to pay her fare back hame. The wife had to find work
to repay her loan. ) ) .

There are many dreédful stories of people who are starving in rural areas,
while their sons, husbands and fathers are working in Johann;esburg. Scxre
men, especially in Natal, work in sugar cane plantations and mills. I was
told by a reliable informant about one farmer who is so particular about
retaining a stable work force that he goes out .of .his way to keep his workers;




12

he enocourages them to form close relationships with local waren and
buys all the ingredients for brewing beer every week. He bought his
workers a gquitar and amplifier enabling them to have a beer party-cum-
discotheque on Saturday nights. Consequently even where the men are
on holiday they stay on the farm and do not go hame; those who do so
find that rural life is dull and boring, and tend to return to the
attractions of farm social life. Work loyalties are maintained.

Landlessness, lack of education, unemployment, migrant labour, low
wages and generally poor living conditions have all contributed greatly
towards a whole culture of poverty and social deprivation.

UNEMPLOYMENT

The unemployment rate has been quite high in this country for some
length of time although the situation has been clouded somewhat by

the existence of the so-called national states. Even in KwaZulu one
is struck by the degree of unemployment. It is sametimes wrongly
assumed that people in rural areas generally have access to subsistence
agriculture. With land distribution in South Africa, African people
cannot be expected to have adequate land. Even those who do grow
produce, often have to sell it to buy other commodities like salt,
sygar, fuel, and above all, to pay for their childrens' education.

Children of parents who have been unemployed for long periods are the
most vulnerable, because they simply cannot afford to buy food.

HIGH BIRTH RATE

The poor,who tend to have large families, appear to the authorities
to be a liability. One often hears them described by the non-poor as
a 'liability' or ' ... if only they didn't have so many children ...'
The problem of population is a sympton of, not the cause of, hunger and
malnutrition. People have large families, not out of ignorance of
their own interests. Nevertheless, increasing family size reflects

their powerlessness and poverty.
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Ninety percent of the poor live in the rural areas where, by the age
of ten years children tend animals, fetch water, gather fire wood,
walk to isolated shops and help in the garden.. As long as the social
order keeps isolated family units as the only basis of productive work
and security, there is little hope for change. A rich man invests
in stocks and sahres or even in education, while a poor man invests

in his offspring.

With nutrition, sanitation and health services so poor or even non-
existent, parents know all too well that children often die. Giving
additional births is the only way to increase chances of survival.

Pensions, especially for women' are often very hard to obtain; it is

not uncamon for a waman to apply for a pension at the age of 65 only to
be rejected because she is still young. Same have to wait for as long

as a year after applying. One old lady's pension came through a month

after she died. Even those who do get a pension get it every second

month.

Bven given the deprivation of the majority of rural families, the question
of large family size is also not an uncomplicated gain. For many mothers,
often undernourished, the burden of yet another pregnancy and child
outweighs any prospective gain fram an additional labourer or security

for the family. But many wamen are powerless to make reproductive

decisions, and consider contraception independently.

Lowering birth rates is not a matter of overcoming ignorance. . The poor
often know their own best interests. Birth rates cannot came down
until the poor have overcame their powerlessness, including women's
special powerlessness.

As long as living standards are low, malnutrition will be with us.

Pecple appear to be a liability only in a certain type of econamic-
system: one in which economic success is not measured by the well-being‘
of ALL people; one in which production is increasingly monopolised by
a few, and one in which technology is used to exclude peopie frcm the'
production process.

¢
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The lowering of the population growth rate in certain countries is
apparently not related to the growth rate of per capita income but to
a trend towards equal distribution of incame and services, such as
health-care, where birth rates are declining, such as in Sri Lanka,
Singapore and Cuba, where govermments have or once had same naticnal
policies favouring the low incame groups. (Lappe and Collins, 1977).

Other factors, besides incame distribution per se seem to correlate
with decline in birth rates. Alan Berg, World Bank nutritionalist,

has noted that Kerala, in India, has a declining birth rate: Kerila

is one of the poorer states of India but there are critical social and
political factors that may be contributing to their declining birth
rate. Kerala had the highest literacy rate (it is the only state where
the majority of the women are educated); the highest per capita
consunmption of nutritionally important foods; the lowest infant
mortality rates and a death rate lower than that of the USA and West
Germany . (Lappe and Collins, 1977).

FOOD TECHNOLOGY AND MAIZE MEAL

Maize camprises the bulk of the diet for at least 75 % of the total
population of Southern Africa, since the Rinderpest epidemic of 1896-97
which destroyed thousands of cattle in South Africa. Before then, the
African people ate a lot of amasi and meat. Maize was then introduced into
Southemn Africa. Its advantages are high yield and
grains that are well protected fram predators and adverse weather. For
this reason maize is extensively grown by the rural poor, in the whole of
Southern Africa.

Unfortunately, the protein of maize is of very poor quality, consisting

of a number of different proteins, the bulk of which is laid down in the
endosperm. There is the aloohol-soluble fraction called zein, which is
laxgely responsible for the poor nutritional quality of maize protein.
Apart fram the deficiency of the amino acid lysine, as is the case with all
other cereals, maize is also deficient in the essential amino acid
tryptophan. The position is also complicated by the fact that the amino
acid leucine is present in abnormally high concentrations and is thought

to interfere with the uptake and utilization of isoluecine and valine.
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'Maize meal has became a cultural food for the people of Southern Africa;

this is intertwined with their low socio-eoonamic status. Maize meal

is the cheapest food camodity that most people can afford.  Often

it makes up the bulk of all the three meals of the day. For this reason’
maize is associated with the prevalence of Kwashiorkor in'young children aﬁd
Pellagra in adults. The latter is caused by deficiency of the vitamin
niacin.

The most disturbing aspect of hunan maize consumption currently is the high
demand for as highly refined a product as possible. The highly refined meal
used to be sold as"bakers comes", but it is now being marketed as super
maize meal; in same areas as "Inyala" and in others as "Impala " or. "Iwisa".
The dry milling industry is all too willing to meet the consumer demand with
the resultant spin-off in saleable by-products. (G.V. Quicke 1982) This
high refinement has deleterious effects on the nutritional value of
the product. While the losses in sifted granulated meal are fairly high,

the losses of 14 % for protein and upward of 60% of the fat, minerals and
vitamins are a cause for great concern.

Maize meal porridge on its own is often given-as a weaning food, for most
people especially in the rural areas where fresh milk is unobtainable and
tinned milk expensive. The use of high-lysine (opaque 2) hyb_rid should

be encouraged. The latter has been shown to give high biological value

(BV) and net protein utilisation (NPU) values in N-balance studies.

As long as manufacturers are advertising the highly refined neal.clbn the ~
radio.and thus pramoting its sale the nutritional status of children will -
be at risk. The author is not suggesting that maize meal is solely to
blame but it is one of the major contributory factors.

The problem of malnutrition has been with us for a long time. CIf we
agree that poverty and bad living conditioné are the two greatest
ocontributing factors, then long term measures should be seriously
considered and implemented. '



16

SHORT TERM MEASURES

1. Creches and Day Care Centres

Here under fives could aobtain breakfast and lunch. Several areas have
good creches and more businesses would give help if approached.  Already
the Urban Foundation, Rotary Club, S.A. Breweries and others have helped.
One firm in Zululan:i donates fruit and vegetables once a week to a creche,
and another, food worth R100 per month.

2. Nutrition Rehabilitation Units

While these do not go anywhere near removing the problem, nevertheless,
mothers see the type of food being prepared and given to children. There
are valuable talks on hygiene and nutrition.

3. School Meals

These would benefit particularly children who have to walk long distances
to school. Even a cup of skim milk and a thin slice of bread or a cup of
soup and a slice of bread, or just a slice of brown bread would be
beneficial. Some of these children leave home very early and all they
customarily receive on returning home at 4 p.m. at the earliest, is

porridge.

4. Milk Tokens for those at Risk

Pregnant wamen, lactating mothers and all pre-school children.  Skim milk
powder could be distributed weekly or bi-weekly at strategic points.

5. Enrichment and Fortification of Maize Meal

The people of Southern Africa eat maize meal as their staple food. The
poor wean their babies on to maize meal pap. Besides, for some families

it is eaten as often as twice a day.




IONG TERM MEASURES

(a) Health Education
(i) Basic hygiene could be taught in schools as well as talks being
given at various’ strategic places like clinics, the chief's
- yard and churches. Eienentary bacteriology is essential.

(1i) Baby care. Teaching people the principles of oral hydration,
the importance of not withholding feeds from a baby with
dJ.arrhoea as thlS leads to marasmus.

(iii) It is scmetimes éustcmaxy for same people to give herbal enemas
to babies to induce diarrhoea. These praétices are dangerous
and the risks should be explained.

" (iv)  Health workers should be made aware, taught to be sensitive and’
to approach tasks in a co-operative manner.

(b) Health Care

Clinics for the under fives to monitor growth and bring to mothers'
attention any problems, giving food supplements to all at risk children.
Immnisation to be encouraged and health workers to ensure that children are

immnised against common infections.

THE VALLEY TRUST EXPERIENCE

The Valley Trust, in the Valley of a Thousand Hills, is situated south~
west of Durban. Its efforts are praiseworthy, as it has realised that
malnutrition arises as a result of a multiplicity of social, econamic and
environmental factors. As a result, the approach is a broacily—based'
programme comprising primary health care, gardening and nutrition and
health education.

Policy is to involve people and encourage participation. As$ a result,
general health and nutritional status have greatly improved over the
past fourteen years. According to the annual report for 1981, there
has been a marked decline in the {xun'ber of tuberculosis cases attending




18

the clinic over the past sixteen years. Studies indicate that the
average weight of infants and children, age 0 to five years attending
the clinic has increased significantly.

Last, but not least, is the beneficial change in attitudes of the people
and their nutritional standards as shown by the increase in the number
of mothers attending the 'Well Baby Clinic' to ensure that infants are
correctly fed. )

All these improvements, achieved with full participation of the whole
comunity have coincided with major changes in the physical environment.
Major steps have also been taken in the provision of fresh, clean water,
in the form of boreholes and protected springs.

BOPHUTHATSWANA — GELUKSPAN

The Gelukspan Coamwmnity Hospital has reduced the child mortality rate from
malnutrition by implementing a camprehensive intervention programme.

They have most effective intervention measures, a mixture of both
nutrition and health.

1. Nutrition supplements for mothers.

2. Immunising mothers against tetanus.

3. Registration of nutritional status to identify growth problems and to
bring these to the attention of mothers.

4. TImproved nutrition for both mothers and children.

5. Intensive and continuous training of fieldworkers.

6. More reliance on para-medical workers.

7. A broadly-based intervention programme. (Important for vaccinations).

The Gelukspan Hospital has had financial help from World Vision, an
American Missionary Organisation.

(c} NUTRITION EDUCATION
(i) Promotion of Breast Peeding

The value of breast feeding is now being realised. wWhere people
still breast feed, the incidence of malnutrition is lower. At
all costs people should be discouraged fram using formulas.

The value of colostrum should be emphasised.
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(i)

(iii)

(iv)

W)’

(vi)

3.
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Better, Locally Available Weaning Foods
It should be explained to people that locally grown fruits like
pawpaws and avodado pears, when they are in season, c¢an be given
to infants. The dangers of giving maize meal pap alone as a weaning
food should be emphasised, as maize meal is nutritionally incomplete.
Importance of Pulses
There has been a decliné in the growing of ground nuts. - This should
be curbed. While bean consumption among Africans is high the latter
ha-ve became so expensive that very few can afford them, while lentils
axelcmpaxaf:ively cheaper. Consumption of lentils should be

. encouraged. ' ' ) .
Refined Maize Meal -~ Discouraged
High-lysihe maize meal - pramotion.
It is important to make people aware of the dangers of refined foods,
especially when refined food makes up such a high percentage of the
diet, as does maize meal. High-lysine mealie meal sk{ould be pramoted.
Changing Food Habits )
This is very difficult especially in a stratified society, where there
is virtually no racial mixing. But people could benefit from a mcre
varied diet. . )
Introduction of textured vegetable proteins ar;d' dermﬁstrations of
recipes. ’
Qultivation of Wild Spinaches and Kale .
There is considerable consumption of wild spinaéhés, Pigweed, Black~
jack, etc, and Kale. Cultivation is to be encouraqed"

HIGHER WAGES

The government recently decided against minimm wage legislation. There-
are people with families earning less than R80 per month. There is an’

unfounded argument that there is no guarantee that the extra money would
be spent on food. The truth is that people who earn more are not
undernourished. ' ‘
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4. REMOVAL OF GENERAL SALES TAX FRCM FOOD

General Sales Tax pushes up prices. To a person who goes out shopping
with a R10 note the removal of general sales tax will mean an extra 60c,
nearly enough for two loaves of bread.

5. PROVISION CF FRESH WATER SUPPLY IN RURAL AREAS

| Water supply is a problem in many rural areas, where people have to have
| water storage tanks. These are very expensive to buy so people resort
to old oil drums, which are often left exposed and rusty. These are
excellent culture mediums for micro-organisims. Reports fram West
African countries, however, suggest that the quantity of the water supply
is more important than quality.

6. AGRICULTURAL/APPROPRIATE TECHNOLOGY METHODS

! (1) Small scale gardening, teaching people to maximise use of available
| water.
(ii) Fish farming - to be encouraged as is being done in West Africa

and at Valley Trust, in Natal.
(iii) Construction of dams.

(iv)  Nutrient deficient soil could be improved with organic matter
over a period of time. This would require competent, dedicated
and highly qualified agriculturalists.

7. SOCIAL UPLIFT

In rapidly urbanising communities, factors such as overcrowding, bad
sanitation, contiminated water supply and high birth rate, require total
uplift. All these conditions have to be improved so that the standard
of living improves. In the absence of TOTAL IMPROVEMENT OF LIVING
CONDITIONS, the birth rate will not came down; and unless the birth

rate comes down among the poor, nutritional status will not improve.

3. IMPROVE MIGRANT LABOUR SYSTEM

A system that does not allow families to live together is deleterious

to the society in which it exists. If peopnle have to leave rural areas

P —
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to work in the cities, they should be free to have their families with
them. If that is too much to ask in a society that is stratified on
racial grounds, employers ought to be made morally obliged to send a
certain percentage of the workers' wages to their families. This might
ease matters in the short term, people leave their families with all good
intentions of seeking employment to enable them to provide for them.
However, migrant labourers are subject to forces that make it difficult
for them to maintain remittances. Hence the system as it stands in
Southern Africa, is one of the greatest factors contributing to childhood
malnutrition. ' ' o ’

INVESTMENTS AND INDUSTRIALISATION OF HOMELANDS

If Govermment policy of allocating Africans respective hamelands is to

be viable, money will have to be injected into development. Otherwise
poverty and disease will be rife. Industries in the homelands will alsc
ensure that people live with their families and riot have to work as migrant
labourers and end up supporting two families. A
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These papers constitute the preliminary findings of the
Second Carnegie Inquiry into Poverty and Develop-
ment in Southern Africa, and were prepared for presen-
tation at a Conference at the University of Cape Town
from 13-19 April, 1984.

The Second Carnegie Inquiry into Poverty and Develop-
ment in Southern Africa was launched in April 1982,
and is scheduled to run until June 1985.

Quoting (in context) from these preliminary papers with
due acknowledgement is of course allowed, but for
permission to reprint any material, or for further infor-
mation about the Inquiry, please write to:

SALDRU

School of Economics

Robert Leslie Building

University of Cape Town

Rondebosch 7700

Edina-Griffiths

)
oo

-

L

Pl

55
%y

' 3
St

-



