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DEFINITION OF TERMS

Malnutrition Poor or incorrect feeding, it is due to either excess or
deficiency of one or more food constituents.

Under-nutrition It is due to inadequate quality and quantity of food

resulting in underweight and micronutrient deficiencies.

Child Support Grant A cash transfer from Government for 0-18 year old
children to support poor families in providing for children’s

basic needs.

Household food security Sustainable access to safe food of sufficient quality and
guantity, including energy, to ensure an adequate intake
and healthy life for all.

Caregiver Any person who takes primary responsibility for the daily
care of a child and may or may not be related to the child.
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ABSTRACT

Objectives: The study objectives were to determine demographic and
environmental factors that can affect nutritional status of children receiving CSG, to
assess the nutritional knowledge of caregivers, to determine the proportion of CSG

spent on food and to determine the nutritional quality of food bought from CSG.
Design: Cross-sectional descriptive with an analytical component

Subjects: PCG of children under the age of 5 receiving CSG in Mogalakwena

Municipality. 189 caregiver-child pairs were interviewed, in their households.

Methods: Data collected by the interviewer included demographic data, Use of
CSG, nutritional knowledge and the HHFI and anthropometric measurements were

done by a 3" year Nutrition student.

Results: About 36.5% of participants were in the age 26-35 years, 75.7% were
unmarried, 84.1% were unemployed and 72% had no matric. Mean age for children
studied was 2.84+1.33, 77.8% of participants stayed in a household of more than 5
people. In terms of types of housing, 56% had formal houses, 55% had access to pit
latrines and 52.9% used communal taps to access water, 41.3% used electricity for
energy while 23.3% used wood to stretch the availability of electricity. Mean CSG
received was R386.22 £tR208.75. Majority of participants (56.1%) indicated that CSG
supports the whole family and 64.6% of the families depended solely on CSG for
survival, while 27% of families had elderly people receiving pension grant which was
supplementing the CSG. The CSG was used for different items, majority of families
used 94.2% of the money for food at a mean of R171.55+£159.25, followed by toiletry
(71.6%) at a mean R61.89+69.24, then clothing (68.9%) at a mean of R70.77+97.14.
Stokvel was also mentioned as one of the items contributed for by CSG, 32.3% of
participants used more than R50.00 for stokvel. Different food items were purchased
using CSG, 80.5 % of the money was used to purchase starchy food, mealie meal
being the highest commodity at 43.7%. Offal (35.8%) was the highest protein source
purchased followed by poultry at 26.4% and soya soup at 20%. Potatoes (19.6%)
were mentioned as the most purchased vegetable, followed by cabbage (14.8%).

There was a 53.5% of prevalence of stunting, of this 19.6% of children were severely

xii
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stunted, 5.3% underweight, and 32.3% of wasting. There were 22.1 % of PCG who
were overweight and 12.1% were obese. The PCG BMI was negatively associated
with WAZ (r= -0.48, p=0.515). There was a positive association between PCG BMI
and HAZ (r=0.103, p=0.158), however when caregivers BMI was correlated to BAZ
the association was strongly negatively significant (r=0.206, p=0.004). Most PCG
received nutrition education from relatives, 71.1% were never educated on nutrition,
57.9% of children were fed 3X/ day.

Conclusion: It is apparent from the study that malnutrition, precisely stunting is still
a problem in South Africa, however this does not disregard the impact that CSG has
on the lives of the poor. It affords the families to access basic needs in the
household such as food, toiletry, electricity and even stokvel. The role of nutritionists/
dieticians is paramount in helping mothers to choose healthier economic food for the
children in order to curb the burden of malnutrition.

xiii
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CHAPTER ONE
INTRODUCTION

1.1 Background and motivation

The United Nations (UN) reported 1.2 billion people living in extreme poverty in 2010
(MDG, 2013). Although this number is high, in terms of proportions poverty rates
have been halved between 1990 and 2010. Whilst this paints a positive picture
globally suggesting that numbers of people living in extreme poverty may be
declining, Sub-Saharan Africa is the only region in which the number of people living
in extreme poverty continues to rise, from 290 million people in 1990 to 414 million in
2010 (MDG, 2013).

Nearly 20 years into democracy, South Africa is still battling with issues of poverty,
inequality, unemployment and hunger. This is a situation not necessarily unique to
South Africa. It has, however, defining features that are driven by a history and
political economy which is unique to South Africa and as a result, shapes South

Africa’s response to this challenge (SA report on MDG, 2013).

Globally, about 60 million children experience moderate acute malnutrition, and a
further 13 million, severe acute malnutrition. Moreover, about a third of the 6 million
preventable deaths of young children occurring in poor and middle-income countries
each year have been ascribed to under-nutrition (Black et al., 2008). Of those who
survive, an estimated 200 million children under 5 years fail to reach their potential in
cognitive development because of poverty, poor health and nutrition and deficient
care (Grantham-McGregor et al., 2007). The General Household Survey indicates
that in 2007, 10.6% and 12.2% of adults and children, respectively, were sometimes
or always hungry. In contrast, the National Food Consumption Survey of 2005 found
that 52% of all households experience hunger (Labadarios et al., 2005); it further
reports that another 33% of households are at risk of hunger, which means that the
food inflation and the loss of income might push them into hunger (Labadarios et al.,
2005). More recently, the South African National Health and Nutrition Examination
Survey (SANHANES-1) reported only 45.6% of the South African population to be
food secure (Shisana et al., 2014). The largest percentage of the participants who

experienced food insecurity was found in urban informal (32.4%) and rural formal
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(37.0%) localities. The Eastern Cape and Limpopo had a hunger prevalence higher
than 30%.

Targeted social wage has an impact on the triple challenge of poverty,
unemployment and inequality. Social wages in SA are packaged in different target
forms being free primary health care, no fee paying schools, social grants (such as
old age pension and child support grant). Government intervention can take many
forms, one of which is the direct provision of cash. While cash transfers have long
been a standard part of the welfare systems of advanced industrial countries, they
have been less commonly found in lower and middle income countries (Case et al.,
2003).

The Child Support Grant (CSG) was initiated in 1998, with a cash value of R100 per
child per month, paid to the primary giver. The cash value has kept pace with
inflation over the years standing at R190 per child per month in April 2006 (Hall &
Monson, 2006) and is now R380 in 2017. It is publicly funded and means-tested,
meaning that the criteria to be accepted into the program are based on the financial
status of the caregiver. There has been a very good uptake of the CSG nationally,
and it is generally acknowledged that the grant is well targeted, with an excellent
reach of poor children (Vorster & de Waal, 2008). Of the 14.6 million South Africans,
who receive a monthly cash grant from the state, over 10.1 million are recipients of
the CSG (South African Social Security Agency, 2011). Ninety six percent of
recipients are women (Vorster & de Waal, 2008). The majority of these caregivers
are biological caregivers, however CSG was conceived as a gender neutral, child
centred cash transfer programme, but it has been feminised because of the fact that
in the South African society, the overwhelming expectation is that women should

provide primary care for children (Patel & Hochfeld, 2011)

1.2. Problem statement

Despite the priority given to reducing poverty and inequality by successive
governments since the end of the apartheid era in 1994, most studies continue to
confirm that the incidence of income poverty has continued to increase in South
Africa between 1993 and 2000, and has declined marginally since 2000 (Leibbrandt
et al., 2005).

© University of Venda
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Research in KwaZulu-Natal has demonstrated that stunted children do less well in
their first few years at school than children who are an appropriate height for age
(Yamauchi, 2008). It has also been shown that the reductions in household poverty
that resulted from the introduction of the CSG produced substantial reduction in
stunting of young children that are highly likely to produce, in turn, substantial
increases in those children’s productivity and wages once they grow up (Aguero et
al., 2009). Aguero et al. (2006) report an improved nutritional intake and better

school attendance due to intervention of CSG (Samson et al., 2008).

Improving our understanding of the changes in the nutritional status of children can
potentially assist to better identification of policy intervention seeking to bring about a

sustainable reduction of poverty in South Africa (May, 2014).

Overall, research seems to suggest that CSG households are more vulnerable to
poverty than non-CSG households because they are larger, have less access to
services, consist predominantly of black South Africans, have lower levels of
education, and have less access to employment or income generation (Delany et al.,
2008). Having mentioned this, it becomes imperative for the researcher to determine
if CSG was making any positive impact on the nutritional status of the recipients and
also on whether the money is used for the purpose it was intended for, as there were
lots of unofficial reports on how primary caregivers were squandering money for their

own pleasure and not for the children as expected.

1.3. Research questions

The following research questions will be answered:
1. Does child support grant improve household food security?

2. Does child support grant have an influence on the nutritional status of children?

1.4. Aim of the study
The main aim of the study is to describe and explore the nutritional status of children

who are receiving child support grant.

© University of Venda
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1.5. Objectives

The objectives are set out are as follows:

e To determine demographic and environmental factors that can affect the
nutritional status of children.

e To assess the nutritional status of children receiving CSG.

e To assess the nutritional knowledge of caregivers.

e To determine the proportion of child support grant spent on food.

e To determine the nutritional quality of food bought from the CSG.

1.6. Expected outcomes of the study

The following were expected outcomes of the study:

e Demographic and environmental factors affecting the nutritional status of
children receiving CSG.

e Nutritional status of children receiving CSG

e Nutritional knowledge of primary caregivers

e The proportion of CSG spent on food

e Nutritional value or quality of food purchased

1.7. Significance of the study
The study will assist the government (Department of Social Development and
Health) to evaluate the effect of CSG on the nutritional status of children; this way

they will be able to assess the effectiveness of the programme.

1.8 Structure of the dissertation

Chapter 1 introduces the South African state of food security, poverty, the nutritional
status of children, and the introduction of CSG. It also presents the aim, objectives,
problem statement and the significance of the study conducted.

Chapter 2 reviews the literature which is available on food security, poverty, hunger,

nutritional status of children and various methods of social security assistance.
Chapter 3 describes the methods used to answer the research questions.

Chapter 4 reports the findings of the study, which include demographic data,

anthropometric measurements, information on CSG, nutritional knowledge,
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environmental factors and household food inventory (HHFI). Results are presented

using tables, percentages.

Chapter 5 discusses the findings of the study. Observed findings are compared to

known literature.

Chapter 6 concludes the study and offers some recommendations.

Appendices and reference used are listed at the end of the dissertation in the order

of use.

© University of Venda



)
o

&5 ) university of Venda
C

CHAPTER 2
LITERATURE REVIEW

2.1. Overview

South Africa ranks among the countries with the highest rate of income inequality in
the world. Compared to other middle income countries, it has extremely high levels
of absolute poverty. The South African government has committed to halving poverty
between 2004 and 2014 (Altman et al., 2009). Dominant international institutions
have committed themselves to addressing poverty e.g. World Bank through its
Poverty Reduction strategies and the United Nations through the Millennium

Development Goals (Case et al., 2003).

Three quarters of the children in South Africa live in poverty (Solanges & Guthrie,
2002). It was estimated that in 2002 approximately 11 million children under 18 years
in South Africa live on less than R200/month and hence in desperate need of
financial support (Solanges & Guthrie, 2002). The Project for Statistics on Living
Standards and Development (PSLS) shows that poverty is racially distributed (95%
of the poor are Africans), is spatially distributed (75% of the poor live in rural areas)
and has gender dimension (many of the poorest households are headed by women)
(Reconstruction and Development, 1995). Although there has been a marked decline
in poverty since 2000, it is estimated that 55% of all children live below the ultra-
poverty line. Dominant international institutions have committed themselves in
addressing poverty, notably the World Bank through its poverty alleviation strategies
and the United Nations through its Millennium Development Goals (Mc Gee &
Norton, 2000).

When poverty strikes a family, the youngest members become its immediate victims
(“Young lives”, 2007), since they are growing rapidly and the growth must be
supported by increased nutrition for proper development. Child hunger is devastating
since it can lead to a lifetime of health problems, poor performance at school and
hamper development of children into full participants of society (Legislative Action
Centre, 2001). A child’s early years are critical for development. The first four years
of life are a period of rapid physical, mental, emotional, social and moral growth and
development. This is a time where young children acquire concepts, skills and
attitudes that lay the foundation for lifelong learning (“Young lives”, 2007). It has

6
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been shown that children in the families in the bottom wealth quintile of the
population are more than twice as likely to die before the age of five and that the
infant and child mortality rate is significantly higher where environmental conditions
are below standard (UNICEF, 2004). According to the South African Child Gauge by
Monson et al. (2006), 55% of children belong to households living under the ultra-
poverty line of R800 or less a month; Limpopo and Eastern Cape present the most
poverty stricken profiles, with close to three quarters of the children living under the

ultra-poverty line.

The end of apartheid in South Africa brought with it the need to change some of the
social assistance policies, since in the old regime a State Maintenance Grant had
been awarded by the government to help caregivers without partners to support their
families. This program originally excluded African women and, later, when it was
opened to Africans living in some parts of the country, it continued largely to exclude
those living in urban areas (Case et al., 2003). In 1996 the new South African
government moved to reconfigure this form of support, and in April 1998 started
phasing out the State Maintenance Grant, replacing it with Child Support Grant
(Case et al., 2003).

2.2. Nutritional status of children

A healthy baby grows at a faster rate during the first few months after birth. Under-
nutrition is the most common form of malnutrition among poor families. Under-
nutrition is due to inadequate quality and/or quantity of complementary feeding
(Savage, 1992). Under-nutrition lowers immune-competence and increases the risk
and severity of infections (Allen & Gillespie, 2001).

Faber et al. (2001) did a study in the Ndunakazi Village - a low socio-economic
community in Kwa-Zulu Natal - where they wanted to determine the nutritional status
regarding Vitamin A, iron and anthropometric indices and dietary intakes of children
aged 2-5 years and their caregivers. They reported that 50% of all preschool children
had 50% low Vitamin A status (serum retinal < 20mg/dl), 54% were anaemic (Hb <
11mg/dl), 33% had depleted iron stores (serum ferritin levels < 10mg/l) and 21%
stunted (z-score for height for age < -2SD). Thirty percent of the caregivers had a
low Vitamin A status (serum retinal < 30mg/dl), 44% were anaemic (Hb < 11mg/dl),

19% had depleted iron stores (serum ferritin levels < 12mg/l), 40% and 20% were
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overweight (BMI > 24) and obese (BMI > 30) respectively. These results show the

presence of hidden hunger in that area.

In the Alexandra Township, it was found that 5.5 % of the children in the age range
of 12-23 months are below the 3™ percentile of weight for age (17.7% of the boys
and 9.3% of the girls). In respect of height for age 44.3% of the boys and 44.1% of
the girls were below the 3™ percentile. This indicates a high proportion of stunting,
but not malnutrition (Coetzee & Ferrinho, 1994). Setswe (1994) has also assessed
the nutritional status of children under 5 years in Mafikeng and found that 25% of
them were below the 3™ percentile of weight for age. In age groups of less than 2
years, 28.6% are underweight for age; among those above 2 years, 71.4% were also
underweight. This indicates that as children grow they receive less care from their
caregivers and again their complementary foods are of poor quality. In most cases
children younger than 2 years are still breastfeeding and this is the reason why the
rate of malnutrition is less in this age group. Girls are more likely to be underweight
and stunted than boys (78.6% vs. 21.4% and 72.7% vs. 27.3%, respectively). Weight
for height measurements show that 16.7% of the children suffer from malnutrition.
This shows that, when it comes to food, boys are receiving preferential treatment as

compared to girls (Setswe, 1994).

2.2.1. Determinants of nutritional status

In the Eastern Cape a study on determinants of children’s nutritional status in a rural
district was done for 1646 children where anthropometric measures were taken. 3%
of the children were wasted while 11% were underweight for age. Unemployed
caregivers had 10% wasted children and 9% underweight for age. Caregivers who
had less than 5 years of education had 17% of underweight for age children (Puoane
et al., 2000). A similar study was done in the Chobe District in Botswana and it was
found that 16.7% of all children were underweight for age and households that were
headed by women had more underweight children (20%) than those headed by
males (14%). There was 23% prevalence of underweight for children in households
headed by a person with no education as compared to 15% and 12% of children
from households headed by persons with some primary and secondary school
education, respectively (Gabotswang, 1998). Education is said to be associated with

a higher socio-economic status.
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A study was done by Bégin et al. (1999) to identify caregiver characteristics that
influence child nutritional status in rural Chad. The sample of the study included 64
households with 98 children aged 12-71 months. Caregivers were interviewed on the
number of pregnancies, child feeding practices, satisfaction with life, social support,
decision making, and use of income. It was found that child survival, growth and
development depend not only on food intake and health but also on care behaviour.
Care depends on resources such as education, knowledge and beliefs, physical
health, nutritional status and self-confidence.

Gabotswang (1998) also found that households with pit latrines had 25%
underweight for age while those without pit latrines had 28%. Similar results were
found by Puoane et al. (2000), who report 8% underweight in households with pit
latrines as compared to 14% in those without pit latrines. Sanitation is, therefore, an
important determinant. The more the caregiver knows about health and nutrition the

better is the overall quality of her children’s diet (James et al., 1997).

Setswe (1994) found that most contributors to malnutrition in Mafikeng are
illegitimacy, single caregivers, unemployment of caregivers and migrant workers
fathering children and abandoning them and their caregivers when they return to
their homelands. He also associated malnutrition with caregiver's consumption of
alcohol and lack of resources such as water and inappropriate staple diets. The
education and income of the caregiver had a significant and inverse association with
infant mortality but major mortality was among children with no social security

(Napoles-Rodriques et al., 1991).

The caregivers’ nutritional knowledge affects the way they feed their children, and
consequently affects the nutritional status of the children. According to UNICEF
(1990), poor nutritional knowledge plays a role in most of the multisectoral factors,
such as inadequate food intake and unhygienic dietary practices involved in the
development of malnutrition. Lack of awareness and knowledge about feeding
amount, frequency, type of food and balanced diet contribute significantly to a poor
nutritional status of children younger than five years of age, even in families where
adults meet their daily requirements (Jones et al., 2005; Kiraru et al., 2005; Manu &
Khetarpaul, 2006; Levitt et al., 2009).
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Inadequate health services and an unhealthy environment are underlying causes of
malnutrition in children, while poor food quality, insufficient food intake and severe or

repeated infections also contribute to malnutrition (UNICEF, 2004).

2.2.2 Consequences of undernutrition in children

Economic consequences

Besides the fact that improving child nutrition has political and social motives, most
importantly it has economic implications. There is a sufficient body of evidence that
the level of child nutrition has got a significant impact on lifetime human capital
accumulation. Undernourished children tend to start school later (Alderman et al.,
1995, Glewwe et al., 2001, Yamauchi, 2008), attain a lower level of schooling
(Maluccio, 2009; Victoria et al., 2008; Yamauchi, 2008; Luzi, 2010), are more likely
to repeat grades and perform worse academically, with inferior levels of cognitive
development (Maluccio, 2009; Glewwe, 2001; Laus, 2011).

Early nutrition is a predictor of a child’s future health (Victoria et al., 2008). In the
same breath, under-nutrition can place long term indirect strain on the public health
system through its tendency to yield a higher proportion of unhealthy adolescents
and adults. This leads to unhealthy workers with low productivity levels due to high

rate of absenteeism caused by frequent illness.

The impact of a child’s nutritional status on the overall economic status of the
country motivates the government to implement policies, which will look at enhancing
the lives of its citizens. The government should aim at improving household income;
however doing so does not guarantee that nutritious food will be bought; instead,

better tasting food is purchased with the money (Banerjee & Duflo, 2011).

Social consequences

The first 1000 days of life are the most crucial time of development for children that
any insult that happens during this period tend to have detrimental effects on the
children’s development. Undernourished babies have got a weaker immune system
which then makes them prone to frequent infection. Long term effects of poor
nutrition and frequent infections can lead to stunting, and the effects of this, a
delayed motor and cognitive development, are irreversible. In case of extreme food

shortages, common childhood diseases like diarrhoea and pneumonia can lead to
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acute malnutrition and wasting, which can easily lead to death if not given early

attention.

Studies indicate that child stunting affects the brain development and also impairs
motor skills which affect performance at school. According to UNICEF stunting is
linked to 0.7-grade loss in schooling, a 7-month delay in starting school and between

22 and 45 percent reduction in lifetime earnings.

2.2.3 Causes of malnutrition
There are three underlying causes of malnutrition.

1. Inadequate availability of nutrients from food, either due to too little food, or
available food containing insufficient nutrients. Not only the quantity is
important, also the quality of food and the balance of the diet available to a
child (de Pee et al., 2010).

2. The health of the child (which is determined by the environment and access to
health care). Once the food is ingested, it needs to be retained and absorbed
by the body. Health status becomes critical in this regard. Diarrhea and
intestinal worms are in most cases culprits in robbing the body of important
nutrients that could have been absorbed (Banerjee & Duflo, 2011).

3. The quality of care the child receives. The mother’s nutritional knowledge
plays an important role on what the child will eat, and how to mix food that

would yield good quality nutrition including good hygiene practices.

11
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Fig 1: Conceptual Framework of Malnutrition (Adopted from UNICEF, 1990)

2.3. Social security

Social security covers a wide variety of public measures that provide cash or in-kind
benefits or both, in the event of an individual’s earning power permanently ceasing,
being interrupted or never developing and such a person being unable to avoid
poverty and in order to maintain children (White Paper for Social Welfare, 1997).

Social assistance is a vital element in providing food and general security.

The constitution of South Africa (1996) gives children “the right to basic nutrition,
shelter, basic health care services and social services”. In addition to the
constitutional obligation, there are international human rights documents that South
Africa has ratified which commit South Africa to meet its obligation to children
(Solanges & Guthrie, 2002).

There are many mechanisms by which the government addresses poverty. These
include providing employment, access to basic services, free basic education,
access to good health services, family support measures, grants and direct benefits,

such as feeding schemes (Solanges & Guthrie, 2002).
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2.3.1 Social grants

South Africa’s social welfare system has come to play an important role in the
government’s strategy of reducing poverty (Samson et al., 2007). Despite its role in
poverty reduction, the public, policymakers and academics often view the social
protection system with a degree of scepticism. The main concern is around
encouragement of welfare dependency (which will encourage laziness, lack of
interest in seeking for employment) and the basically social support which is a short
term solution (Samson et al., 2007).

Grants are provided in support of the mission, which is to empower the poor and to
secure a better life for those in need. There are currently six grants available in
South Africa, and all are subject to means test. This involves a formula that is used
to help to ensure that the poorest people benefit from the money that is available to
assist South African citizens (Department of Social Development, 2003). South
Africa’s social welfare system has come to play an important role in the
government’'s poverty reduction strategy. When a person applies for social
assistance, his or her financial assets are assessed to see if that person really
deserves a government grant. Some well-known conditional cash transfer programs
are Oportunidades (formerly PROGRESA) in Mexico and Bolsa Escola in Brazil;
both these programs allocate monthly transfers to poor families who have children
based on house related health behaviours. The Mexican program has shown
promising results, measured against the yardsticks of child anthropometrics and
childhood morbidity (Gertler & Boyce, 2001).

The types of grants in South Africa are as follows:

e Old age grant: paid to adults who are 60 years and above (men used to be
paid from 65 years old or above, but has now changed to 60).

e Disability grant: paid to people who are 18 years and older, who are disabled
for six months or more, or who cannot support themselves due to nature of
their disability.

e War veterans grant: paid to people who are 60 years and above who once
served in South African army during certain wars.

e Grantin aid: can be applied for by a person who already receives a grant but

needs full time care from someone else.
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e Foster care grant: this is for children who are placed in the care of a person
who is not their parent.

e Care dependency grant: for children who are severely disabled who need
special care.

e Social relief grant: temporary material assistance issued to people who are
unable to meet their family’s most elementary needs.

e Child support grant: cash transfer from the government for 0-14 year old
children to provide them with basic needs (Department of Social

Development, 2003). This has been recently extended to 18 years.

2.3.1.2 Child Support Grant

The South African Grant was first introduced in 1998 (McEwen et al., 2009). Prior to
this, the government provided a limited State Maintenance Grant (SMG) (ibid).
Applicants for SMG needed to prove that they were the sole providers and caregiver
for a child under 17. Parents, who were widowed, divorced, deserted by spouses or
with spouses in jail were eligible to receive it (Kruger, 1998). A household survey
done in 1990 analysed the impact of the SMG and found that only 0.2% of African
children received it, while 1.5% of White, 4% of Indian and 4.8% of the Coloured
children were recipients. Ease of receipt was dependent on location; children living in
rural areas were often excluded, due to a lack of knowledge regarding the grant, the
inability to travel to application sites and other logistical challenges. So the
household survey had to recommend an alternate strategy, which would be equally
accessed by all. According to these recommendations CSG replaced SMG in 1998.
This modification made the grant more accessible to caregivers and children and
enabled the programme to substantially increase in participation (STATS SA, 2012).

CSG is a cash transfer from the government for 0-18 year old children to support
poor families in providing for children’s basic needs (Eastern Cape Provincial
Government, 2003). When CSG was introduced, it was paid to the primary caregiver
of the child at R100 per month in 1998 (ibid). A means test was used in order to
gualify to get the grant. Families living in rural areas earning a household income
below R800 p.m. and families living in urban areas with an income of R1100 were
eligible to receive it (ibid). Families needed to bring along proof of income, and if the

caregiver was not the biological parent, proof was also needed on efforts to secure
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finance from the parents which were unsuccessful. All these procedures made the
uptake to be very low; hence the means test modification was introduced in 1999
(ibid). The applicant would qualify to get a grant if he/she earned an annual salary
below R13 200, if he or she lived in an urban area and R9600 or below, if he or she
lived in a rural area (Department of Social Development, 2003). There are
documents that are needed when applying for a grant. The child must have an
identity document or a birth certificate bearing the 13 digits identity number. The
applicant should be a primary caregiver of the child and must also provide his/her
identity document. In cases where the children are not the caregiver’s biological or
legally adopted children, he or she shall be entitled to the grant up to a maximum of
six children. Proof of income must also be provided (Report of the Lund Committee,
1996). The primary caregiver is any person who takes primary responsibility for the
daily needs of the child and may or may not be related to the child (Department of

Social Development, 2003).

In October 2002 the government proposed an increase in age limit for CSG from 7
years up to 14 years (Solanges & Guthrie, 2002). The constitution defines a child as
any child below the age of 18 years (The Constitution of the Republic of South
Africa, 1996), this means that children between the age of 14 and 18 years were
excluded from receiving CSG. Child support has been increased to R170 per child in
2002, which means that R5.40 was spent per day per child then, but it now stands at
R380, which is R12.60 per day per child. Furthermore, it now also covers children

under 18 years, as defined in the constitution.

Some conditions associated with receiving CSG were eliminated. For example,
primary caregivers were previously expected to participate in development
programmes and to have their children immunised; the purpose was to encourage
parents to take part in activities that would improve their families’ standard of living
and to ensure the safety of their children. However these conditions negatively
affected the uptake into the grant (Woolard & Murray, 2010). A study done in 2001
by the Economic Policy Research Institute found that 95% of the most vulnerable
children were excluded from the grant, as they did not have money to access clinics
and to participate in development programmes; the elimination of these requirements

increased the uptake (Samson et al., 2007).
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Solanges and Guthrie (2002) feel that for the CSG to be effective in alleviating
hunger, the benefit should be increased and the means test be cancelled as it
creates obstacles for poor families. They further suggested that the grant should be
provided up to age of 18 years. Currently a child is eligible to receive CSG until their
eighteenth birthday (The South African Child Support Grant, 2012).

The Child Support Grant is an important instrument of social protection in SA. It is
both the largest of SA’s social cash transfer programmes and one of the
government’s most successful social protection interventions (Samson et al., 2008).
There are a number of studies which show the success of the CSG in terms of
reducing poverty and promoting human capital development (Aguero et al., 2009).
Payment of cash to poor households will reduce poverty gap and also reduce
inequality measures because they are typically funded from progressive taxation
(Samson et al., 2004). Cash grants, therefore, directly improve the living standards
of the poor and increase consumption levels of the poor relative to those in higher

income groups, directly reducing poverty and inequality (Rawlings & Rubio, 2005).

2.4. Other food security programs

In the US, there are several nutrition programs that are aimed at alleviating hunger
and they are the school breakfast and lunch and summer food service programs.
These have been reported to be successful and cost effective. Besides the fact that
they reduce hunger they also reduce obesity, raise quality of childcare for the low-
income families, get young children ready for school and improve school
achievement (Legislative Action Centre, 2001). In New Orleans, a study was done to
evaluate the impact of food stamp programs on child nutrition. It was discovered that
children who were receiving food parcels improved in anthropometry but the
nutritional value of the food they were receiving was low (Johnson et al., 1999). In
South Africa, NGO’s and churches have food parcel programmes, soup kitchens and
food donation for selected groups or areas. The government also introduced the
National School Nutrition program in 1994 and its main integrated components are

school feeding, sustainable food production and nutrition education.
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2.5. Conclusion of literature review

Poverty is still a societal concern in South Africa and this increases the rate of
malnutrition. According to the National Survey on the Nutritional Status of Preschool
children in South Africa done by South African Vitamin A Consultative Group (1994),
one in four children was stunted and one in ten was underweight. SANNSS (1995)
indicates that among the 2-6 years old children, the non-urban, African ones, had
low energy and micronutrient intake which resulted in high prevalence of stunting.
Shisana et al. (2014) show that stunting, wasting and a growing number of instances
of excessive weight are a health concern in children, along with micronutrient
deficiencies and poor breastfeeding practices, while obesity continues to increase
more markedly in women. Poverty and hunger impacts negatively on children’s

cognitive, physical and mental development.

Since poverty is associated with a lack of education and with unemployment, the
government has come up with the Child Support Grant whose main aim is to reduce
poverty and hunger in children less than 18 years of age. This type of grant is not a
long term solution for eradicating hunger in South Africa, and whether this grant
increases household food security is still questionable. This provision of R350 in
2016 (now R380 in 2017) to children by the government is better than nothing, but
caregivers need to be educated on nutrition, so that with the little they are getting
they will be able to purchase nutritionally dense food that will help their children to
grow healthy. With unemployment levels at 25% nationally and over 15 million
people receiving social grants, people do not have money to buy food. Employed
people and those who have casual jobs indicate that they only have food in the first
week of receiving their wages, from there they spent three weeks of the month with
minimal food in the house. Social grants provide a crucial safety-net to many
(www.oxfam.org/grow, accessed 2016.07.16).
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CHAPTER THREE
METHODOLOGY

3.1 Study design

The study design was a cross-sectional descriptive with an analytical component
conducted in the Mogalakwena Municipality of the Waterberg District in the Limpopo
Province. A cross-sectional study implies the collection of data on exposure and
outcome at one point in time (Polit and Beck, 2014). In this study the phenomenon is
the nutritional status of children aged five years or less receiving Child Support
Grant. The cross-sectional data were also used in analytical data analysis to explore
the relationship of independent variables with outcome response variables. The aim
of this descriptive study was to describe the nutritional status of children and to
explore to what extent it is influenced by the CSG. A quantitative research
methodology was used. According to Polit and Hungler (2014), a quantitative study
tends to be a highly structured investigation that yields numerical information
amenable to statistical analysis.

This study was descriptive and quantitative since the children’s anthropometric
parameters were measured to determine their nutritional status; other variables (e.g.
nutritional knowledge of the caregiver; level of education of the caregiver etc.) were

also measured.

3.2 Study population
Population and sampling techniques that were used are described in the sections

below.

3.2.1 Target population

The target population consisted of primary caregivers and their children under the
age of five years receiving Child Support Grant in the Mogalakwena Municipality.
The reason for choosing children under the age of 5 years was that this was the
vulnerable group in terms of susceptibility to malnutrition; if they are identified to be

malnourished at this age, it is still possible to correct the nutritional status.

Mogalakwena is one of the five municipalities of the Waterberg District at the time of
the study. The Waterberg District consists of six municipalities, namely

Mogalakwena, Thabazimbi, Mookgophong, Lephalale, Modimolle and Bela-bela (see
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Figure 1). The district is geographically located on the Western part of the Limpopo
Province and shares five border control points with Botswana, namely Groblersburg,
Stockpoort, Derdepoort, Zanzibar and Platjan. The Mogalakwena Municipality has an
estimated population of 285 275 people, of these less than 10 000 are adults (and
children less than 18 years of age) who have got tertiary education and about 94 272
are not economically active; not more than 8 000 people in this municipality earn a
salary of above R4 000 (Stats SA, 2011).

LEPHALALE o
MOGALAKWENA!

LEPHALALE

MOKOPANE
°
©

VAALWATER

THABAZIMBI MODIMOLLE
=
THABAZIMBI MOD'TOLtE

MOOKGOPHONG
°

BELA-BELA
°
BELA-BELA

Figure 2: Map of the Waterberg district and the six municipalities (prior to 2016

local elections)

3.2.2 Sampling

Mogalakwena was clustered into four units (i.e. four clusters). According to Polit and
Hungler (2014), clustering sampling proceeds through a series of different sampling
units. One begins with the largest, most inclusive unit, moving on to less inclusive

unit, and then down to the most basic unit or element of population. This approach is
19
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often called multi-stage sampling. A simple random sampling was used to select
villages. The researcher requested a list of villages found in the Mogalakwena
Municipality. The villages were assigned numbers, which were written on small
papers. These were then folded and put in a container and the researcher picked
one paper at a time from the container until four villages were picked. Villages which
were represented by the papers were used as a sampling frame for the study. The
intention initially was to select 50 households per village using a snowballing
sampling method. However, the desired population size of 200 children and their
caregivers could not be reached due to participants being reluctant to give consent
to participate in the study. A total of 189 caregivers and 189 children participated in

the study.
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3.2.3 Inclusion Criteria

The study included consenting primary caregivers who were residing in the
Tshamahansi, Moshate, Sekgakgapeng and Mahwelereng villages and children
under five years of age staying in the same household as the primary caregiver.

3.2.4 Exclusion criteria
The primary caregivers and children under the age of five years who were visiting
the four villages mentioned in section 3.2.3 were excluded from the study. Primary

caregivers with mental health problems were also excluded from the study.

3.2.5 Setting of the research

The research was conducted in households of the selected four villages found in the
Mogalakwena Municipality. The villages were about 15km from each other. A
guestionnaire was used to collect socio-demographic information and dietary intake.
In addition, anthropometric measurements, such as weight and heights were taken
from both the primary caregivers and children under five years of age staying in the

same household as primary caregivers.

3.2.6 Participant recruitment

Visit one

The researcher visited the Provincial Department of Health to ask for permission to
use people in the Mogalakwena Municipality as subjects of the study. Once the
permission was granted, a list of villages found in Mogalakwena was obtained from

the district office.

Visit two

During the second visit the researcher visited the Mogalakwena Municipality to be
granted written permission to conduct the study in its area; the researcher also
visited the ward counsellors of the selected four villages to seek permission to
conduct the study, which was done verbally. The researcher also explained the
research procedure and the objectives to the counsellors. The counsellors were
responsible for informing the villagers of the intention to visit their households.
Traditional Authorities in the villages were also visited and gave their blessings to the
project.
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Visit three

The last visit was used to recruit primary caregivers and children and also distribute
consent forms, at their respective homes. The researcher used the snowballing
method to identify study participants. The research procedure and objectives were
explained to the participants before they participated in the study. The data were
collected once participants gave verbal assent and consented in writing. Verbal
assent and written consent were obtained from the primary caregivers of
participating children. Ethical considerations are addressed in the section below and

attached in Appendix B.

3.3 Measurements
3.3.1 Anthropometric measures
Anthropometric measurements were used to determine the nutritional status of the

children and the caregivers. These were recorded on the form in Appendix A.

Weight

The children were weighed without shoes and wearing light clothes. The subject
stood still in the middle of the platform of the scale without touching anything and
with weight equally distributed on both feet. The weights were taken by a 3" year
student of Nutrition, using a Seca electronic scale (model 0213). The scale was
continuously calibrated against an electronic scale. The weight was recorded to the
nearest 0.1 kg (Lee and Nieman, 2007). A solar scale was used because of the
anticipation that some households would not have electricity. The weight was taken
twice, and an average was taken as the final weight, this was done to increase

accuracy.

Height

Height was taken using a stadiometer. The subjects were barefooted and heels
close together, arms to the side, legs straight and knees straight, looking straight
ahead and wearing light clothes. The subjects were standing with shoulders relaxed
looking straight ahead. Heels, buttocks, scapular (shoulder blade) and the back of
the head were against the vertical surface in a Frankfurt position (Lee and Nieman,
2007). The height was recorded in centimetres and to the nearest 0.1 cm (Lee and
Nieman, 2007). The height was taken twice, and an average of the two was taken as

the final height, this was done to increase accuracy.
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Caregivers weight

The fieldworker used a calibrated SECA Solar Scale. Weight was taken twice and
the average of the two weights was taken as the final weight. The caregivers were
asked to take off their shoes and had to have light clothing on. The fieldworker was

the only one taking measurements, to ensure validity and reduce errors.

Caregivers height

The fieldworker used a stadiometer to take their heights; the height was taken twice
and an average was taken as the final height. This was done to increase accuracy.
The caregiver was asked to stand close to the wall on a levelled surface inside the
house, with both feet close together against a wall. A hardboard was used to mark
the height.

3.3.2 Demographic and household data

A validated questionnaire (Appendix A) on demographic data, nutritional knowledge,
CSG and environmental status was used to gather information. The researcher
asked the caregivers questions and recorded the answers all by herself; she did this
in order to ensure reliability and she also wanted to avoid partial completion of the
guestionnaire. A Household Food Frequency Questionnaire was also used to
determine the children’s food patterns. The questionnaire had both open and close
ended questions. The local language Sesotho sa Leboa was used when asking the

guestions and answers were recorded in English by the researcher.

3.4 Data collection procedure

3.4.1 Physical arrangement

A separate room in the house of the participants was requested to be used to ensure
privacy. Two stations in the house were arranged, the first station was taking
anthropometric measurements and demographic information such as age and

gender.

In the second station the researcher interviewed primary caregivers using the
developed and validated questionnaire. Participants were asked general questions
on socio-demographic and environmental matters, on the Child Support Grant and

its use and on nutritional knowledge.
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3.4.2 Tools and specific procedure

The data were recorded using a questionnaire which was developed by the
researcher. The researcher developed the questionnaire following the objectives of
the study and the literature on the same field was reviewed to gather information on
how other researchers conducted their studies using the same procedures as in the
current study. The developed questionnaire was pre-tested and pilot-tested to
assess the completeness and appropriateness of questions with the focus on the

participants’ understanding of questions.

3.4.3 Fieldworker

A third year nutrition student of the University of Venda was recruited as a
fieldworker. She was trained by the researcher and methods of data collection were
standardized. The fieldworker was responsible for taking anthropometric
measurements. The decision to choose a 3" year Nutrition student was based on
the training that she had undergone on how to take measurements. The student was
also a research assistant in one of the supervisor’s projects. In addition, she was

competent in Sesotho sa Leboa.

3.5. Institutional approval

The research proposal was submitted to the Higher Degree and Ethics Committee of
the University of Venda before a data collection and ethical clearance certificate was
issued (Appendix C). A letter, together with the ethical clearance certificate and the
research proposal, was submitted to the Department of Health, Provincial Office, to
seek permission to conduct the study (see Appendix D). Once permission had been
granted by DOH (Appendix E), the permission letter was submitted to the
Mogalakwena Municipality to conduct a study in the area and permission was
granted (Appendix G). The village traditional authorities were also consulted to give

permission for using community members, which was by verbal assent.

3.6. Ethical considerations

No subjects were enrolled in the study until the protocol subjects’ information sheet
and recruitment material had been approved in writing by the Higher Degree and
Ethics Committee of the University of Venda. The study was conducted according to
the principles of the declaration of Helsinki (2008). No subjects entered the study

without signed informed consent after a full oral and written explanation of the study
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had been provided by the researcher (see Appendix B). The primary caregivers also
gave consent for children who formed part of the study. Subjects had the right to
withdraw from the study at any time. If, at any time of the study, a subject was seen
to be having nutrition related conditions, the subject was informed and referred to the
nearest health institution. The data generated from the study were stored in a
computer database, in a manner that maintained subject confidentiality. For data
verification and quality control purposes, regulatory authorities and/or members of
the Higher Degree Ethics Committee of University of Venda might be allowed access
to subject data under conditions of strict confidentiality. The anonymity of subjects

was ensured by using codes instead of names.

3.7. Measures of validity and reliability

Validity is the extent to which the instrument measures what it is supposed to
measure (Leedy & Ormrod, 2005). Internal validity is attained in a study when the
findings can be shown to result only from the effect of the independent variable of
interest and cannot be interpreted as reflecting the effects of extraneous variable
(Polit and Hungler, 2014). External validity is attained when the results can
confidently be generalised to situations outside of the specific research setting.
Content validity was ensured by checking of instruments by the supervisors, one

who was a social scientist.

Reliability is the degree of consistency or dependability, with which an instrument
yields a certain result when the entity being measured has not changed. The
researcher was the one filling in the questionnaires, using the language that is used
by the community and the fieldworker was only taking anthropometry; these

measures increased the reliability of the data.

3.8. Pilot study

A pilot study was conducted at the Mosesetjane Village at the same municipality. It
was chosen because it has the same characteristics with regard to its socio-
economic status, its lifestyle and cultural beliefs as the sample villages. The
guestionnaire was tested in five households. The questionnaire had the following
changes after the pilot study: gender of children, history of diseases and the last date
of receiving CSG were included and the sampling method was changed from

convenience to snowballing.
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3.9. Statistical analysis

The data were captured by the researcher on excel spreadsheets. Open-ended
guestions were analysed using thematic analysis and categorised. Then coding was
applied and entered in the same spreadsheet. The data was cleaned and checked

by the supervisor before sending them to a statistician.

Nutritional status-Techniques

Weight for age, height for age and weight for height were analysed using Z-scores.
The Z-scores system expressed the anthropometric values as a number of standard
below or above the reference median value

or Z-scores mean oOr

(http://www.who.into/nutgrowthdb/about/introduction/en/index5.html accessed
online). Z-scores, which were gender and age independent, thus permitting the
evaluation of children’s growth status, were determined for weight for age (WAZ),
height for age (HAZ) and weight for height (WHZ). The Z-scores classification

indicated in Table 1 below was used for interpretation.

Table 1: Z-scores Classification to determine nutritional status of children
(WHO, 2009)

Z-scores WAZ WHZ HAZ BAZ

classification

<-3SD Severely Severely wasted | Severely stunted Severely wasted
underweight

-3SD to < -2SD Underweight Wasted Stunted Wasted

-2SD to <-1SD Mild underweight Mildly wasted Mild Stunted Normal

-1SD to +1SD Normal WAZ Normal WHZ Normal height Normal weight

>+1SD to £+2SD Possible growth Possible risk of Normal height Possible risk of
problem overweight overweight

>+2S8D to < + 3SD Possible growth Overweight Normal height Overweight
problem

>+3SD Possible growth Obese Above normal Obese

problem

For the purpose of establishing whether the observation of the nutritional status are

of public health importance, the classification used for assessing the severity of

Malnutrition by prevalence range is indicated in Table 2.
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Table 2: Severity of Malnutrition by prevalence ranges.

Indicator Severity of Malnutrition

Low Medium High Very High
Stunting <20 20-29 30-39 >40
Underweight <10 10-19 20-29 >10
Wasting <5 5-9 10-14 >15

(http://www.who.into/nutgrowthdb/about/introduction/en/index5.html, accessed 22
March 2013)

Weight and height of primary caregivers were interpreted using the Body Mass Index
(BMI). For the purpose of establishing whether the observations of nutritional status

are of public health importance, the following classification of BMI was used.

Table3: Classification of BMI for adults

BMI Classification (kg/m2) Interpretation
<18.5 Underweight
18.5-24.9 Normal
25-29.9 Overweight
30-34.9 Class I-Obese
35-39.9 Classll-Obese
240 Classlll-Obese
(WHO, 2000)

Data on demographics, nutrition knowledge and environmental factors and nutritional
status, were analysed using SPSS, mean and r—correlations, t-test or chi-square with

a significance level of p=0.05.
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3.10 Problems encountered during data collection

Most of the participants were reluctant to participate in the study as they had a
perception that the reason the researcher was in their community, was to
monitor if CSG was being used responsibly. Some community members
demanded to see the approval letter from the municipality.

The participants expected the researcher to take further steps such as reporting
those who were perceived to be using the CSG for purposes that were not
benefiting the children e.g. playing cards, buying cell phones with the money etc,
to higher authorities.

Some of the primary caregivers would refuse to participate saying that the
biological parent was not around to give approval for them to participate.

The data collection was done over two years, due to reluctance of subjects and

also the household visits in the villages which were time consuming
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CHAPTER FOUR
RESULTS

The results presented herein include socio-demographic data, anthropometric
measurements, nutritional knowledge and household food inventory. The results are

presented in the form of tables, percentages and p-values.

4.1 Demographic data

The data were collected from four areas in the town of Mokopane within a radius of
5-20 km from each other. Area 2 had the highest number of participants and the
lowest was area 1 with 21.2%. Table 4.1 indicates distribution by areas. The total

sample was 189 caregivers-child pairs.

TABLE 4 Distribution of participants by area

Area No. of children No. of caregivers Percentage (%)
(n=189) (n=189)

Village one 40 40 21.2

Village two 56 56 29.6

Village three 45 45 23.8

Village four 48 48 25.4

4.1.1 Demographic data of caregivers

The study was carried out on 189 caregivers and their babies receiving CSG. 36.5%
of the participants fell within the age range 26-35 years. Only 0.5 % of the
participants were less than 18 years of age and a parent consented on her behalf.

Table 4 summarises the demographic data of caregivers.
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TABLE 5 Demographic data of caregivers

Demographic parameters of | Frequency (n=189) Percentage (%)
Caregivers
Age of primary care taker
Less than 18 years 1 0.5
18-25 years 68 36.0
26-35 years 69 36.5
36-40 years 25 13.2
Above 40 years 26 13.8
Educational level
Never gone to school 11 5.8
Grade 1-7 27 14.3
Grade 8-12 137 72.5
ABET 3 1.6
Post matric/tertiary 11 5.8
Marital status
Married 40 21.2
Single 143 75.7
Divorced 3 1.6
Widowed 3 1.6
Employment status of caregiver
Unemployed 160 84.7
Self employed 14 7.4
Employed 8 4.2
Pensioner 4 2.1
Piece jobs 3 1.6
Salary scale of the caregiver
R100 - R500 11 5.8
R600 - R1 000 13 6.9
R1 100 - R3 000 2 1.1
> R4 000 1 0.5
N/A 160 84.7
Not sure 2 1.1
Employment status of the caregiver’s spouse
Unemployed 18 9.5
Employed 11 5.8
Self employed 8 4.2
Temporary job 3 1.6
No spouses 149 78.8
Salary scale of the caregiver’s spouse

R100 - R500 4 2.1
R500 - R1 000 8 4.2
R1 000 - R3 000 8 4.2
> R4 000 2 1.1
Did not have spouses 149 78.8
Not sure 7 3.7
Unemployed 11 5.8
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Most (75.7%) of the caregivers were single and only 21.2% were married. The
majority (84.1%) of the caregivers was unemployed, only 4.2% were employed and
only 6.9% earned what could be marked an average salary of R600- R1 000. Only
0.5% of caregivers earned a salary of above R4 000. When caregivers were asked
about the employment status of their spouses, 78.8% did not have spouses and
those who had, indicated that 5.8% were employed and 1.6% had temporary jobs.
Only 1.1% had an income of R4 000 or more and 4.2% were earning in the salary
bracket of R500- R1 000.

4.1.2 Demographic data of children

31.2% of the children were 2 years of age and only 0.5% were less than 12 months
old; the age mean was 2.48+1.33. With regard to gender, 52.4% were male and the
remaining percentage was female. Furthermore, 3.7% of the children suffered from
common colds and flu at the time of research, 1.1% had diarrhoea, 0.5% suffered
from both common cold and flu and diarrhoea. The majority (91.5%) did not suffer
from any of the disease in the past days or weeks prior data collection. Table 5

summarises age and gender distribution of children.

Table 6 Demographic data of children

Demographic parameter | Frequency (n=189) | Percentage (%)
Age distribution of children
Less than 1 year 1 0.5
1 year 31 16.4
2 years 59 31.2
3 years 35 18.5
4 years 41 21.7
Mean age 2.84+1.33
Gender of the Child
Boy 99 52.4
Girl 90 47.6
History of disease of children (past few weeks)
Common Colds Flu 7 3.7
Diarrheal 2 1.1
Pulmonary Tuberculosis 2 1.1
Flu & Diarrheal 1 0.5
Oral thrush 1 0.5
Retroviral disease 1 0.5
Poor appetite 1 0.5
Never felt sick 173 91.5
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4.1.3 Household environmental parameters

Most (77.8%) indicated that they were staying with more than five family members.
10.1% of the participants had three family members and only 0.5% stayed with two
family members. The minimum number of household members was two while
maximum was 5. Table 6 indicates the number of people in the household. When
caregivers were asked to estimate the total household income, 30.1% were not able
to give an estimation, 24.9% reported that R1 000- R1 500 was the total income and
7.4% indicated R2 000- R7 500.

56.1% of the households were staying in formal houses built from bricks while 7.9%
stayed in informal houses (shacks) and 2.6% stayed in traditional house (huts). With
regard to sanitation, 55% of the caregivers indicated that they have pit latrines
toilets, 3.7% used their neighbour’s toilets, and 2.6% did not have ablution facilities.
When participants were asked about their source of water, 52.9% reported that they
get water from communal taps, 2.6% indicated that they get water from the
neighbours who have running water in their households. Sources of fuel are any
materials used as a form of energy. 41.3% of the households use electricity and
others use a combination of electricity and wood (23.3%) while only 1.1% used gas

as a source of energy.

Caregivers bought groceries at various stores. These places ranged from spaza
shops to retail supermarkets. 43.9% of the participants bought groceries from spaza
shops and retail supermarkets, 3.2% bought groceries in local general dealers while
4.3% bought from spaza shops only. See Table 6a and 6b below for household

parameters.
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Table 7a Household environmental parameters

Parameter Frequency (n=189) Percentage (%)
Number of family members in the household
2 1 0.5
3 19 10.1
4 22 11.6
>5 147 77.8
Total income of the household
R200 - R600 31 16.4
R610 - R1 000 27 14.3
>R1 000 - R1 500 47 24.9
>R1 500 - R2 000 13 6.9
>R2 000 - R7 500 14 7.4
Not sure 57 30.2
Type of housing
Formal 106 56.1
Low cost RDP 29 15.3
Informal 15 7.9
Traditional 5 2.6
RDP extended 31 16.4
Formal and Traditional 3 1.6
Type of ablution facility
Flush toilets 51 27.0
Ventilated improved latrine 22 11.6
Unimproved pit toilets 104 55.0
No facility 5 2.6
Neighbour’s toilet 7 3.7
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Table 7b Household environmental parameters

Parameter Frequency (n=189) Percentage (%)
Source of water
Public tap 100 52.9
Internal tap water 70 37.0
Borehole 14 7.4
Neighbour 5 2.6
Type of energy used in the household
Electricity 78 41.3
Electricity and wood 44 23.3
Wood 25 13.2
Electricity Paraffin 16 8.5
Electricity, Paraffin, wood 11 5.8
Paraffin and Wood 7 3.7
Paraffin 5 2.6
Gas 2 11
Electricity and Primus stove 1 0.5
Description of places they purchase groceries
Spaza and retail 83 43.9
General dealer and retalil 72 38.1
Retail 11 5.8
Spaza shop 8 4.3
Spaza, general dealer and retail 7 3.7
General dealer 6 3.2
Spaza and general dealer 1 0.5
Own spaza 1 0.5
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4.2 Anthropometric measurements
Anthropometry provides the single most inexpensive and non-invasive means of

assessing growth, a critical determinant of child health.

Figures 4, 5 and 6 show the results and interpretations of anthropometric

measurements of children.

According to Figure 4, 55.6% of children were of normal weight, and only 5.3% were
severely underweight. Only 1.6% were obese while wasting prevalence was 32.3%,

which is very high according to WHO standards.

Percentage

60 55.6

50
40
30

20

14.8
12.2
7.9
. 1.6
0 - . [ | —

<-35D -3SD to <-2SD -2SD to<-1SD -1SD to +1SD >+1SD to >+2SDto <+ >+35D
<+2SD 3SD

B Percentage
Figure 4 Weight for age of children (underweight)
Figure 4 shows that 34.4% of the children were of normal height, while 19.6% were
severely stunted, only 4.2% grew very tall for their age. Prevalence of stunting is

53.5%, this is also very high according to WHO standards and of public health

concern.
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34.4
35
30
25
19.6 21.2
20
15 12.7
10 6.9
4.2
5 B - =
0 |
<-3SD -3SD to<-2SD -2SDto<-1SD -1SD to +1SD >+1SD to >+2SDto <+ >+3SD

<+2SD 3SD

W Percentage

Figure 5 Height for Age (Stunting)

Figure 5 shows the children’s BMI where 48.1% of the children had normal BMI (-1
to 1) while 22.2% were at possible risk of being overweight. Only 2.1% were severely

wasted and 4.2% were obese.

BMI of children

60.0

50.0 48.1

40.0

30.0
22.2

20.0

11.6
9.0

10.0
2.1 2.6 I . 4.2
0.0 ] | -

<-3SD -3SD to <-2SD -2SD to <-1SD -1SD to +1SD >+1SD to >+2SDto <+ >+3SD
<+2SD 3SD

B BMI of children

Figure 6 BMI of Children
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Table 7 shows that based on BMI 13.7% of the caregivers were underweight, 51.8%
had normal weight, 22.2 % were overweight and 12.1% were obese. Table 7

illustrates the BMI of caregivers.

Table 8 BMI of Caregivers

BMI (kg/m?) Interpretation Frequency (n = Percentage (%)
189)

<185 Under-weight 26 13.7

18.5-24.9 Normal weight 98 51.8

25-30 Overweight 42 22.2

> 30 Obese 23 12.1

The caregivers BMI was negatively associated with WAZ (r=-0.48; p=0.515). There
was a positive association between caregivers BMI and HAZ (r=0.103; p=0.158)
however when caregivers BMI was correlated to BAZ the association was strongly
negatively significant (r=-0.206; p=0.004). See table 8 below.

Table 9 Correlation of caregivers BMI to Children’s Z scores

Caregivers BMI | WAZ HAZ BAZ
r=0.048 r=0.103 r =-0.206
p = 0.515 p =0.158 p = 0.004

Correlations below were for caregivers, where n=168, the missing values was
because some primary caregivers were not willing to disclose their employment
status. There is no significant difference between the caregiver’s employment status
in relation to WAZ, HAZ and BAZ of the children (p- value 0.700, 0.553 and 0.728
respectively). See Table 9 below.
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Table 10 Correlation of employment status of caregivers and Z scores

Emplqyment status of | Frequency meanz STD | p-Values

caregivers (n=168) deviation

WAZ Employed 9 -0.653 £ 1.619 0.700
Unemployed 159 -0.434 £ 1.439

HAZ Employed 9 -1.630 £ 2.301 | 0.553
Unemployed 159 -1.144 + 2,234

BAZ Employed 9 0.595 + 1.117 0.728
Unemployed 159 0.455 +1.581

4.3 Nutritional knowledge and feeding practices

Caregivers were asked questions on feeding practices and nutrition knowledge. Most
caregivers (71.1%) never got the opportunity of being given nutrition education on
children’s feeding. Nurses (18.9%) are mostly the sources of nutrition education for

caregivers, followed equally by dieticians and mothers of the caregivers.

Very few children (15.3%) were given meals 5x or more per day. The majority of the
children ate on average three times per day and 23.8% ate four times per day.
Some caregivers (28.6%) knew that if a child is not adequately fed they would get
sick; 23.3% indicated that unhealthy skin is a sign of poor nutrition, followed by
kwashiorkor (19.6%) while 18.5% did not know the signs of poor nutrition. Caregivers
gave multiple answers when answering the question on “what would happen if a
child is not properly fed” this is the reason why (n) is more than 189. Table 10
outlines the nutritional knowledge of caregivers and feeding practices of their
children.

39

© University of Venda




Table 11

)
o

&5 ) university of Venda

Nutrition knowledge of caregivers

Frequency Percentage (%)

n=189
Have you been taught about feeding
Yes 55 28.6
No 135 71.4
Who taught you how to feed
Nurse 36 19.0
Dietician/Nutritionist 6 3.2
Caregiver 6 3.2
Grand caregiver 1 0.5
How many meals do you give to the child
2 meals 5 2.6
3 meals 110 58.2
4 meals 45 23.8
5 meals 12 6.3
>5 meals 17 9.0
What happens when child is not properly fed (n=189)
lliness 54 28.6
Unhealthy skin 44 23.3
Kwashiorkor 37 19.6
Don’t know 35 18.5
Swollen body 33 17.5
Weight loss 30 15.9
Weak 29 15.3
Underweight 13 6.9
Diarrheal 9 4.8
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4.4 Use of Child Support Grant

Participants were asked questions to establish how they used the CSG. The
caregivers reported to be involved in stokvels and 32.3% contributed more than R50
towards the stokvel, 1.1% contributed R10 and 36.5% did not have any stokvel.
Stokvels are invitation-only clubs of twelve or more people for savings, as rotating
credit unions or as a saving scheme in South Africa, where members contribute fixed
sums of money to a central fund on a monthly basis (Stokvel sector. Online). All
children were receiving an amount ranging from R190 to R240. The reason for the
difference is that data was collected over a period of three years, and CSG is
increased annually. In 2007 it was R190, but it increased to R210 in 2008 and during
the last year of data collection it was R240. The total amount of CSG in the
household varied according to the number of children receiving CSG in the
household. 32.8% had a total ranging from R420-R700, 57.7% had a total amount
ranging from R190 to R400. The mean CSG received was R386.22 + R208.75.

The number of children receiving CSG in the household ranged from 1-5 in the
study. 41.3% of the caregivers indicated that they have only one child receiving
CSG, 34.9% had two children whereas 3.7% had four recipients of CSG. Caregivers
were asked if the CSG is used for supporting the whole family. 56.1% indicated that

the CSG supports the whole family while the remaining 43.9% said it does not.

Caregivers reported that they were receiving various types of grants. These include
grants for older persons, Disability grant, Foster Care grant and a combination of
Disability Grant and Pension. 27.0 % of the participants had other family members
who received Pension grants, 2.1% received a combination of Disability Grant and

Pension Grant whereas 64.6% did not receive any grant than the CSG.

See table 12 for data on social grants.
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Table 12 Data on social grants

Parameter Frequency (n=189) Percentage
Amount contributed to stokvel per month
R10 2 1.1
R20 9 4.8
R30 26 13.8
R40 7 3.7
R50 15 7.9
>R50 61 32.3
Did not use money on stokvel 69 36.5
Amount of CSG received per child
R190 69 36.5
R210 69 36.5
R240 47 24.9
Don’t Know 4 2.1
Total CSG for all children per household
R190 - R400 109 57.7
R420 - R700 62 32.8
R720 - R950 14 7.4
R960 - R1 200 4 2.1
Number of children receiving CSG per caregiver
1 78 41.3
2 66 34.9
3 29 15.3
4 7 3.7
5 9 4.8
Other forms of grant received
Pension 51 27.0
Disability 11 5.8
Disability grant and Pension 4 2.1
Foster 1 0.5
No other forms of grant 122 64.6
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Child Support Grant was intended to contribute to the wellbeing of a child; however,
it is used for different purposes in different households, and the majority (94.2%)
uses it to buy food with, 71.4% for toiletry, 68.8% for clothing, 37.0% for stokvel, and
31.7% for electricity. 26.9% of the participants spent it on school fees. Table 12

summarises the use of CSG.

Table 13 Uses of CSG by caregivers

Description of use | No of Percentage (%) | Amountin Rand
of CSG households

Mean = SD
Food 178 94.2 R171.55 + 159.25
Clothing 130 68.8 R70.77 £ 97.14
Toiletry 135 71.4 R61.89 = 69.24
Stokvel 70 37.0 R30.52 + 51.98
Electricity 60 31.7 R18.77 = 46.54
Fees 50 26.9 R14.04 + 40.70
Nappies 13 6.9 R10.59 + 35.53
Doctor 8 4.2 R2.18 £ 15.71
Paraffin 7 3.7 R1.8 £10.76

In order to establish whether CSG was used to buy nutritionally dense food that
would promote proper growth and development, it was important to ask caregivers

about the types of food they were purchasing with the money.

A total of 81.0% is spent on starches, where mealie meal is the most commonly
bought commodity (43.9%), followed by cereals (Baby cereals and or breakfast
cereals) at 21.1%. A percentage of 13.8% goes to meat and meat products. Offal

was the most purchased protein sources followed by poultry.

The majority of caregivers (88.5%) spend some of their money on milk and milk

products, and this is shown in Table 9 that caregivers used the money mostly to buy
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yoghurt (45.0%). The use of “Danone” cuts across all ages as a snhack and this is

followed by Nespray at 24.9%.

The CSG money was also spent on fruits, the highest percentage was on bananas
followed by apples. These two types of fruit are accessible throughout the year
compared to pear and orange which were the least purchased. Moreover banana
has a smooth texture therefore can be easily eaten by babies as early as 6 months.
Vegetables were also part of the food expenditure. Interestingly, the starchy
vegetable (potatoes) is the highest most bought vegetable, as reported by the

caregivers.

Very few caregivers spend money on cold beverages. Cordials are mostly used at an
insignificant percentage of 8.9. Table 14a and 14b gives a breakdown of food bought

with CSG money.

Table 14a Food bought with CSG money

Parameter Frequency (n=189) Percentage (%)
Purchasing patterns by food group

Starches 153 81.0
Meat and Meat products 26 13.8
Milk and Milk products 168 88.9
Fruits 76 40.2
Vegetables 113 59.8
Cold Beverages 19 10.1

Types of starches purchased

Mealie meal 83 43.9

Cereals 40 21.1

Macaroni 22 11.6

Rice 10 5.3

Bread 8 4.2

Samp 3 1.6
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Types of meat and meat products purchased

Offal 68 36.0
Poultry 50 26.5
Soya soup 38 20.1
Tin Fish 32 16.9
Beef 29 15.3
Processed meat 16 8.5
Beans 15 7.9
Eggs 12 6.3
Peanut butter 4 2.1
Fish 2 1.1

Table 14b Food bought with CSG money

Parameter

Frequency (n=189)

Percentage (%)

Types of milks and milk products purchased

Yoghurt 85 450
Nespray 47 549
Fresh milk 26 138
Baby Formula 22 116
Inkomazi 10 53
Types of fruits purchased

Banana 35 185
Apple 30 15.9
Pear 7 37
Orange 4 51
Types of vegetables purchased

Potatoes 37 196
Cabbage 28 148
Onion 24 127
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Spinach 9 4.8
Butternut 7 3.7
Beetroot 4 2.1
Carrots 4 2.1

Cold beverages and drinks

Cordials 17 9.0

Fruit juice 2 1.1

The study seeks to find out what proportion of money was spent on household items.
The mean value for money spent on food is R171 + 159.25, for clothing is
R70.77 £ 97.14, toiletry is R61.89 + 69.24 and stokvel account for R30.52 + 51.98

Table 15 Amount of CSG spent on different household items

Iltems Mean amount spent in Rand & SD Don’t know | Did not buy
Food R171.55 + 159.25 17% 5.8%
Clothing R70.77 £ 97.14 9.5% 40.3%
Toiletry R61.89 + 69.24 11.1% 28.6%
Stokvel R30.52 + 51.98 0.0% 61.4%
Electricity | R18.77 + 46.54 0.0% 68.8%
Fees R14.04 + 40.70 1.1% 85.7%
Nappies R10.59 + 35.53 0.0% 91.0%
Doctor R2.18 £15.71 0.5% 96.8%
Paraffin R1.80 £10.79 0.0% 97.4%

The proportion of total CSG spent on food is less than 50%. However, food is the
highest item that caregivers use the CSG on. The proportion of money spent on food
using a mean CSG of R386.22 + R208.75 is calculated and tabulated in table 16

below.
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Table 16 Proportion of CSG spent on goods per item

Item Proportion of CSG (%)
Food 44
Clothing 18
Toiletry 16
Stokvel 8
Electricity 5
Fees 4
Nappies 3
Doctor 0.6
Paraffin 0.5

4.5 Summary of results

All caregivers and their children were from low socio-economic households. The
prevalence of wasting and stunting in children was very high accompanied by a high
prevalence of overweight and obesity in caregivers. This confirms the co-existence
of under-nutrition and over-nutrition, double burden in the same household. The
proportion of CSG spent on food was less than 50%, with most foods bought being
of low nutritional quality, mostly starchy foods. Almost all caregivers were not taught

on child feeding.

The quantities of foods bought and the quantities fed to the children were not

determined as part of this study.
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CHAPTER FIVE
DISCUSSION

This chapter discusses the results of the study under the subheadings: Socio-
demographic and environmental information; nutritional status of children and their
caregivers; nutrition knowledge and feeding practices of caregivers; and the use of
CSG.

5.1. Socio-demographic and environmental information

The majority of study participants were from poor socio-economic background, and
this could be due to high rate of unemployment of caregivers. The unemployment
rate among the caregivers (84.7%) is almost four times higher than the national
unemployment rate of 25% and in the Waterberg District it is 28.10%
(www.localgov.co.za, 2014.05.30). High unemployment rate among caregivers in this
study may be caused by many factors, including the low number of people with post-
matric education: only 5.8% had tertiary education. Most households in this study
depend on CSG for survival. In the current study, most recipients of CSG were
women aged 18-40 years. Leatt (2004) arrives at a similar conclusion where it is
indicated that more than 98% of the CSG recipients were women under the age of
35 years. The majority of the caregivers were single, and that made them eligible to

be recipients of CSG as stipulated by Kruger (1998).

In this study, 77.8% of the households had five household members or more. It was
interesting to see that 56.1% of households had formal houses while 15.3% were
staying in RDP houses of which, 16.4% were extended RDP houses. This is in line
with the Census results (2011) which show a decline of 0.8% in informal settlement
from 2007. Limpopo seems to be the province with the lowest number of informal
settlements and this has been consistent since 2007 to 2011 (Statssa, 2012). The
majority (55%) of the households in this study use pit latrines, like in a study that was
done in Northern Uganda where 60.1% of households had their own pit latrines
(Mokori et al., 2013), while in the study that was done in KZN by Faber and Benade
(2007) access to toilet facility in households was even higher at 90% and only 2.6%

did not have a toilet facility. This is different from another KZN study where 39% had
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no toilet facility (Case et al., 2003) and different from the Northern Uganda where a
significant number of households (35%) had no toilet facility (Mokori et al., 2013).
This study was conducted in four villages, which do not have municipal sanitation
facilities. Households build their own septic tanks in order to have flush toilets. Those
who had municipal toilets had chemical pit types. Very few households (3.7%) used
the toilets of the neighbours similar to Mokori et al. (2013) where 3.3% used
neighbours latrines. Poor sanitation has been shown to be associated with
underweight (Puoane et al., 2000; Gabotswang, 1998). The children in this study

were severely underweight and stunted.

With regard to access to water, 50.8% accessed their water from the public tap, but
37.0% of the households had their own private taps in their yards. This is in contrast
to KZN, where 8% of households had piped water in their dwellings (Case, 2004),
However, another study by Faber and Benade (2007), that was done in KZN,
showed that the majority (90%) of households had access to tap water. Labadarios
et al., (2005) in the National Food Consumption Survey of South Africa had similar
results, wherein 60% of the households obtained water from own taps, and 25%
from communal taps; only 9% had boreholes in their yards. The source of water in
South Africa is depended on where people live; however, villages near big towns
often have tap water inside the own yard/house. Safe, clean water is essential for a

healthy nutritional status.

According to the results of the Census 2011, there is an increase in the proportion of
households using electricity for heating in eight of the nine provinces over the period
1996-2011. Limpopo moved from 36.8% to 45.0% from 2007 to 2011 (Stats SA,
2012). The type of energy used was electricity (41.3%) similar to a KZN study where
50% of the households had grid electricity. Few households (23.3%) supplemented
electricity with wood, and only 13.2% used wood as the only source of fuel. The

source of energy is one of the determinants of children’s nutritional status.

5.2. Nutritional status of children and caregivers

The future of a child depends a lot on the nutrition during the first 1 000 days of their
life; if good nutrition is provided from conception, this lays a solid foundation for the
physical and cognitive development (Paxson & Case, 2008). This results in better

performance at school (Alderman et al.,, 2001), which then translates to better
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chances of finding good, well-paying employment, therefore better income (Handa et
al., 2014).

The Z-score measurements are a way of examining the impact of CSG on the
nutritional status of children receiving it (KIDS, http:/sds.ukzn.ac.za. Accessed
2014.03.20). The nutritional status of children under five is one of the indicators of
household well-being and one of the determinants of child survival (Thomas et al.,
1990).

Most children in the current study were of normal weight at 55.6%. This is similar to
the study done in India by Chatterjee & Saha (2007), where they found that children
under 5 years were of normal weight. On the contrary, the prevalence of wasting was
high at 32.3% in this study. Similar results were shown by the Brazilian study where
they found a negative effect on weight, but this was contributed to by the erroneous
perception that the programme benefits would be discontinued if a child grew well
(Morris et al., 2004). This study is in contrast with the SANHANES-1 because it was
reported that undernutrition in children younger than 10 years has decreased since
2005, this indicates that undernutrition is not that much of a problem since it
indicates short-term deprivation of food and can easily be corrected. It is possible in
this area that it was so, but trends analysis was not done for this study area. Stunting
being an indication of long-term starvation and chronic food insecurity is a cause for
concern and is persistent in most studies done. In the current study, it is shown that
21.2% of the children were stunted and 19.5% severely stunted, a very high
prevalence of more than 40% and of public health concern. This concurs with
Koornhof (2014) where stunting was 31.6%, similarly in SANHANES-1 with boys and
girls being stunted at 26.9% and 25.9%, respectively. The purchasing power of the
caregivers was poor, and the proportion of CSG spent on food was low. The food
purchased was of poor quality, mainly energy dense and poor in micronutrient
content. Zere and Mclintyre (2003) have shown consistency with the results that
stunting was found to be the most prevalent form of malnutrition in South Africa, and
it is mostly observed in poverty stricken provinces such as the Eastern Cape and
Limpopo. Malnutrition may adversely affect the child’s intellectual development and
consequently health and productivity in later life (WHO, 1995), and stunting is
regarded as an indicator for long standing dietary deprivation and is associated with

poor socio-economic conditions. WHO recommends stunting as a reliable measure

50

© University of Venda



)
o

&5 ) university of Venda
C

of overall social deprivation (WHO, 1986). This study did not determine the food
guantities consumed by the children. Thus, nutrient intakes were not determined.
However, the quality of food bought does show inadequate variety of protein and
other micronutrient sources. It is also possible that the energy intake was inadequate

given the large number of family members in most households.

Obesity is one of the pandemics that South Africa is faced with and this threatens the
health of the citizens as it predisposes them to non-communicable diseases such as
Diabetes and Hypertension. Half of the caregivers in the study were of normal BMI,
however 22.1% were overweight and 12.1 % were obese, contrary to the
Demographic and Health study by Puoane et al. (2000) where 56.6% of women were
overweigh/obese and 42% had abdominal obesity (WHR of more than 1). This again
shows that caregivers have children that are undernourished, while it would seem
that they have more than adequate food to eat. Inadequate food distribution
practices may be responsible for the co-existence of under-nutrition and over-
nutrition in the same households. Adults, in society, are expected to feed children
first, but the real practice is different. Lack of knowledge influences nutritional status
(Levitt et al., 2009).

In this study, 91.5% of the children did not have a history of illnesses in the past
month, this is in agreement with South African Child Support Grant Impact
Assessment (2012), where they showed that three quarters of all children were free
from illness over the period of assessment. In this study, common colds and flu were

mostly reported similar to the SA CSG Impact Assessment (2012).

5.3. Nutrition knowledge and feeding practices

Every-time a child suffers the curse of malnutrition, the caregiver takes the
responsibility due to her lack of nutritional knowledge (Chatterjee & Saha, 2007).
Nutrition education is essential for promoting knowledge of nutrition as well as
nutritional practices which have the potential to result in a better nutritional status of
the targeted population (Nnakwe, 2009). A large body of empirical international
evidence exists pointing to a causal effect of education on health knowledge (Conti
et al., 2010; Khattak et al., 2007; Liaqgat et al., 2006).
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In this study 71.1% of caregivers were never taught about child nutrition, this is in
contrast to a study by Faber & Benade (2007) that was done in rural KZN where only
22% of caregivers indicated that they never received nutrition education. Those who
received education amounted to 28.9% in the present study. Those who were taught
cited nurses (19.0%) while a few were taught by either a dietician (3.2%) or their
mothers/parents (3.2%); this correlates with Faber & Benade (2007) where the
majority of caregivers received nutrition education from health facilities. Most
caregivers (58.2%) reported that a child has to be given three meals per day similar
to a study done in Northern Uganda where a mean number of meals given to a child
is 2.2 + 1 time/day (Mokori et al., 2013). Although nutrition knowledge alone, may not
be adequate as a determinant of maintaining a healthy diet, knowledge can
positively influence beliefs and facilitate healthier food intake practice (O’Brien &
Davies, 2007).

Only 18.5% indicated that they were not aware of the symptoms or effects of
malnutrition, while the majority was able to mention the symptoms with most
mentioning that the baby will be sick (28.6%), kwashiorkor (19.6%), swollen body
(17.5%), and weight loss (15.9%).

The relationship between poverty, income and household food security is a bit
complex. While South Africa is generally food secure as a country, a large number of
households are food insecure (Altman et al., 2009). According to Van der Berg
(2006) social grants seem to be a positive contributor to improving food insecurity.
Poor households spend an average R8 485/annum on food which translates to R707
per month and it amounts to 34% of the total income as compared to the non-poor
households which spend R14 020 (R1 168 per month, which is 7% of their total
income) as reported by Poverty Trends in South Africa (2014) on Household Income
and Expenditure Patterns in SA. The household expenditures observed in this study
are far below the norm of R707 per month. Van Aart (2008) interprets this to say
poor households are left with little money for other expenditure items such as
education, health and savings. The definition of poor household is one which has an
income ranging between RO - R54 000 p.a. (Stats SA, 2011). Total household

income in this study was much less than R7 500 per month for most households,
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indicating poverty. The current study shows that 23.3%, spend around R105 - R200
on food, compared with what Stats SA (2011) reported. The participants spend far
less than the general population of poor households in SA. This indicates that it
would not be expected of the households in the current study to be purchasing food
of high nutritive value with so little money per month. This then explains the high
prevalence of wasting and stunting in the children. Stunting is an indication of

chronic malnutrition and persistent household food insecurity.

Stats SA (2011) indicates that 35% of poor households spend most of their money
on starch (mostly mealie), while non-poor households spend 20% of their money in
the same category. While a higher percentage of money goes to the starches in the
poor households, only 22% is spent on meat, fish and poultry while the non-poor
spent almost 30% of the same category and the latter has variety of meat sources to
choose from like boerewors, lamb and beef. Similarly in the current study 81.0% of
the money spent on food goes to starches, the highest percentage of which is spent
on mealie meal followed by baby cereals. Lack of nutrition knowledge is apparent
here, if caregivers were aware or taught on how to make homemade porridge,
nutritionally dense with food that is accessible and affordable at home, they would
avoid buying baby cereals and instead spare the money for variety of healthy protein

dishes that would nourish their children.

As indicated in the Stats SA of 2011, the poor have little money to spend on meat
sources compared to the non-poor; the current study shows that the highest
proportion of money spent on meat sources goes to offal, which tends to be
affordable in price but is of low nutritive value, which even predisposes them to
NCDs as they are high in saturated fat and cholesterol, aggravating the burden of
malnutrition in SA. The types of meat sources that participants afforded under this
category were giblets, gizzards, chicken neck etc., because they are purchased in
bulk and are affordable and last longer during the month. According to Stats SA
(2011) the poor and the non-poor spend same amounts of money on fruits and
vegetables which is 12.3%. However it turns out that the poor families spent a lot on
potatoes at 3.1%. In contrast to the current study, vegetables (59.8%) are purchased
more than fruits (40.2%) and similar results on potatoes at 19.6% being the most
purchased vegetable item. Potatoes were mentioned under vegetables as they are
regarded as such in the community, although it is known that potatoes are
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abundantly starchy in nutritive content. This is worrying given the poor nutritional

status of the children.

Poor households spend only 3.1% of their money on non-alcoholic drinks, compared
to non-poor families which spend 5.3% on variety of non-alcoholic beverages. The
most common non-alcoholic beverage purchased was cold-drink at 8.1%. A higher
percentage of expenditure (8.9%) is reported by the current study; however, the it is
used only on cordials as opposed to reports by others who showed that most used
money for cold drinks. A poor diet leads to chronic malnutrition such as stunting
(Caulifield et al., 2006). Stunting has detrimental effects on children since it affects
cognitive development of children, which then translates to late schooling and poor
performance. A stunted child is likely to drop out early from school. This means they
will get a low paying salary, and will not even be strong enough to carry out some
tasks at the workplace meaning that there will be decreased productivity (Behrman
et al., 2004). Short stature is associated with high risk of non-communicable

diseases later in life (Lancet, 2008).

5.4 The use of CSG

Kola et al. (2000) indicated that in Limpopo the CSG accounted for an average of
51% of household income. According to a study that was done in three provinces
(Limpopo, Eastern Cape and Western Cape) on hunger and malnutrition, all
participants indicated that they depend a lot on social grants with the Child Support
Grant and the OIld Age Pension being the most common forms of grants

(www.oxfam.org/grow, 2016.07.15).

Since CSG is aimed at reducing the poverty level and the standard of living,
caregivers used it for different purposes. In this study, the majority of families at
94.2% used it for food, followed by toiletries (71.4%) then clothing (68.8%), all basic
needs. This is in line with the survey that was done in the Sekhukhune District where
they showed that money was spent on items of five categories, nhamely food (54%),
water and electricity (9%) and soap and other household items (8%). Although for
Sekhukhune the difference was the huge gap between food expenditure and other
items, showing that food takes up more than double of other expenditures (Food
Insecurity and Vulnerability Information Management System, 2007). It was

interesting to see that stokvel appeared on the top list as one of the items that
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money was used for. This is also seen in the SA CSG Impact assessment report
(2012) where they reported that there was a 91% saving to stokvel schemes,
indicative of the importance of social involvement and social capital in such saving
groups. The main form of the stokvel in this study was for funeral purposes, ensuring

that at the time of death the family can obtain money to bury their loved ones.

Most households in this study had five or more family members, and 41.3% of them
had just one child receiving CSG. In rural areas of Limpopo the CSG accounts for an
average of 51% of the household income (Guthrie, 2002), the same percentage was
reported by Kola et al. (2000) in Limpopo. This is similar to the observation in the
current study, where 56.1% depended fully on CSG, while some households had
financial assistance from husbands (37.0%) and other caregivers (22.2%). However,
a smaller percentage of participants who depended fully on CSG was reported in a
Cape Town study (Guthrie, 2002), which also revealed that the average monthly
income was R837. However the total income of R1 000-R1 500 in the present study
was slightly higher than the income found in the Cape Town study. The current study
showed that 41.3% of caregivers received CSG for one child and 27.0% of the
households had additional grant of pension grant. This is similar to the study by
Guthrie (2002) where 36% had other forms of grant. The majority of participants in
the Cape Town study indicated that CSG has made their lives better because it
improved their ability to care for their children, specifically mentioning that they are
able to purchase food for their households.

The caregivers in this study were suspicious of the research team. They were weary
of the practices by some caregivers of playing cards and betting using CSG. They

thought the team were spies for Department of Social Department.

Women are the decision makers in terms of the usage of CSG where more than 70%
of them indicated that they use it for children’s clothes, food and groceries and
medical costs (Patel & Hochfeld, 2006). The current study indicates that the bulk of
the money (94%) is spent on food, followed by toiletry (71%), clothing (69%) and
electricity (27%). The Cape Town study by Guthrie (2002) reported the same
findings of 95% participants who indicated that the biggest portion of the CSG goes
to food and groceries, followed by electricity and school fees. A Soweto study by

Patel and Hochfeld (2006) found similar results though with a smaller percentage of

55

© University of Venda



)
o

&5 ) university of Venda
C

(54%) spent on food. The Soweto study further showed that the money is spent on
school fees, which is different from the current study where an insignificant number
of participants use it for school fees. It could be due to the fact that most schools in
the area are non-fee schools.

5.5 Summary of discussions

Since the inception of the CSG in 1998, the government targeted those families with
poor socio-economic status. The profile of caregivers in this study revealed that they
were mostly unmarried, and the highest grade passed was barely matric. Most
households had formal houses in line with previous reports by Stats SA that Limpopo
has few informal settlements. Most households depended on CSG with few having
an additional grant of pension. Household occupancy was more than 5 people on
average. This is not surprising as there is high rate of unemployment in South Africa.
Most households were electrified; however, some also used wood to cut down on the

electricity cost.

Similar to the National Consumption Survey of South Africa (Labadarios et al., 2005),
stunting and wasting was observed in the study, with the social and economic
consequences that come with undernutrition. It becomes apparent that the vicious
circle of malnutrition is not about to end. The consequence is poor cognitive
development of a child losing an opportunity to study until tertiary level. Although
some form of malnutrition was observed, it was heart-warming to observe that half of
the children were of normal weight, proving that CSG is meeting its objective of
enhancing the livelihoods of some recipients. Just as many studies would show that
obesity in adults is increasing at an alarming rate, in this study most women were
overweight/obese. This could be due to the vicious circle of malnutrition that if a child
grows being underweight they are predisposed to obesity and diseases of lifestyle in
their adult life. However, it is popularly known that adults serve themselves portions
that are extremely big and mostly the plate will consist of energy dense food like
mealie pap whilst at the same time activity levels will be low. Adults also eat all the
meat and give children the gravy. This could be a contributory factor to what is

observed in the current study.

The malnutrition observed in this study has a direct association with the caregivers’

nutritional knowledge as it was observed that most caregivers did not receive
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nutrition education, and if they ever did, it was from non-health workers e.g. mother,
mother in law etc. This also has got an effect on food choices that they would buy
with the money, where mostly energy dense food like mealie meal and potatoes are
purchased. When it comes to relishes or protein sources that would go with the
mealie pap, they chose food with low nutritive value such as chicken feet and offal.
Most of the caregivers fed their children three times a day; this would contribute to
the stunting that was observed, as feeding three times is not adequate for the child’s

small stomach capacity in relation to their rapid rate of growth.

From the implementation phase of CSG, it was meant not just for foods but to cover
the needs of a child holistically. This is proven in the current study that the money
was used for food, toiletry, electricity, clothing for the children and even stokvel. It
was not surprising to see that stokvel formed part of the items CSG is used for, as
they are considered important in black communities. It is always expected that one
should always prepare oneself for when death strikes in the family. Therefore stokvel

always makes it in the list of highest priorities of a household.

57

© University of Venda



)
o

&5 ) university of Venda
C

CHAPTER SIX
CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

Malnutrition in children remains a health burden in South Africa, hence the
researcher deemed it necessary to target the tender age of 0-5 years. This is a
fragile age where there is a ‘window of opportunity” to build strong foundation for the
future of the children through nutrition and the age where - if malnutrition is identified

early - there is still an opportunity to correct it.

This study’s main objective was to describe the nutritional status of children (0-5
years) receiving Child Support Grant, through determinants such as demographic,
environmental, children’s and caregiver’'s anthropometric measurements, caregivers
nutritional knowledge and the use of CSG in households. The main objective of the
government, when it came up with CSG strategy, was to improve the livelihood or
the standard of living for the poor. From the study, it became apparent that CSG has
contributed to improving the standard of living in many households, because the
majority indicated that they used the money for food, toiletry, clothing for the
children, electricity and stokvel. Most households had access to clean, safe water
from mainly communal and limited own private taps and limited access to pit latrines.

These are considered basic resources in a household.

South Africa is experiencing high unemployment rate; therefore most households
depend on CSG only for survival; only very few households have got financial
assistance from other sources or by other members of the family like spouses and

relatives.

The caregiver is the principal provider of the primary care that their child needs; the
type of care they would give depends largely on the level of education and
knowledge they possesses. Several studies have shown that caregivers’ education
plays a crucial role in their children’s survival. This is proven by Abdalla et al., (2009)
who stated that low a level of education of the mother results in various degrees of
malnutrition; however, this does not mean that mothers with high education levels
had healthier children (Liagat et al., 2006). This study showed a high proportion of

single parenting, and low level of education and at the same time high levels of
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wasting and stunting. In addition, a high percentage of obesity was observed in the
caregivers. There are many reasons why children could be malnourished and their
caregivers be overweight. The food portions for adults at home are always very big,
and they eat mainly starchy food with relishes of high fat content. The children in this
study were fed mainly three times per day and the types of food were of low nutritive

quality.

6.2 Recommendations

Food came up as the number one commodity that is bought with the money. It was
observed in the study that the caregiver would do better had they been educated on
nutrition when it came to food choices made when buying food. Most of them had
received advice from relatives, very few from health care professional, especially
from experts in the nutrition field (Dieticians/ Nutritionist). This study recommends
the involvement of nutrition experts in assisting caregivers in compiling a list of
economical and nutrition dense meals that can be bought with the money, to give
guidelines on infant nutrition, looking at frequency of meals, emphasising the
importance of exclusive breastfeeding as a solution to providing the best nutrition
early in life, that does not just nourish but give the best immune protection from early
in life. Furthermore, education on introducing a variety of foods when giving
complementary foods, dispelling most cultural beliefs and practices that contribute
malnutrition, e.g. delaying introduction of meat sources, fruits and vegetables until
the child is over one year old. Nutrition expects should assist in educating about
growing own vegetables so as to save the little money for other needs and also
teach about cooking methods that will ensure retention of micronutrients thus
preventing micronutrient deficiency. In order to ascertain that proper nutrition
education is given throughout the country, it would be necessary for the Departments
of Health and Social Development to come up with a plan of placing Dieticians /
Nutritionist in many different clinics or district health offices, so as to advocate for
proper nutrition in the first 1000 days of life, working in communities with caregivers.

This way the babies would have the best start in life, nutritionally.
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