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South Africa
Context

South Africa is situated on the southern tip of Africa. Its borders meet Namibia, Botswana, Zimbabwe, Swaziland and Mozambique. Lesotho is a landlocked country within the boundaries of South Africa. There are nine provinces being, in alphabetical order, the Eastern Cape, Free State, Gauteng, KwaZulu-Natal, Mpumalanga, Northern Cape, Northern Province, North-West Province and the Western Cape (de Villiers, 1999).   The geography and climate of South Africa vary quite widely.  About 65 per cent of South Africa receives less than 500 mm rain per annum - the minimum required for agriculture. The inland areas are also subject to regular periods of drought. Small parts of the country have an average annual rainfall of over 1,400 mm. The terrain includes savannah with mixed grasslands and trees, the dry Karoo and lush fynbos areas (Agricultural Policy in South Africa, 1998). 

The South African Health System

The first democratically elected government came into power in 1994.  The African National Congress (ANC) took on the responsibility of dealing with various problems in the health sector that arose from the previous apartheid legacy and the mammoth task of unifying 14 separate Departments of Health within the health sector. During the previous regime, apartheid and racial discrimination affected accessibility and distribution in every sector of the South African health system.  Health services were fragmented racially, geographically, structurally and functionally (Van Rensburg, 1992).  Racially white areas had better services and facilities than the black townships and homelands. Also, due to socio-economic differences, whites could access to private health care while the blacks had to depend on poor public health services.  The health service had a top-down approach and was structurally fragmented.  Management was highly centralised, central government had overall authority followed by provincial authorities and the local authorities at the bottom of the hierarchy. Functional fragmentation resulted from this highly centralised structure because there was no co-ordination and integration of health services. Preventive and curative services were offered separately and this sometimes resulted in duplication of services.  Primary health care services and community health services were poorly developed and only 4.7% of the total health service budget was officially allocated towards preventive medicine (Savage and Benatar, 1990 ; De Beer et al, 1988).

Geographically, health care provision was unequal in that the urban metropolitan areas tended to be better funded than the rural areas, with black rural areas and homelands particularly disadvantaged (Van Rensburg, 1992). In addition, these areas were also characterized by poverty, poor infrastructure such as transport and communications, thereby making health care inaccessible for the residents.  The new government prioritised addressing these problems to improve health services and the health status of South Africans.  The Reconstruction and Development Programme (RDP) expressed the commitment towards primary health care through the District Health System. Among the reforms that the government adopted was the District Health System documented in the White Paper for the Transformation of the Health System in South Africa which was tabled by the Ministry of Health in Parliament in April, 1997. This paper set out broad goals and objectives to improve health systems. The national health policy is based on the concept of the district health system, implying that services in each district are based on local conditions and health problems.  The White Paper sets out a plan for decentralising health-care delivery as well as re-orientating services to focus on primary health care. The objectives are to unify the fragmented health services at all levels into a comprehensive and integrated national health system.   This policy was aimed at bringing health closer to the people through decentralisation of services, encouraging efficiency by giving local health units more responsibility over their own management, promoting equitable health care and encouraging community participation. This policy also lays emphasis on the primary health care approach which is based on the provision of basic personal health care, such as immunization, family planning services, maternal and child health care, health education, nutrition and provision of essential drugs (DOH, 1997).

Obstacles facing these health reforms amongst others are that some of the local authorities are poor and are therefore not in a position to take charge of health services. However, the department intends to overcome this problem by letting provincial authorities handle the primary health care services until such time that the districts are capable of handling it themselves.  The ability of provinces to create the various structures which will be responsible for health administration in the future depends to a large degree on their own capacity and resources. Provinces which were previously well funded with strong and efficient infrastructures will be in a much better position to transform the administrations of their health services than provinces which were not.  

In some areas, the process is proving to be difficult for other reasons.  In the Western Cape, for example, both the local government and the provincial authorities are relatively strong. This raises political questions because both want dominance and the provincial government tends to be reluctant to hand over their authority to the local government. In addition, problems relating to the employees are likely because provincial workers will be transferred to the districts and this raises concerns about their remuneration and benefits.  Moreover, despite the government's aim to decrease expenditure through health care reform, decentralisation may, in fact, lead to increased costs.  Centralised systems tend to be more cost effective because of economies of scale.  

Policy-making and implementation of health care in South Africa have been riddled with several problems. Firstly, policy making is often done hastily without consultation of the relevant stakeholders.  Policy changes in health care have been undertaken rapidly thus affecting service delivery.  The RDP development monitor (October 1999) reveals that several problems are persistent in this country's health system. In the rural areas, 31% of hospitals do not have access to clean water and one out of five have no electricity or oxygen. This report states that the approach in health care has been top-down hence denying people a chance to participate in decision-making.

South Africa has entered a dynamic period of restructuring.  It is clear that enormous inequalities in health need to be addressed.  These revolve around urban/rural differences, population groups and poverty.  Ambitious plans have been formulated that could lead towards improving health of all South Africans, particularly the poor.  However, it is a major challenge to implement these plans, particularly in the face of the AIDS pandemic (Bradshaw, 1998).

The 1996 Census estimated a total population of 40.1 million.  Approximately 55.4 per cent of South Africa’s population live in urban areas.  The population remains young, with 34% under 15 years of age and 7% over the age of 60 years.  The pre-1994 history of racial discrimination in South Africa has ensured that disadvantaged population groups remain predominately very poor, under-educated and under-employed. Because of the vast disparity in income and living standards between people residing in urban and rural areas, the population discrepancies between provinces are noteworthy. The Eastern Cape, Free State, and the Northern Province tend to be the poorer provinces while the Western Cape and Gauteng are the more developed provinces (Statistics South Africa, 1996 and Statistics South Africa, 1999, May, 1998). 

South Africa is a middle-income, developing country with an abundant supply of resources, well-developed financial, legal, communications, energy, and transport sectors, and a stock exchange that ranks among the 10 largest in the world.  However, growth has not been strong enough to cut into the 30% unemployment and daunting economic problems remain from the apartheid era, especially the problems of poverty and lack of economic empowerment among the disadvantaged groups. Other problems are crime, corruption, and HIV/AIDS (May, 1998, The National Population Unit, 2000).   South Africa is characterized by extremes of wealth and poverty. Although it is classified as a middle-income developing country, the vast majority of the people are extremely poor. The Gini coefficient  at 0.68 which is an index used to describe the difference in income between the rich and the poor, is one of the two highest in the world. One of the most serious problems confronting South Africa is the chronic level of unemployment.  Unemployment figures illustrate the legacy of apartheid with Africans being the most badly affected. Among all population groups, the female unemployment rate is markedly higher than that for men. Ninety-five per cent of the poor are African and 75 per cent of the poor live in the rural areas (May, 1998). 

The national infant mortality rate (IMR) is 45 per 1 000 live births. The SADHS further showed that the IMR is higher in: rural areas, infants born to mothers with no formal education, families where the birth interval between children is less than two years and families with four or more children.  These factors are all linked to underlying poverty, poor access to formal education and a lack of empowerment to make more appropriate life-decisions.  Under-5 mortality was estimated as 61 per 1 000 births over the preceding 10 years.  The highest child mortality was experienced in the Eastern Cape where the rate of 80.5 per 1 000 was double that of the lowest figure of 39 per 1 000 in the Western Cape (Department of Health, 1998). Data from the recent World Health Organisation (WHO) report showed that countries with a comparable income level to South Africa such as Mexico and Brazil have far lower mortality rates in the under-5 age group (WHO, 2000). 

Immunisation is one of the most effective public health measures in reducing childhood morbidity and mortality. In 1994, a comprehensive national survey on the nutritional status of preschool children in South Africa was undertaken by the South African Vitamin A Consulting Group (SAVACG) in collaboration with the Department of Health, UNICEF and Sight and Life International. The  SAVACG survey reported a national immunisation coverage of 63.3%. The 1998 South African Demographic and Health Survey (SADHS) showed that by four years later health services had not yet obtained optimal immunisation coverage. The national average remained virtually stagnant, at only 63%. Coverage remains marginally higher in urban (67%) versus non-urban (60%) areas. Despite the stated goal of the Expanded Programme on Immunisation to attain greater than 90% immunisation coverage nationally by December 2003 and a minimum of 80% coverage in every province, immunization coverage levels have not improved between the 1994 SAVACG survey and the 1998 SADHS (SAVCG, 1996, Department of Health, 1998).

Malnutrition in South Africa

The SAVACG survey’s anthropometric findings indicated that one in four children was stunted and one in ten was underweight. In practical terms, this means that about 660 000 preschool children were underweight and 1.5 million were stunted due to chronic under-nutrition. Malnutrition was most prevalent in the Eastern Cape, Northern Province and in KwaZulu-Natal.  

              Figure 1   Prevalence of Underweight in Children 1 – 9 years (NFCS, 1999)
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Figure 2   
Prevalence of Stunting in Children 1 – 9 years (NFCS, 1999) 
[image: image2.wmf]0

5

10

15

20

25

Percentage with 

< - 2SDs

E.Cape

F. State

Gauteng

KZNatal

Mp/langa

N. Cape

N. Prov

N. West

W. Cape

National

Province

W/A


This national survey also found that one in three children had marginal vitamin A status as indicated by serum retinol (<20µg/dL). The prevalence of Vitamin A deficiency was highest in non-urban areas in children with poorly educated mothers. Additionally, one in five children were found to be anaemic (Hb<11g/dL).  Anaemia and poor iron status were most prevalent in the urban areas in 6 to 23 month old children. Children with marginal vitamin A status were also at a significantly higher risk of being anaemic and of having iron deficiency anaemia (SAVACG, 1996). 

Figure 3   Vitamin A Status of Children 6 –71 months (SAVACG, 1996)
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Figure 4   Iron Status of Children 6 – 71 months (SAVACG, 1996)
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In 1995, in the absence of national food consumption data in any of South Africa’s populations, a “meta-analysis” of dietary surveys since 1979 was undertaken by the South African National Nutrition Survey Study (SANNSS) group . Despite the small scale and fragmented nature of these studies, it 
was concluded that in 2 - 6 year old children, non-urban African children had the lowest energy and macronutrient intake. The low energy intake of non-urban African children, was most probably the result of a low fat intake, and could be used to explain the high prevalence of stunting in this group and may, at least partially explain the findings of the SAVACG survey. Specifically, the SANNSS meta-analysis indicated that the mean intake of calcium and zinc was very low in African children compared with the Recommended Dietary Allowances (RDAs). Similarly, the mean intake of iron was low in urban black children, as was the intake of vitamin B6 ,  vitamin C and folate in non-urban African children. Within its acknowledged limitations, the SANNSS meta-analysis indicated that dietary intake of African children was inadequate with respect to energy intake and was poor in nutrient density. In this regard, poor dietary intake and nutritional status are of great concern because of their known adverse impact on the physical and mental development of children as well as the loss of individual achievement, poor quality of life, and significant adverse effects on social and economic development at the national level.

The national Food Consumption Survey collected baseline data in 1999 to inform guidelines for food fortification as well as the development of appropriate nutrition education material for South African children. The results of the survey have revealed that nearly one out of five children aged 1-9 years is affected by stunting, which is by far the most common nutritional disorder in the country. The condition was found to be more prevalent on commercial farms and in tribal and rural areas as compared to urban areas. Stunting decreases with age and the highest prevalence was found among children aged 1-3 years. The prevalence of stunting was related to maternal education and the less education the mother has, the higher the chances that her child will be stunted. The prevalence of stunting was highest in the Northern Province (31%), Mpumalanga and Free State (27%), succeeded by North West (26%), Northern Cape (25%) and KwaZulu-Natal (24%) (Labadarios, et al, 2001).

Given the poor and evidently deteriorating nutritional status of the children of South Africa, the Department of health tasked the Nutrition Directorate in 1995 to implement the Integrated Nutrition Strategy, which was to resolve the problems of the mainly food-based and fragment approaches of the past.  The Integrated Nutrition Policy, which operates as the Integrated Nutrition Programme (INP) aims to facilitate a coordinated intersectoral approach to solving nutrition problems in South Africa. It strives to improve the nutritional status of all South Africans by offering various services and interventions directed at solving malnutrition. This is done through a coordinated intersectoral approach within the primary health care approach and the District Health System.  The emphasis is on building capacity of communities to be self-sufficient in terms of the food and nutrition needs while at the same time protecting and improving the health of the most vulnerable groups – women, children and the elderly.

The INP provides the framework for transformation of existing programmes, namely the National Nutrition and Social Development Programme, the Protein-Energy Malnutrition Scheme and the Primary School Nutrition Programme, in order to deliver a more comprehensive and effective service (Department of Health, 2000). 

The community-based nutrition projects of the INP focus on household food security and food-based income generation. Guidelines in this regard have been developed and are included in the draft guideline document of the INP. Principles for strengthening the existing programmes as well as for phasing out the food handouts and dependency-creating aspects of present programmes are also included. Seventeen community-based projects are being piloted in four provinces. Given the high prevalence of micronutrient deficiencies in the country, the elimination of deficiencies of vitamin A, iron and iodine is part of the nutrition objectives of the Department of Health and those of the National Programme of Action for Children, which was adopted by the Cabinet in 1996. The Department envisages eliminating micronutrient malnutrition through a combination of strategies, for example food fortification, targeted micronutrient supplementation, dietary diversification and public health measures such as parasite control. Parasite control pilot projects were started in Mpumalanga and KwaZulu-Natal (Department of Health, 2000). 

Hunger, parasite infections and micronutrient deficiencies affect children’s learning capacity, school attendance and general well being. The ongoing school-feeding component of the INP is aimed at contributing to the improvement of the quality of education by enhancing primary schoolchildren’s active learning capacity as well as their school attendance. In 1997, the national departments of Health and Education embarked on a programme to develop a nutrition education package for incorporation into Curriculum 2005, based on outcomes-based education principles, using 40 primary schools in two provinces. Between September 1994 and December 1998, more than R1 249 million was spent on school-feeding projects country-wide for needy primary schoolchildren. At the end of December 1998, 4,2 million children in 14 175 primary schools were served nationally, with rural and peri-urban areas receiving particular attention (Department of Health, 1999).

The INP combines direct and indirect nutrition interventions and includes service delivery as well as behaviour change aspects.  Examples of direct nutrition interventions include nutrition education and promotion; micronutrient supplementation; food fortification; and disease-specific nutrition counselling and support. Indirect nutrition interventions could include parasite control; steps to improve access to food; provision of health care services; and provision of clean safe water.  The focus areas and support systems of the INP determine its scope. The focus areas of the INP are: 


•
Disease-specific nutrition support, treatment and counselling
•
Growth monitoring and promotion 

•
Nutrition education, promotion and advocacy 

•
Micronutrient malnutrition control 

•
Food service management 

•
Promotion, protection and support of breast feeding 

•
Contribution to household food security 

The support systems of the INP are:

•
Human resource plan 

•
Nutrition information system, including nutrition surveillance, nutrition surveys and a management information system 

•
Financial and administrative system. 

Iron Deficiency Anemia   

The SAVACG survey reported anemia prevalence (Hb<11g/dL) among children 6-71 months of age as 21% (SAVACG, 1996).  Prevalence rates of anemia were similar in urban and rural areas, as well as in boys and girls. However, low iron stores were more common in the urban areas (12%) as compared to the rural ones (8%). Using various hematological parameters, almost 30% of males and 60% of females in the baseline survey for an iron fortification trial had iron deficiency (Mayet, 1998).  In a rural area in northern Natal, prevalence of anemia in a population with ages ranging from 6-74 years was reported to be 42% for males and 52.5% for females (citation).  IDA is also common among pregnant women, especially among women of Indian origin living in South Africa. Prevalence of anemia (Hb < 11g/dl) in the third trimester of pregnancy was reported in 47% Indian and 29% black South African women attending an antenatal clinic in Durban (mayet, 1985).  Anemia rates increased progressively with advancing pregnancy. A number of small studies report the prevalence of anemia in pregnancy, as 22-35% in Durban, 27-37% in Johannesburg and 33% in Gazankulu. In Chatsworth, 20-42% of non-pregnant Indian women were anemic. (WHO,1992).   Children with marginal vitamin A status were also at a significantly higher risk of being anaemic and of having iron deficiency anaemia (SAVACG, 1996).
Iodine Deficiency Disorder   
In the SAVACG survey, visible goitre was noted in 1% of children nationally.  This finding needs to be viewed cautiously given the age group of the study population and the experience of the field workers. The rate varied from 0.2% in Gauteng to 4% in the Northern Cape. No difference was noted when comparing rural with urban areas or age strata. The national Iodine Deficiency Disorder (IDD) Survey, which was conducted in 1998 among primary school learners, showed that learners in 89.4% of the primary school surveyed had a normal iodine status, following the mandatory iodation of food grade salt in 1995. However, learners in 10.6% of the schools, mostly in rural areas, were iodine-deficient (Jooste, 1999).  
Vitamin A Deficiency   

Xeroph-thalmia (clinical eye lesions leading to nutritional blindness) rates among approximately 11,000 children, 6-71 months of age, were found to be surprisingly high since clinical VAD was not considered previously to be a problem in South Africa. Night blindness was prevalent in 12%, Bitot’s spots in 0.4-0.8%, corneal xerosis in 0.2-0.7%, and keratomalacia or corneal scarring in 0.1%. The prevalence of Vitamin A deficiency was highest in non-urban areas in children with poorly educated mothers.   Subclinical deficiency (serum retinol levels < 20 µg/dl) was found in an average of 33%, that is one in three children, ranging from 18% in Northern Cape to 43% in the Northern Province. Prevalence of low serum retinol was higher in the rural areas (38%) than in the urban areas (25%). Serum retinol levels were found to be low in 44% of preschool age children, living in poor settlements near Durban, (Nutriview, 1996) suggesting that these groups should be targeted for vitamin A interventions. Among 189 children hospitalized for measles complications, 92% had low serum retinol levels, reinforcing WHO guidelines that vitamin A supplements should be given to children with measles.  Another group that may be targeted in the future is the children of HIV-infected mothers. Vitamin A supplementation, in a randomized, clinical trial was shown to reduce diarrheal morbidity among children of HIV-infected mothers.

Following the findings of the SAVACG study, the national Food Consumption Survey collected baseline data in 1999 to inform guidelines for food fortification as well as the development of appropriate nutrition education material for South African children. Micronutrient deficiencies are prevalent in the country and are affecting especially vulnerable groups such as children and women. The NFCS showed that most children appear to consume a diet low in energy and poor in protein quality and micronutrient density. One out of two children have an intake of less than half the recommended level of energy, vitamins A and C, iron, zinc and calcium. The NFCS findings support the results from the South African Vitamin A Consultative Group (SAVACG) Survey among children 6 to 71 months, which found that 33.3% of children are vitamin A deficient (serum vitamin A <20 µg/dl), a prevalence which indicates that vitamin A deficiency is a serious health problem in the country.  The most disadvantaged children were those in rural areas with poorly educated mothers.
Recommendations

Based on the findings of the nutritional survey conducted by the South African Vitamin A Consultative Group (SAVACG) and the National Food Consumption Survey group, several recommendations have emerged for programmatic activities to be undertaken. These include:

•
A national three-year program for high dose vitamin A distribution to children 6-72 months of age and to lactating mothers within the first two months of giving birth;

•
Administration of high-dose vitamin A to all children with malnutrition, measles, or diarrhea; and

•
A national three-year program for high-dose distribution iron sulfate syrup to all children between 6-24 months. 

Other recommendations included: 

•
The younger child (1 –3 years) is clearly a prime target for intensified nutritional intervention and the mother/caregiver for nutrition promotion 

•
The need to improve dietary and nutrient intake of children to be addressed within the current framework of the INP, 

•
The urgent implementation of various food-fortification programs, 

•
The current menus of the PSNP, PEM Scheme as well as those of crèches should be reviewed with a view to improving dietary variety and quality of the foods used, 

•
Implementing measures to improve nutrition knowledge and awareness of mothers and health workers, 

•
Within the framework of health care services the promotion, protection and support of exclusive breastfeeding for 4-6 months and furthermore, the introduction of complementary feeding together with continued breastfeeding for up to 2 years should be the cornerstone in the nutrition of the young child.

Policy & Programmes to Address Micronutrient Malnutrition

Micronutrient Deficiency is a priority area within the INP.  Strategies suggested to address micronutrient malnutrition have included supplementation, food fortification and diet diversification as well as public health measures such as parasite control, water and sanitation programmes and immunization.
 Iodine Deficiency Disorders

South Africa introduced compulsory iodisation of table salt at the end of 1995 to comply with one of the nutrition goals of the 1990 World Summit for Children that aimed to eradicate IDD by the year 2000. At the same time, the level of iodisation was increased to between 40 and 60 ppm.  In the following years the success of eliminating IDD in South Africa through compulsory iodisation of salt at an elevated iodine concentration was evaluated in a series of MRC studies and in a national IDD survey commissioned by the Department of Health.  Compulsory iodisation of table salt, as a public health intervention to eliminate iodine deficiency, resulted in dramatic improvements in the short term, both for process (or intermediate) and outcome (or impact) indicators of iodine deficiency and endemic goitre. Improvements in the process indicators were determined. Within one year the iodine content of table salt available in shops in three of the nine provinces more than doubled, from an average of 14 ppm to 33 ppm.  This average further increased to 42 ppm over the next 2 years. However, 19,2% of the salt packages on retailers’ shelves still had an iodine content of less than 20 ppm.

In a national study on the iodine content of household salt, the Medical Research Council’s National Research Programme for Nutritional Intervention found that the coverage of iodised salt also improved remarkably, and the average and median iodine content of household salt appeared sufficient to eliminate IDD.  The coverage of iodised salt improved from a situation before compulsory iodisation where only 30 % of table salt was iodised and unequal access to iodised salt existed, to a situation where 62% of households in the country were using adequately iodised salt of at least 15 ppm. Unfortunately, vulnerable groups in the population are still exposed to under- or non-iodised salt. These groups include people of the three northern provinces of the country, rural people, households using predominantly poorly iodised coarse salt, and low socio-economic households. A significant percentage, up to 20%, of households in some of these provinces use non-iodised agricultural salt in the preparation of their food. Therefore, the significant progress achieved in improving the coverage of adequately iodised salt is accompanied by factors and practices weakening the national iodisation programme.

Outcome indicators reflect the impact of the national salt iodisation programme on the iodine and goitre status of the population. Due to their vulnerability and accessibility, primary schoolchildren are used worldwide as a proxy group to assess IDD in the community. Evidence of the success of the salt iodization program is given by an improvement in indicators of iodine deficient status across time.  The iodine status of primary schoolchildren of four communities in the Langkloof area in the southern Cape were evaluated prior to program implementation.  Results showed median urinary iodine concentrations ranging from 5 to 65 µg/L (overall 22 µg/L), and goitre prevalence from 14% to 30% (overall goitre rate 25.6%).  With program implementation, the median urinary iodine concentration in the four communities increased dramatically.  Urinary iodine excretion values were reported as 22 to 186 µg/L at one year after program implementation, at 205 µg/L at three years, and decreased to 167 µg/L after five years of program implementation.  The overall goitre prevalence remained unchanged after one year, but declined to 18.9% at 3 years and reached a prevalence of 9.5% at five years.  In 1998, the South African Institute for Medical Research conducted a national IDD survey commissioned by the Department of Health.  The results showed an adequate iodine status in most areas.  This represents a major improvement in iodine status compared to the iodine deficiency and endemic goitre observed in several isolated studies in the early 1990s (Jooste, Strydom, and Lombard, 2001)

Policy Implications   

To strengthen this trend, a multi-pronged approach needs to be adopted to eliminate the barriers preventing the country from achieving a coverage of 90% of households using adequately iodised salt of at least 15 ppm.  Important policy approaches should be included in which the salt suppliers are seen as the primary role-player implementing the salt regulation. It is in their hands to increase the accuracy of salt iodisation and to reduce the variation observed in iodine concentration. To assist the producers in this role, effective liaison among the salt producers, the health authorities and scientists should be strengthened to enhance the mutual flow of information in a concerted effort to achieve the international goal of 90% adequately iodised salt. 

With the introduction of mandatory iodisation in South Africa, an important public health responsibility was placed on the shoulders of the salt producers. To meet the demands of this responsibility, a thorough understanding of the causes, consequences, prevention and control of IDD is required. Therefore, increasing the knowledge and awareness of producers regarding the prevention and control of IDD via the correct iodisation of salt may further strengthen their commitment towards the production of salt iodised according to the legal requirement.   It is a standard recommendation that all countries that have implemented a national iodisation programme should also have a functional monitoring system in place. Regular monitoring of the iodine concentration at the production site, and at the retail and household levels, should be standard practice. Monitoring systems should include both process (e.g. the iodine concentration of salt, coverage of adequately iodised salt, etc.) and outcome indicators (e.g. urinary iodine, goitre rate) of IDD. 

One of the key issues which requires attention is the vulnerability of low socio-economic groups to under- or non-iodised salt. A particular focus needs be developed to ensure a sustainable supply of adequately iodised salt to the poorer sector of the population. It is of great importance that the salt produced for this segment of the market is adequately iodised, particularly in view of the general susceptibility of low socio-economic groups to iodine deficiency.  Leakage of non-iodised agricultural salt to households occurred predominantly among people in the low socio-economic groups in the three northern provinces, presumably because it is a cheap source of salt to those who have access to it. Unfortunately, mandatory iodisation does not apply to agricultural salt used for animal nutrition and other agricultural purposes in South Africa. Therefore, a practical way to counteract the consequence of leakage, which deprives vulnerable people from consuming iodine-fortified salt, would be to iodise agricultural salt. This would also benefit animal production in iodine-deficient areas (Jooste,2000). 

The success achieved in the national iodisation programme supports and strengthens the continuation of the fight against IDD in South Africa. The challenge in the new decade for producers and health officials is to eliminate factors precluding a coverage of 90% adequately iodised salt in the country, and to sustain the successes achieved until now.

Vitamin A

Supplementation 

Despite a recommendation by the 1994 SAVACG study and supported by the 1999 NFCS study, national vitamin A supplementation has not yet been implemented in South Africa.  The reason has been around cost and availability of high dose vitamin A capsules.  In South Africa the 100 000IU dose is not registered and therefore cannot be imported, bought or accepted as a donation without the authorization of the South African Medicines Control Council.  It also implies that as an unregistered drug its use requires written consent from the recipient (de Hoop, 2001).  The cost of the 200 000IU, the only registered high dose vitamin A supplement was, until August this year, at an unaffordable cost of R2.40/capsule (30 x the standard cost).  This made universal supplementation impossible.

Fortification   

One of the recommendations of the 1994 national survey of children aged 6 71 months was the investigation of the feasibility of various food fortification programmes to address micronutrient malnutrition in the country. The Directorate of Nutrition, Department of Health, following extensive consultation with local and international experts, issued a tender for a survey of the food consumption patterns of children aged 1 –9 years, with special emphasis on children living in areas of low socio-economic status.  The nine universities teaching nutrition/ dietetics in the country, having formed a consortium, the National Food Consumption Survey, were awarded the tender.  The Department of Health is committed to the prevention of vitamin A deficiency through the implementation of a national vitamin A food fortification programme.  The Directorate Nutrition initiated a multi-sectoral Food Fortification Task team to investigate the critical components of such a programme amongst other factors such as an understanding of the design and expected costs of such a programme.

Knowledge of the appropriate vehicle and the maximum safe intake of vitamin A, particularly by women of reproductive age who are at risk of potential side effects, are essential in effectively implementing a vitamin A food fortification programme. Fortification to correct and prevent widespread micronutrient malnutrition is dependent on the identification of the best vehicle selected according to a set of universal criteria.  The finding of the NFCS recommended the vehicles for multiple fortification on a mandatory basis to be:

•
Maize (sifted, special, super)

•
White and brown wheat flour

•
White retail sugar 

The NFCS recommended that the food vehicles should be fortified at the level designed to deliver 33% of the current RDAs per serving at the point of consumption, taking into account the inherent content of these micronutrients in the food vehicle, the anticipated losses of these micronutrients during production, distribution, storage and food preparation as well as the limitations that may arise from organoleptic considerations of such additions, especially with regard to riboflavin folic acid, iron, zinc and calcium.  Sugar should be fortified with vitamin A only at the level of 50IU/g, and the portion size for the calculation purposes for maize and wheat flours should be 200g dry weight (Labadarios, et al, 2001).

Ongoing discussions with the relevant sectors of the food industry have continued and expanded with a view of reaching mutually acceptable solutions on issues relating to costs, product quality and acceptability as well as any other related issues likely to impact on the proposed fortification programme. The NFCS recommended that the current food fortification task group within the Directorate of Nutrition should be transformed into a permanent committee on food fortification with a clear mandate to monitor and coordinate all aspects of the proposed food fortification programme. With regard to trade considerations, negotiations should be initiated with neighbouring countries with the view to achieve regional standards for fortified food items for import/export purposes.  Encompassing legislation, which includes all aspects of the necessary monitoring and evaluation of a fortification programme, still needs to be enacted and implemented.

An investigation of the feasibility, coverage, and cost of a national vitamin A fortification programme using maize meal and sugar (Hendricks et al, 2001) concluded that fortifying maize meal or sugar with vitamin A would be technically feasible and could achieve wide coverage.  The costs would be lower for fortifying maize meal at R23.2 million compared to sugar at R59.1 million and could result in higher levels of vitamin A adequacy in rural children, who are at the greatest risk of vitamin A deficiency.  However, the impact would be much less in peri-urban children and in reaching the latter group another food vehicle such as wheat flour, in addition to maize meal, would probably need to be fortified.  Fortifying sugar will result in higher levels of vitamin A adequacy in peri-urban children but may have less impact in rural children.  Seemingly the centralised nature of the sugar industry compared to the maize industry will facilitate monitoring of the fortified product.  The South African sugar industry is highly concentrated, both geographically and economically.  Ninety per cent of the sugar produced nationally comes from KwaZulu Natal with the remaining 10% produced in Mpumalanga.  There are seven sugar-refining mills in South Africa, with six in KwaZulu-Natal and one in Mpumalanga.   The domestic market consumes seventy-one per cent of the sugar produced while the rest is sold for industrial use (Browne, 1999).

While favourably disposed to participating in a vitamin A fortification programme, the industry has the following concerns regarding the cost of fortification, who will bear the responsibility of the cost of machinery, training and monitoring and evaluation as well as the issue of Illegal sugar imports, which have a price advantage relative to SA sugar (Hendricks, et al, 2001).

Six major companies dominate South Africa’s maize milling industry, most of which mill both maize and wheat and contribute about 70% of the domestic maize meal market.  A small number of intermediate-sized mills account for about 10% of milled maize while an estimated 100 – 150 small-scale mills (bush-mills) produce the remaining 20%.  Almost all the maize meal produced is for domestic consumption.  The three kinds of maize meal produced (from the most highly to the least processed) are: super, with a low extraction rate and high price; special, with an intermediate extraction rate and an intermediate price; and sifted maize with a very high extraction rate and low price.  A major concern raised by the milling industry is that small-scale millers have operations that will be logistically difficult to identify and monitor.  But more importantly the small bush mills produce sifted maize, which is the product predominantly bought by those most likely to be vitamin A deficient.  Currently both maize and wheat are voluntarily fortified with a number of vitamins  thaimin, niacin and riboflavin.

Where Are We Now?

Micronutrient Malnutrition control is set out as a priority area of the Integrated Nutrition Programme; however, the gap between policy and implementation is evident in the lack of programmes to deliver micronutrients to those most affected.  Many of the contextual factors for successful programming are lacking at all levels of implementing the INP, especially with respect to addressing micronutrient malnutrition.  These factors include, amongst others, genuine community participation, political will from all key stakeholders, as well as technical expertise to design, implement, monitor and evaluate programmes.

From 1998 until August 2001, the Nutrition Directorate has been without a National Director.  Leadership within the National Nutrition Directorate has not been able to effectively and efficiently deal with the bureaucracy around the technical and commercial issues facing micronutrient programmes in South Africa.  Legislation around registration of 100 000IU capsules has, for example, been an issue since 1994 and to date no final resolution is in place.  Moreover, the inter-related economic, political, and trade issues around fortification programmes within the SADC region are complex.  The industrial autonomy of the Sugar Industry is beyond the health sector and requires careful investigation understanding and intersectoral collaboration with the Department of Trade and Industry. 

The political will and momentum of the new government of 1994 saw mandatory salt iodisation take place without the process of a million Rand food consumption survey or a lengthy consultation process with industry, yet with real benefits in both process and outcomes indicators and improvement in the health of South Africans were demonstrated.  Lessons a Vitamin A programme could use.

As experienced by the process of the District Health System, human capacity is lacking not only at management level but also at the level of implementation.  Many nutrition practitioners working at the level of implementation lack the basic skills of programme management.  Capacity building and strategic planning in nutrition have therefore been identified as areas for development (May, 1999).   In response to this, South African nutrition groups have been engaged in advocacy around micronutrients such as collaborative research with research institutions (local and international), collaborative initiatives with international agencies as well as hosting a number of local and international conferences on micronutrient malnutrition (IVACG, 1999).

An essential element for effective vitamin A deficiency control programmes is advocacy to catalyse policy and funding support for the programmes. Identifying key actors requires looking for a ‘champion’ – someone with the power, commitment, and caring capacity to play the role of a central social catalyst.  Also important is finding key allies among influential people who can make things happen.  Some policy makers will respond to fact, others to showing how their support will save money or will make them more popular in South Africa.  We have not engaged policy makers’ support and commitment to eradicate micronutrient malnutrition as in other successful countries such as in South East Asia. 
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