
Special Article

Growth monitoring is it
a task worth doing in
South Africa?
M Chopra, 0 Sanders

Childhood undernutrition is a serious public health

problem in South Africa. Growth monitoring (GM) is a

central tool in attempts to prevent and detect

undernutrition. Despite its widespread adoption by

international and national agencies, there has been very

little evidence which shows that it has made an impact in

reducing undernutrition. An important problem has been

the conceptual confusion as to the exact role of GM. This

article reviews the international evidence for the

effectiveness of GM when used in various roles and

proposes some of the factors necessary for GM to be

successful in South Africa.
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It has been estimated that there are about 1.5 million
children suffering from undernutrition in South Africa.' There
is strong evidence that malnourished children experience
significantly greater morbidity and mortality from diarrhoea,
measles and other infections.2 ln 1995, for example, Hlabisa
District Hospital in Kwazulu-Natal admitted over 280
children with severe malnutrition. Despite impressive
reductions in the case mortality rate,3 they constituted over
40% of the total paediatric hospital deaths.~ Chronic
undernutrition is also thought to lead to permanent cognitive
and developmental deficits and reduced physical capacity.
The implications for the future growth and prosperity of this
country are potentially significant.

In response, the government is spending nearly R1 billion
on nutrition programmes. In keeping with the
recommendations of UNICEF and other international
agencies, grmvth monitoring (GM) is to play a central role in
the strategy to fight malnutrition. It is therefore important to
evaluate critically the potential benefits and pitfalls
associated with the use of GM and to develop a clear
understanding of the future role of this technology in the
new South African health system.

The image of a child being weighed at a clinic is an
appealing one and the advantages of GM have been actively
promoted by its advocates.~ They argue that prevention is
better than cure and the regular weighing and plotting of the
child provide a visible record of its growth and allow
preventive actions to be taken. Many developing countries
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have already spent millions of rands importing weighing
scales and training health workers in the technical task of
weighing and plotting and, in some cases, in giving
appropriate counselling.

However, the results of reviews of GM programmes have
been disappointing. Inaccuracies in the weighing,
misclassification in the plotting, little understanding by many
health workers of the growth card and widespread
ignorance among carers about the information conveyed by
the growth monitoring are near-universal findings.67 The
diffiCUlty in understanding the growth curve has been
commented upon by David Morley, who points out that even
some doctors studying at the Institute of Child Health,
London, were unable to complete a growth chart when given
the relevant data.a

This may explain Why very little in the literature to date
evaluates the effectiveness of GM in a well-designed and
controlled manner.i.10 This paucity of research is especially
acute in Africa. What little evaluation has been undertaken
has produced sceptical conclusions. Gerein's conclusion,
after reviewing three well-supported projects in Zaire, was
that 'GM as commonly practised adversely affects the
attitudes and behaviours of health personnel and the
appropriateness of the health education and communication
with users' .'1 This has been echoed by other African
workers. '2.13

UndOUbtedly many of these problems are related to the
poor training and supervision of health workers. But these
difficulties are compounded by the conceptual confusion
that surrounds the use of growth monitoring. ,,, At least three
main functions of GM have been advocated - as a tool for
screening/targeting,'5 or as an educationaVgrowth
promotional tool,'8 or as a tool for surveillance.'T Experienced
workers have remarked that these tasks are usually not
compatible with each other at best and contradictory at
worst. la UNICEF has emphasised that if GM is to be
successful, there must at least be a clear understanding of
its role within a particular heatth system." There is a need
therefore to consider the role of GM in South Africa ­
should it be used for screening, as an educational and
growth promotional tool, for surveillance or for all three? Or
should it be used at all?

Growth monitoring as a
screening/targeting tool
GM is perhaps most Widely associated with the function of
screening individual children to assess whether they are
underweight and require further intervention. For GM to
work as a screening tool at least three conditions are
necessary: (I) the coverage of the population must be high
and regUlar and, in partiCUlar, the poorest and most
vulnerable must be covered; (iI) the cost of screening must
be low compared with the cost of prOViding the intervention
indiscriminately; and (iil) screening must lead to appropriate
targeting and effective actions.

Both international and local studies have found that the
population utilising the clinics is very different from that
which does not have access to such facilities. In both
Guatemala and Swaziland the nutritional status of clinic
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users was significantly better than that found in community
surveys.~ Locally, Solarsh et aJ.•'Z2 in a rural setting, found
the prevalence of stunting in the community survey to be
twice that of the population attending the local health clinic.
A similar survey in the vicinity of Alexandra Clinic found that
young children in the community were up to five times more
likely to be stunted than the clinic population.23

GM is also not cheap. It requires reliable scales and fairly
intensive training and supervision in order for frontline health
workers to master the technical skills and understand the
principles of the growth curve. Gopalan24 has forcefUlly
made the point that in many circumstances it is cheaper and
more ethical to provide supplements to all the children than
to use GM for targeting. In most areas of rural South Africa
the majority of children will be undernourished - either in
terms of weight or height. or micronutrient deficiency. Is it
cost-effective or ethical in these circumstances to train
health workers to screen children by growth monitoring?

Other authors have used simpler and cheaper targeting
screening tools such as the child's age, height cut-off points
or arm circumference. There has been increasing recognition
of the many ways in which mothers monitor the growth of
their children;25 for instance Zulus quite often measure the
growth of their children in terms of the increasing size of the
abdominal girth (our unpublished data). In many instances it
may be more appropriate to use these signs of growth
rather than spend time and energy imposing the quite often
alien concept of growth curves.

Even if GM could be shown to be a cost-effective
screening tool there have been no studies to show that
earlier interventions performed as a result of GM have
reduced subsequent mortaJity.<!6 As a result of these
disappointing experiences even UNICEF has recommended
that GM should not be used for screening purposes19 alone,
but as a tool for education and growth promotion.

Education and growth
promotion
It is quite obvious that weighing and plotting alone (no
matter how accurate) will not reduce the rates of
malnutrition; rather they are a peg upon which to hang other
child care interventions. In other words, it is the education
and action that follow the weighing and plotting that are
crucial. For a mother to be able to understand the growth
chart she needs to be intimately involved in the weighing
and plotting; this must be followed by sustained discussion
and education. Clinic staff will therefore have to make time
to counsel carers individualty with reference to the child's
growth pattern. To do this effectively they will also need to
be aware of the common causes of growth faltering in their
communities, the normal local diets and availability of
foodstuffs. and appreciate the common constraints mothers
face in caring for their children. Even this may not be
completely effective, as local research has shown that it is
often the grandmother, mother-in-law or father who make
the important decisions about the food and feeding habits of
the children.27 On a broader level there need to be local
community structures into which the clinic and other health
staff can provide input.

If these other interventions are not periormed optimally,
not only will GM waste resources but the lost opportunity
cost in terms of undertaking other nutrition-related activities
will also be great. Recent research has begun to question
the utility of GM, as currently performed in isolation, in
changing behaviours, compared with good nutrition
education alone. George et al. 28 in South India showed in a
well-controlled trial that GM made no difference to the
growth velocity of young children. Similarly Ruel and
Habicht,Z9 working in Lesotho, showed that nutrition
education significantly improved maternal knowledge but
that growth charts were not necessary for obtaining such an
effect.

However, a number of nutrition programmes have
successfully used GM as a means of increasing awareness
of the problem of undernutrition, and thus involved the
community in tackling the problem. This is most clearly
highlighted in the success of the lringa project in Tanzania,XI
which has managed to bring about substantial reductions in
levels of malnutrition in one of the poorest areas of the
world. Through the use of information collected by GM (by
clinics and community workers), discussions are started with
local communities about the possible causes; possible
interventions are then planned. Villagers are made aware of
the significance of undernutrition as a measure of poverty
and the deleterious consequences of poor growth. The
information on local nutritional status thus becomes a
source of local concern as well as a way of monitoring
current interventions. In return, health workers also acquire a
greater understanding of the local causes of undernutrition
and have a potentially greater number of interventions to
offer.

Surveillance
The nutritional status of young children has been identified
as an appropriate and sensitive indicalor of development in
this country. A recent report to the Director of Nutrition has
recommended that the data from the GM that occurs at
primary health care clinics be used to provide information for
national nutritional surveillance. J1 However, as highlighted
above, the international and local experience is
disappointing in the utility of clinic-based nutritional data.
A UNICEF workshop, which involved representatives from
seven African countries, also highlighted the inaccuracies in
data collection, recording and reporting and the
selectiveness and erratic attendance of the clinic
participants,J2 which further decrease the usefulness of
clinic-based GM data for national surveillance.

Furthermore, recent nutritional surveys in South Africa
have found that stunting is far more prevalent than either
wasting or low weight for age. This suggests that
measurement of height is more relevant than that of weight
(which is the indicator measured at clinics) for national
nutritional surveillance in South Africa. It is acknowledged,
however, that height measurement is difficult and too time­
consuming to be performed routinely.

Finally, at Hlabisa, we have encountered another problem
in training our clinic staff to collect data to use for nutritional
surveillance. One of the strengths of GM is its potential to
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prevent malnutrition by intervening when faltering first
occurs; it is therefore more important in most cases to pay
attention to the direction of the growth curve rather than the
actual weight. 18 However, overworked clinic nurses very
quickly latch onto the fact that the information that they
collect and analyse will be the nutritional status of the child
and their focus tends to be the current weight of the child
(as opposed to the direction of the curve). Intervention is
therefore only directed at those children who have already
become malnourished and the preventive benefit of GM is
lost. However, in other African countries increased training
has overcome some of these potential problems and the
clinic nurses have been taught to collect GM data from
individual measurements and to construct bar charts or
'mastercards' to illustrate the nutritional status of the clinic
users. Trends can then be recognised by comparison of
charts over a period of time and dialogue about the possible
causes of changes in nutritional status of clinic users can be
initiated. For this to be an effective exercise, it is also
important that these data be used and understood by the
wider local community because the interventions offered by
the clinic alone are usually quite limited.

As illustrated by the lringa project the use of GM data for
surveillance at a local level can be very effective in
mobilising community dialogue and action. For this to be
even more effective and representative it would be better for
the GM to be performed at a community level so that those
not attending the formal health services are also reached
and included. This is beginning to happen in a few projects
in South Africa.

In Hlabisa health district, community health workers are
performing individual GM at the homes of the children.33

They have been trained to use the results from the GM to
start a dialogue with the mother and other members of the
family about the particular practices and constraints in that
household. Charts illustrating the possible causes of growth
faltering at different ages, e.g. breast-feeding, weaning, are
used to assist in the dialogue. At the end of every quarter
the community health worker compiles a bar chart which
shows the number of children who have grown in the
previous 3 months and the number whose growth has
remained static or has faltered. This is presented at a
community meeting and the results compared with a similar
bar chart from the previous 3 months. These findings are
used as a starting point in discussions about the local
causes of malnutrition and possible solutions, or about
whether the interventions that were planned the last time are
functioning and what effect they are having. Operation
Hunger has also initiated similar programmes, with some
modifications, at a number of pilot sites in different parts of
the country.

In reviewing the international experience of the possible
roles of GM, it is quite clear that a number of crucial lessons
have been learnt. One of the most important has been the
critical role that community organisation plays in ensuring
the success of GM at an individual and communrty level. By
sharing the results of individual GM with community health
or development committees, health workers can learn about
the particular constraints and potentials affecting local
carers; by further sensitising the community to the
significance of nutritional status, GM can also be used to
mobilise communities. Growth monitoring can be optimally

utilised when it is a part of a wider community-based
comprehensive primary health care programme. It can then
serve not only as an effective tool for initiating dialogue with
a child's family about his/her growth but also in
strengthening community participation in primary health care
initiatives.

Conclusion
This is a critical time in the development and implementation
of health policy in this country and it appears that clinic
nurses will be at the forefront of the health service; demands
on their time and skills will be great. GM is an expensive
technology which requires a lot of training and supervision
for the weighing, plotting and interpretation to be done
correctly. This review of local and international experience
suggests that policy-makers should critically examine the
role of GM in the new health service. This must be
accompanied by operational research that examines
possible ways in which vulnerable children can be identified
at an early stage and the types of intervention strategies
health staff can utilise.:l5 In particular, the role of GM in
engaging households and local communities in a dialogue
about the causes of and responses to malnutrition needs to
be further developed and evaluated; this is also true of the
role GM can play in community-based nutrition surveillance.

The conquest of hunger and undernutrition is one of the
most important challenges facing the new health service.
Both local and international experience suggests that this
will only be achieved in an appropriate and sustainable
manner through the full and active participation of the
affected communities. This remains the door which many
local nutrition interventions have been unable to open: the
appropriate use of GM may provide the key.
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Clinical characteristics of
childhood asthmatics in
Johannesburg
Robin Green, David Luyt

Objectives. To describe the clinical features of Caucasian

childhood asthmatics in Johannesburg in order to

compare these with a similar population of black

asthmatic children resident in Soweto_

Design. In a prospective study, a history was obtained

by means of an investigator-administered questionnaire.

Main outcome measures. Presenting asthma symptoms,

precipitants of symptoms, concomitant diagnoses,

individual and family background of allergy and 'delay to

diagnosis' of asthma (age at symptom onset subtracted

from age at diagnosis) from history and allergen sensitivity

as assessed by skin-prick tests (SPTs).

Results. Of the 468 (297 boys) asthmatics studied, 456

(97.4%) presented with cough, 362 (77.3%) with wheeze,

286 (61.1 %) with a tight chest and 277 (59.2%) with

breathlessness. Cough as sole symptom occurred in 102

(21.8%) while only 8 (1.7%) wheezed and did not cough.
Commonest symptom triggers were upper respiratory tract

infections and activity/exercise. An individual atopic

background was common - allergic rhinitis in 413 (88.2%)

- as was a family history of atopy, present in 390 (83.3%).

Prolonged symptomatic periods occurred in most patients

before asthma was diagnosed (among children diagnosed

after the age of 4 years, 50% had been symptomatic for

more than 3 years)_ 'Delay to diagnosis' was not influenced

by presenting symptoms or by previous hospitalisation for

asthma. Other respiratory diagnoses of bronchitis and

pneumonia were common, possibly because of

misdiagnosis. Commonest allergens on SPT were corn

pollen, Bennuda and 5-grass mix, and standardised mites.

Aside from wheat, food allergy was uncommon.

Conclusjons. Cough was the commonest presenting

symptom despite its still being regarded as a less classic

symptom of asthma that may account for misdiagnosis and

a high frequency of other respiratory diagnoses. Associated

allergy, especially allergic rhinitis, occurred frequently. Many

aspects of presentation in whites were similar to those in

Soweto children, although the latter had a more frequent

concomitant diagnosis of tuberculosis, and recognised dust

and cold weather as more frequent triggers. Differences

might be influenced by the care-giving situation.
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