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1. Introduction

Food security

Food security exists in a household when all
people, at all times, have physical, social and
economic access to sufficient, safe and nutritious
food which meets their dietary needs and food
preferences for an active and healthy life (1,2). To
assure a household’s food security, food needs to
be locally available, accessible or affordable.

Poverty is a major factor causing food insecurity.
Good household practices in relation to food
procurement and household resource allocation
can make the best use of existing resources to
promote better health and nutrition in young
children. Section 3.1 of this document presents
the study’s findings of the investigation into food
procurement and purchasing patterns, food
consumption patterns, people’s perceptions
of food security (including the use of coping
mechanisms during food shortages), energy and
nutrient availability and intake, and nutritional
status.

It is generally accepted that, in South Africa, there
is national food security, but not household food
security (3). Previous research (4,5) has estimated
that between 30%–40% of South African house-
holds do not have assured access to an adequate
diet. This lack of house-hold food security has
been related to a lack of physical availability of
food in rural areas.

Information regarding energy and nutrient intake
and nutritional status in South Africa is limited,
but increasing and there is little data regarding
the other indicators. The meta-analysis of dietary
energy intake data (3) shows that the mean energy
intake of urban and rural black South Africans is
lower than the recommended daily allowance
(RDA) for all groups except for rural women aged
25–64.9 years. No data were presented for women
and men aged 16–24.9 years and for men aged
25–64.9 years (3).

T his study of food security and caring
patterns of vulnerable young children in
South Africa forms part of a much larger

multicountry study started in 1995 by the WHO
Department of Nutrition for Health and
Development (NHD) on improving household food
and nutrition security for the vulnerable. WHO
considers ensuring household food and nutrition
security to be a basic human right. Globally there
is enough food for everyone, but inequitable access
is an acute problem. The work in this study is part
of the effort to under-stand the factors affecting
household food and nutrition insecurity and
the consequent implications for the nutritional
status of the vulnerable, and to develop guiding
principles which can be incorporated in national
food and nutrition policies and programmes. The
six participating countries are: China, Egypt,
Ghana, Indonesia, Myanmar and South Africa.

At most sites in the multicountry study, the work
has proceeded through six phases: 1) a thorough
review of the scientific literature; 2) consultation
with policy-makers, researchers, international and
bilateral agencies, nongovernmental organiza-
tions, and community groups; 3) qualitative
studies at community, household and individual
levels, including participatory rapid assessment
procedures and focus group discussions; 4)
quantitative data collection; 5) data entry, pro-
cessing and analysis; and 6) the preparation of a
final report and dissemination of the findings
through a national seminar.

This document outlines the preliminary findings
generated by the focus group meetings which took
place in May 1997. These qualitative findings form
the first part of the study in South Africa and were
the basis for the design of the larger quantitative
study which took place from June to September
1997. The outcomes of both qualitative and
quantitative studies will be consolidated and
will contribute to the formulation of guiding
principles for developing and implementing
effective national food and nutrition policies and
programmes.
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Care-giving

Care has been defined (6,7) as the provision of
household and community resources in the form
of time, attention, love, support and skills to meet
the physical, mental, and social needs of
nutritionally vulnerable groups. It is considered
to be a contributing factor to the optimal health
and nutrition of the vulnerable, such as women
and children (8). This is especially true for very
young children who are dependant on others for
feeding although children up to the age of six years
are considered to require special feeding care (9).

Section 3.2 discusses the study findings about food
routines as they relate to women and children
within two communities for whom poverty is a
major factor in their everyday lives. Of great
interest is who gets what food, whether food is
reserved for particular household members, and
a range of decisions about food as well as its actual
allocation. These issues are analysed in the context
of perceptions of what makes a good mother. Of
equal interest is whether or not, in the areas in
which the study was conducted, care-related
behaviours could have an impact on nutrition and
health. These behaviours ultimately determine
whether or not a child has access to the food and
health care necessary for good health and nutrition
status (10). Obviously, behaviour cannot substitute
for food and clean water, but where these are in
limited supply, care-giving could be critical in
determining the nutritional status of the child (11).

Many components of care have an impact on the
nutritional outcome of the child. These include
breastfeeding and complementary feeding
practices, the allocation of appropriate food based
on physiological status and need, feeding practices
during illness, health-related behaviours and
psychosocial care. Section 3.3 of this document
deals specifically with caring for infants and young
children. The section includes the study findings
related to the modes of infant feeding, weaning,
feeding during illness and convalescence, and the
recognition of stunting.

Good feeding practices depend on many factors,
including the recognition of undernutrition as a

problem, and the possession of knowledge and
resources to be able to engage in feeding practices
that reduce the incidence of stunting. In some
areas of South Africa complementary feeding starts
on the first day of birth, and lactation only a day
after birth (12). Feeding of solid food is initiated
as early as one month after birth (13). The weaning
diet is often low in protein and energy (12,13,14)
among rural children which could be a reason for
the high stunting rates in this group. A wider
variety of weaning foods are used by urban
mothers (12).

Stunting

Stunting is a major nutritional problem in children
under five years of age in South Africa, especially
in urban-informal settlements and rural areas. It
has only recently attracted much attention
(15,16,17,18, 19,20) in South Africa and inter-
nationally (22,23). The incidence of stunting
among South African children is estimated at
24.4% to 28.6%, a rate which is considered to be
high (16). In Bloemfontein (South Africa), the
highest prevalence of stunting was found among
the one to four-year-old children (15). Mild
stunting (< -1 SD to -2 SD) was 32% and moderate
stunting (< -2 SD to -3 SD) was 17%. Prevalence
has been reported of 25% to 33% among children
living in periurban settlements in South Africa (17)
and of 37.5% in a rural area (20). In the nationally
representative survey by the South African
Vitamin A Consultative Group, stunting was
apparent in 23% of pre-school children (21).

Stunting occurs from as early as three months (24),
to six (21) to ten months of age (25). The universal
prevalence of stunting is between 12 and 18
months of age (12). This could result from early
feeding practices where complementary feeding
is initiated too early. The conceptual framework
for malnutrition in young children (8), shows poor
nutritional intake and illness, related to lack of
access to food, care and health and other services,
to be the major factors involved in causing
malnutrition. The relative importance of these
factors varies depending on the situation.
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2. Methodology

5) competing consumption needs; 6) feeding
routines of infants and babies; and 7) stunting.

Four focus groups were conducted at each of the
two sites. In three of the four focus groups, the
participants were selected by maternal status and
age—mothers under 25, over 25 and grandmothers.
The fourth group involved mothers with migrant
husbands or partners, i.e., those who came home
only at the end of the week (urban-informal
settlement) or only at the end of the month (rural
settlement). The terms “husband” and “partner”
are used interchangeably.

Each group consisted of between 8 and 12 women.
A focus group guide was developed to assist in
managing and directing the discussions, compiled
by a group of researchers including the individuals
who were to facilitate the groups. The guide
was then translated into Zulu. The women were
recruited as volunteers by two experienced
facilitators who also moderated the sessions in
Zulu and made sure that the participants were
comfortable. As active participants, the women
were keen to know why the research was being
done and articulated their own felt needs. The
sessions were recorded onto audiotape and then
translated and transcribed by one of the facilitators
who is fluent in Zulu and English. The complete
transcripts were independently analysed by two
researchers to ensure a properly contextualized
understanding and interpretation of the results.

Qualitative research methods, including observation
and focus groups, are valuable ways to understand
ideas and beliefs, practices and behaviours. Their
strength is in the depth of under-standing which
can be gained, for example, on topics such as
coping mechanisms when food is short. Small
numbers of women were interviewed and they
were not randomly selected; this means that
generalization from the data may be difficult.
However, the use of multiple focus groups helps
to increase the external validity of the results (26)
as does the independent analysis of the results. In
addition, these findings will be triangulated with
the outcomes of the larger quantitative study.

Two sites were selected for the overall study:
Ash Road, an urban-informal1 settlement in
Pietermaritzburg, 80 kilometres west of

Durban; and Sizanenjana, a rural settlement lying
some 200 kilometres south-west of Pieter-
maritzburg and approximately 280 kilometres
south-west of Durban between the towns of
Donnybrook and Bulwer.

At the time of the study, the houses in Sizanenjana,
an old and established community, only had
access to very limited resources with no running
water or electricity supply. There was one primary
school in the area and the nearest hospital was 20
kilometres away. Typically, those with an income
relied mainly on low salary jobs, seasonal or casual
labour or pensions. In general, the area suffered
similar disparities to those characterizing most
black rural communities living in the former
reserves.

The urban-informal area had no basic services or
formal housing. It was formed in the late 1980s
as a result of urban political violence. It was a
congested and heterogeneous settlement in
which people had a low level of confidence and
familiarity with their neighbours. At the time of
the study there were informal crèches but no
schools or permanent clinics. The family or house-
hold structures were different from those in the
rural area. They were less extended and there were
few aged people.

The first phase of the study, the focus group
sessions, on which this document is based, was
undertaken in May 1997. These focus group
sessions were undertaken as the qualitative phase
of an investigation into seven issues around intra-
household food distribution and their implications
for stunting in KwaZulu-Natal, South Africa.Those
issues were: 1) the type, amount and frequency of
the food bought and coping strategies; 2) decisions
about what to buy and payment or other ways of
assessing food; 3) food routines; 4) food shortages;

■ ■ ■ ■ ■ ■
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3. Study findings

In the rural area, the main finding was that women,
predominantly the older women, decided on their
own what everyday food is to be purchased.
However, there was some indication that
purchases of meat are made by men. In this way
men may also have control over who eats this
meat, either as a sign of respect, hospitality or
gratitude for purchasing it.

Within an extended household, status and age is
over-ridden by the ability to bring income into the
household or the social structures which dictate
who the money is actually given to.

“(As) my husband is not working then
I am the one deciding on everything in
the household.”
(Rural grandmother)

“Those who have daughters-in-law, the poor
daughter-in-law stays in the same household
with the mother-in-law and then the mother-
in-law decides. But when the son is working
the daughter-in-law decides because the son
gives his wife money, sometimes they both
decide. There are a few cases where
daughters-in-law stay without their
mothers-in-law.”
(Rural grandmother)

In the urban-informal area women also seem to
exercise a fair degree of authority and discretion
in terms of food purchases. However, where they
live with others, those with whom they live seem
to participate in decision-making.

“We, and mothers decide what to buy. Others
decide with their children so that they can
remind them of what they have forgotten.”
(Urban-informal grandmothers)

“We decide with our mothers, we decide as
here we stay alone, if we stay in a group then
we all decide, others stay with mothers then
mothers decide. Those staying with
boyfriends, they decide.”
(Urban-informal mother under 25 years)

3.1 Food procurement, consumption
and security

This section analyses the focus groups’ responses
to determine their range of behaviour and
perceptions in relation to food purchasing and
procurement patterns, food consumption patterns,
competing consumption needs, food shortages and
responses to shortages.

Food may be procured in a number of ways:
purchasing, growing and producing, or hunting
and gathering. In addition, for the food insecure,
alternative food sources and coping mechanisms
include borrowing and asking for food or money
from friends and neighbours. Although the data
from the focus groups are not quantitative, the
responses suggest that, at both sites, most of the
food that comes into the house is purchased, with
home-grown food as a regular supplement.

The foods described in the study indicated a
monotonous diet with little variety, consisting
mainly of cereals and occasionally animal foods
(see Table 1). The urban households reported a
more varied diet. Food shortages were reported
by all groups, and borrowing and asking for food
from friends and neighbours is frequent and
widespread.

Who does the actual buying and who is best at
buying are aspects that shed light on the manage-
ment of food needs in conditions of poverty. In
the study, routine food purchases are pre-
dominantly made by women, although not all
women are in an equal position as regards
decision-making. In both areas the women’s social
situation and who they live with are important
determinants of decision-making around food.
Mothers who generate their own income and/or
live alone—without a partner, parent or a parent-
in-law—have the greatest discretion over
expenditures. Within extended households or in
those where women (or their husbands) do not
generate income, their authority over expenditure
depends, amongst other factors, on their age and
position in the household.

■ ■ ■ ■ ■ ■
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Table 1. Patterns of food purchases at the rural (Sizanenjana) and urban-informal (Ash Road) sites

Rural (Sizanenjana) Urban-informal (Ash road)

Food items Mothers Mothers Mothers Grand- Mothers Mothers Mothers Grand-
with migrant aged under aged over mothers with migrant aged under aged over mothers

husbands 25 years 25 years husbands 25 years 25 years

Maize meal ✘ ✘ ✘ ✘ ✘ ✘ ✘ ✘

Rice ✘ ✘ ✘ ✘ ✘ ✘

Flour ✘ ✘ ✘ ✘ ✘

Sugar ✘ ✘ ✘ ✘ ✘ ✘ ✘

Beans ✘ ✘ ✘ ✘ ✘ ✘ ✘

Samp ✘ ✘ ✘

Cooking oil ✘ ✘ ✘ ✘ ✘ ✘

Potatoes ✘ ✘ ✘ ✘ ✘ ✘ ✘

Cabbage ✘ ✘ ✘ ✘ ✘

Vegetables ✘ ✘

Soup ✘ ✘

Tomatoes ✘

Onions ✘ ✘

Butternut ✘

Tinned food ✘ ✘

Knorrox ✘

Salt ✘

Meat ✘ ✘ ✘ ✘ ✘

Bones ✘ ✘

Amanqina ✘

Stew/curry ✘ ✘
ingredients

Eggs ✘

Cheese ✘

Polony ✘

Fruit ✘

Bread ✘ ✘

Purity ✘

Tea ✘

Rama ✘

Samp: coarse maize ✘  indicates food reported as purchased
Knorrox: beef stock cube
Amanqina: chicken feet and cow hooves
Polony: processed meat, mainly pork
Purity: commercial baby food
Rama: margarine
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Another important aspect of food-related decision-
making is who gives the money for food and who
decides how much is to be spent on food. Women
have a fair degree of authority in this, although
men also play a role. All the groups in both areas
mentioned men as being a source of money for
food. However, mothers under 25 in the rural area
and grandmothers also mentioned that they
themselves provided money for food. All groups
of women in the urban-informal settlement said
that, as mothers, they contributed money for food.

“We give money, husbands, daughters,
sons provide money.”
(Rural grandmothers)

“People providing money are father,
boyfriends, mother, brother, father of
children but not married.”
(Urban-informal mother under 25 years)

However, decisions about how much money to
spend on food appear to be taken more often
by women, and then on their own, without
consultation.

“Wife and husband, grandmothers, we
decide as we know what is needed.”
(Urban-informal women with migrant partners)

Locality seems to be an important determining
factor influencing whether the person who gives
the money for food also makes the decisions
about what food should be purchased. In the rural
area, when a woman gives money for food, she
also takes responsibility for deciding on food
purchases. Where money is given by men, this
relationship is often uncoupled. When a migrant
husband gives money to his wife, the woman
makes the decisions because he does not know
what food is needed. It would seem that care-
giving activities related to food are viewed by both
men and women as a woman’s domain.

In the urban area, giving money and food-related
decision-making seem to be more interlinked. In
other words, the person who brings in the money
is more likely to have an influence on how it is
spent. However, in the rural area where men are
largely absent, women are mainly responsible for
routine food-related decisions and this could
result in a relatively more child-centred view of
care-giving compared to the urban context. There-
fore, by contrast, in demanding their money’s
worth, men compete with other family members
for resources, including care which is likely to
affect the amount of money spent on food for
women and children.

The finding that income-generating ability
overrides age within a household regarding
decision-making power supports the non-
cooperative bargaining model of household
functioning (27). Where a woman is the decision-
maker (as was reported in many cases), there is a
greater likelihood that the money will be spent on
food. This might possibly prevent the children in
their care becoming acutely malnourished.
Conversely, women who have less control over
household resources also have less control over
their own health and that of their children (28).
Mothers of children in the rural area appear to
be substantively involved in making decisions
related to their children, whereas in the urban-
informal area these decisions are shared with the
children’s grandmothers. This could imply that
rural practices are more child-centred; there may
be more time constraints in the urban-informal
settlement.

Buying food

At both sites, women report that staple foods are
bought in bulk, usually once a month. Other food
purchases are also made intermittently although
for the rural women this happens when supplies
run out. However, these purchases are contingent
on having money and depend on the nature of the
food.

“ We add some kinds of food whenever they
are finished. The foods that we normally add
are those kinds of food that we don’t buy in
big amounts ... or at the month end. When
they are finished ... we wait until next month
end. For example, we don’t have knorrox
(beef stock cube) for the whole month.”
(Rural grandmothers)

For the women living in urban-informal sites,
intermittent purchases seem much more common
and more frequent, although again these are not
bulk, staple items.

“We buy things like maize meal, sugar and
beans once a month. We buy meat and other
curry ingredients once a week. Others buy
meat, fruits, vegetables, sugar, tea and eggs
twice a week. We buy bread, cheese, polony
(processed meat) everyday during tea time as
we do not have fridges. We also buy Purity
(commercial baby food) everyday, whenever
we need to feed the baby.”
(Urban-informal woman under 25 years)



■ ■ ■   SOUTH AFRICA  ■ ■ ■

■   7  ■

The responses suggest that purchasing is depen-
dent on when the money is available, access to
shops, the return of husbands or availability of
storage facilities.While some women living in the
urban-informal settlement agree that they usually
bought the food they wanted, others do not.

“Yes, we always buy what we want. Some
add to the list. They buy things they did not
go to buy. Others buy what is cheap, like
margarine, they buy the cheapest.”
(Urban-informal mothers with migrant partners)

“No, because we change the amount of food
to be bought and buy other things. For
example, we don’t buy a big bag of rice, we
buy a small one and have money to buy a
snack and chocolate.”
(Urban-informal mother under 25 years)

Responses from women at the rural settlement are
similar.

“We do not come back with the things that
we went to buy, because when we get to the
shop we see other things that are cheaper
and we buy those things.”
(Rural mothers with migrant partners)

“No, we sometimes don’t get what we want
because the money gets short. Others lower
the amount of food they want to get more
varied kinds of food.”
(Rural mothers under 25 years)

Generally changes are made to obtain better value
for money. Women seem to do their best to manage
their resources cost-effectively by bulk-purchasing
items which they are able to store, such as maize
products, sugar, flour, beans and rice. Occasionally
luxury items were bought. Running through all
these responses is the clear indication that the
women are trying to manage their finances
effectively. Their dilemmas about “responsible”
purchasing are linked to the issue of other
competing consumption needs within households.

Growing food

Women at both sites grow food to supplement what
they buy. However, they face several constraints.
One is the fact that production is seasonal. In
addition, in the rural area water is scarce and
getting it is both labour and time-consuming.
Another major constraint is the frequent loss of
crops because they cannot afford to fence their
gardens to protect their crops from being damaged
by livestock. A similar constraint was observed
by other researchers in KwaZulu (29).

“We grow potatoes in August, maize in
December and imifino (wild spinach and
other dark green leaves) during December.
We do not have water so we cannot grow
crops every time.”
(Rural women with migrant partners)

“We also grow food in some seasons. But
others do not grow food as they do not have
the money to buy fencing to protect gardens
against the cattle.”
(Rural grandmothers)

Some of the women in the urban-informal settle-
ment also gather wild spinach and grow food.
Their major constraint is the absence of land to
cultivate.

“We grow vegetables in the small spaces
that we have.”
(Urban-informal mothers over 25 years)

“Whenever we have space next to our
shacks we grow food.”
(Urban-informal grandmothers)

Women at both sites mention growing maize,
potatoes, spinach, cabbage and pumpkins. The
responses suggest that, in the rural area where
space is not a constraint, more women grow maize,
potatoes and pumpkins, whereas in the urban area
with access to water, a greater variety of vegetables
is grown. Seasonality seemed to be a greater issue
for the rural women who talked about raising crops
in the growing season, when there is rain.

There are few data on the contribution of home-
grown agricultural produce to household food
consumption in South Africa. Whilst studies have
shown that in some districts of the Northern
Province household food production is greater
than household food consumption, in other
districts household food production is signifi-
cantly less than consumption (30). However, in
KwaZulu Natal, many rural households were
net buyers of maize, beans and potatoes (95.2%,
84% and 93.6%) respectively (31). This is similar
to the impression gained from the current study
that food purchases form the bulk of the food
consumed. This needs to be verified in the larger
quantitative study.

Food consumption patterns

In general, the description of the foods bought
indicates a monotonous diet with little dietary
variety, particularly in the rural area (see Table 2).
For both sites the most common foods purchased
are the staples and the foods most often eaten by
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the households are few: phutu (maize meal made
with very little water), rice, potatoes, cabbage,
tomatoes, onions and beans. Meat is more
frequently purchased in the urban area. The
women under 25 years in the urban-informal area
in particular buy a greater variety of food. At the
rural site, meat is usually only a month-end luxury
and some are able to drink maas (curdled milk) if
there is a cow with a calf.

“We only eat meat at the end of the month
when our husbands come home with it or
when the mother-in-law said we should
slaughter a chicken.”
(Rural mothers with migrant partners)

Mothers in the urban-informal settlement, by
contrast, appear to have access to and consume a
greater variety of foods, including meat, at week-
ends.

“Weekends, we eat meat and rice, ujeqe
(home-made steamed bread), samp (coarse
maize), desserts and stiff pap (maize meal
cooked with more water than phutu).”
(Urban-informal mothers over 25 years)

Table 2. Foods cited by women as those eaten most often by their households

Rural (Sizanenjana) Urban-informal (Ash road)

Food eaten Mothers Mothers Mothers Grand- Mothers Mothers Mothers Grand-
most often with migrant aged under aged over mothers with migrant aged under aged over mothers

husbands 25 years 25 years husbands 25 years 25 years

Phutu ✘ ✘ ✘ ✘ ✘ ✘ ✘ ✘

Potatoes ✘ ✘ ✘ ✘ ✘ ✘ ✘ ✘

Cabbage ✘ ✘ ✘ ✘ ✘ ✘ ✘ ✘

Beans ✘ ✘ ✘ ✘ ✘

Tomatoes ✘ ✘ ✘

Onions ✘ ✘ ✘

Rice ✘ ✘ ✘

Imifino ✘ ✘ ✘

Stiff pap ✘ ✘

Ujeqe ✘ ✘

Mince meat ✘

Meat bones ✘

Phutu: maize meal made with very little water which is dry and crumbly
Imifino: wild spinach
Stiff pap: maize meal cooked into a stiff consistency (it is cooked with more water than phutu)
Ujeqe: home-made steamed bread

“If we are taken out, we eat Nando’s
(chicken), Kentucky Fried chicken, pizza—
normally on weekends and holidays. We also
eat biriyani (spiced rice, vegetable and meat
mix).”
(Urban-informal mothers under 25 years)

Women from both areas report that special
occasions like Christmas, weddings, funerals,
umsebenzi (work parties) and other ceremonies
are also an opportunity to eat “special” foods. The
diversity of foods eaten on special occasions is
greater in the urban-informal settlement than in
the rural area (see Table 3).

Information on patterns of food consumption in
South Africa is scarce. A review of the nutritional
status of South Africans (3), describes typical
eating patterns of black South Africans. The foods
described by the women in the present study are
similar to those in the review, with the differences
that, in the current study of a poor section of the
population, meat is not frequently eaten and
milk was hardly mentioned by the women from
both sites. This dietary pattern, typical of poor
communities in other developing countries, has
been associated with poor growth in children, even
when socioeconomic status is controlled (32).
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The women located in town seem to eat a greater
variety of foods. This has also been found in other
studies, for example, the consumption of a greater
number of food items by African urban school-
children in comparison to rural schoolchildren,
in the Western Cape, the Transvaal and in
KwaZulu Natal (33,34,35). In other developing
countries the urban poor in general consume a
more diverse diet than their rural counterparts,
eating more processed foods, meat, fats, sugar and
dairy products (36). Increased dietary diversity is
to be welcomed, particularly in relation to the
nutrition of children. However, eating more pro-
cessed foods may also be associated with a high-
fat energy-dense diet which is often low in
micronutrients. This contributes to the develop-
ment of a number of chronic diseases (37).
Although little is known about the effect of
urbanization on the nutritional status of South
Africans, research suggests that the diet of urban
Africans, when compared to rural Africans, is in
a transition phase towards a progressively
atherogenic diet (3).

Competing consumption needs

Food is not the only resource that women have to
secure. At both sites other needs pressurize their
allocation and purchasing decisions. The women
are acutely aware of the need to budget. Rural
women emphasize the need to meet the costs of
schooling and to cover accumulated debts—the
borrowed money or food referred to earlier.

“There are things that compete with food for
money, like schools. Children who attend
school far away, live in cottages, and we have
to divide the money for food. School fees,
school shoes, school entertainment fees,
wood and clothes also compete with food for
money.”
(Rural mothers with migrant partners)

Women express their expenditure priorities in
terms of the order in which they make purchases
at month end or when they have money.

“We pay debts, buy food, pay children’s
accommodation at cottages, buy wood,
household needs and building (needs), when
there is still money available.”
(Rural women with migrant partners)

Table 3. Foods cited by women as being eaten at their households on special occasions

Rural (Sizanenjana) Urban-informal (Ash road)

Time eaten Mothers Mothers Mothers Grand- Mothers Mothers Mothers Grand-
with migrant aged under aged over mothers with migrant aged under aged over mothers

husbands 25 years 25 years husbands 25 years 25 years

Weekends, ✘ ✘ Samp Some better Jelly Curry and Meat and Ujeqe and
Sundays off house- Custard rice rice beans or

holds : Meat Ujeqe Ujeqe bones
Rice Sweets/ Salads Samp Red meat
Meat Desserts Nando’s Sweets/ Chicken

Salads Drinks Kentucky Dessert Fish
Jelly Cakes Fried Chicken Stiff pap

Pizza

End of month Meat Meat Meat ✘ ✘ ✘ ✘ Salads
or pension vegetables
day (if enough

money)

Special Butternut Rice Jelly Rice Jelly Cakes Cakes Jelly
ceremonies Salads Meat Cakes Meat Custard Samp Drinks
(i.e. weddings, Salads Salads Meat Curry and Jelly
funerals), Deserts Jelly Sweets/ rice Kentucky
Christmas Desserts Fried Chicken
Easter, New Drinks Salad
Year’s Day Cakes Biscuits

Boere Wors
Butternut

Samp: coarse maize ✘  No specific food was mentioned
Ujeqe: home-made steamed bread
Stiff pap: maize meal cooked with more water than phutu
Boere Wors: South African sausage
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“We buy food, cosmetics, wood, candles and
matches. Sometimes you buy food and don’t
buy the other things. The leftover money is
kept for other kinds of food that get finished
before the end of the month.”
(Rural mothers under 25 years)

Food purchases are also high in expenditure
priorities for women at the urban-informal settle-
ment. However, unlike at the rural site, they pay
rent. Rent is a common regular and priority
expense for these women. Notably they also are
able routinely to consider other financial commit-
ments, such as paying accounts, purchasing
clothes and making savings. These differences
reflect different lifestyles as well as differences in
the nature and degrees of poverty that characterize
urban and rural living.

At both sites, most women consider alcohol to be
a problem which compounds their poverty. It is a
direct cost which competes with food purchases.
Even when women brew beer themselves, they
have to buy the ingredients. The only exceptions
are in those instances where women brew beer to
sell. Such opportunities really only exist in the
urban context.

“Alcohol is a problem. The husband uses
money at shebeens (local taverns) and will
bring less money home. When they drink
they forget household needs. They even
borrow money for drink.”
(Rural mothers with migrant partners)

“If there is money it goes to alcohol, not to
food which is normally short. Even mothers,
when they drink, don’t think to buy food.
They buy alcohol.”
(Urban-informal mothers with migrant partners)

“Even if you brew, you need money
to buy the ingredients.”
(Rural mothers under 25 years)

Food shortages

Being short of food is a common, albeit not
universal experience in the two sites. The effects
of those shortages can be seen in the responses
and routines of securing and allocating food, and
even in the variety of what is purchased. However,
this study suggests that the meaning of being short
of food is not necessarily the same in urban and
rural areas.

Women are aware that circumstances between
households vary.

“We are not the same. Some are better than
others as they have homes and parents
support them. Some work and have income-
generating projects sewing and selling
clothes. Some grow food if they have more
space, others are supported by their
boyfriends.”
(Urban-informal mothers under 25 years)

“Some live better lives than others because
it depends how much the husband brings
home. Other husbands bring little money
whereas others bring larger amounts to
their families.”
(Rural mothers with migrant partners)

“Husbands also change. They give you
enough money for the first few months and
the next months they change and give you
less money. Even if you have older children
who are work-ing, they also don’t support us
as parents. Then we go and look for piece
jobs to add money.”
(Rural mothers with migrant partners)

For most of the women at both rural and urban-
informal sites, food is short at particular times in
the week, month or year. References are made to
times and circumstances when food is short in
some households most, if not all of the time.
Nevertheless, in general there is some periodicity
to food shortages which is shaped by different
determinants.

The critical determinant of when there are food
shortages in these women’s homes is the frequency
with which money comes in for household needs
and the amount of money they receive. Where
women depend on monthly incomes—wages,
remittances or pensions—“month end” is a
particularly bad time. It is a time when women
are waiting for the next month’s money. They have
no money and food reserves are low or, for some
rural women, have run out altogether.

“It does happen. Food normally gets finished
towards the end of the month, for those who
have people working in their households.
Those who do not have people working,
these times happen more often, even at the
beginning of the month.”
(Rural mothers under 25 years)

Month end, from around the 20th day, can mean
10 or even more consecutive days when the
household knows it will be short of food. At the
urban-informal settlement periods of food
shortages are affected by payments made for odd
jobs and weekly work.
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“It also happens ... in the middle of the week
for those getting paid at weekends and
anytime for those who have odd jobs.”
(Urban-informal mothers over 25 years)

“It happens once, twice or even three times
a week.”
(Urban-informal mothers under 25 years)

The second determinant of food shortages relates
to the limited possibilities and seasonality of food
cultivation which is rain-fed and resource-poor
and the reliance on foraging for wild food. For
women who grow food to supplement their
supplies and who pick wild plants, winter and
early spring are particularly bad as they cannot
compensate for “month-end” shortages through
their own supplies.

“This (food shortage) happens more often
toward the end of the month. But the time of
hunger is August, September and October as
we do not have food from the fields and we
do not have even wild spinach.”
(Rural grandmothers)

Meeting fees and other costs for schooling are the
third determinant of when food may be short in
the households. These pressures are greatest at the
beginning of the calendar (and schoolgoing) year.

“It happens in January or February as these
are the school opening months and children
need school fees and school uniform.”
(Urban-informal mothers over 25 years)

Responses to food shortages

Poverty is widespread in both communities. In this
study, a significant proportion of both rural and
urban dwellers are too poor to buy adequate food.
Although some households are better off than
others, there are women who often do not have
enough food to meet the basic needs of their
household. It is not possible to quantify the level
of food insecurity from the discussions, but there
are indications that food insecurity is the norm
for these women.

When food is short, women at both sites also try
to get food in other ways. They do it by working
for others or making things and trying to sell them
for money.

“If you are the mother you can’t just sit and
relax. You have to do something to get money
to buy food for your children, like working
for other people or starting income-
generating projects. Then neighbours will

help you as you are also trying to help
yourself.”
(Rural mothers with migrant partners)

“Other people work for others and get money
by fetching wood, for example.”
(Rural mothers over 25 years)

“Some collect grass or reeds and sell them to
get money or work for others, like making
building mud blocks. Others sell things
to get money.”
(Rural grandmothers)

Borrowing and asking for food

It is very common for women to have to resort to
borrowing and asking in order to cope with food
shortages. Most of the women in the study areas
depend on people who work in low-paid jobs.
Many women are not able to grow food. Those who
do generally are not able to grow enough to meet
their needs. Some women do not have a regular
source of income. As a result, in both urban and
rural areas, there are those who regularly do not
have enough food to meet their basic needs. Often
the only other recourse is to “borrow” or “ask” for
food. At both sites, borrowing food, or borrowing
money to buy food, seems to be common. There is
a suggestion that only certain foods are borrowed.

“We cannot count how many times we ask
for or borrow food. It is many times. We ask
for or borrow kinds of food that it is not easy
to survive without, like maize meal.”
(Rural grandmothers)

“ We borrow certain kinds of food, important
food. We do not borrow food like rice,
knorrox, or Rama (margarine) but borrow
maize meal, sugar and sometimes, beans.”
(Rural mothers with migrant partners)

“We borrow food from neighbours and
friends. Sometimes we feel bad about
borrowing food every month. Then we borrow
money from our neighbours and friends.
Sometimes people give food. At other times
we just eat phutu (maize meal made with
very little water) and tea as you cannot
borrow food many times from people.”
(Rural mothers with migrant partners)

Borrowing or asking takes another, indirect form,
where children go to neighbours to eat when food
is short in their own homes.

“We cannot count how many times we do it,
because if your neighbour is giving your
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child food, she is also suffering as extra
children are eating from her. Whenever a
child is hungry, it goes to your neighbour,
even if you don’t allow the child to. You will
only see them after they have been there.
Then we don’t know how many times our
neighbours feed our children.”
(Rural mothers with migrant partners)

Borrowing is subject to norms that govern the
types of food that can be asked for, who can be
approached and the frequency that a single
individual can be approached, as well as the terms
of repayment. Practices are influenced by locality
as well. In the informal-urban settlement, for
example:

“We borrow food from neighbours, ask for
food from relatives and borrow money from
relatives and neighbours.”
(Urban-informal grandmothers)

“Whenever we do not have food, we try
neighbours first to borrow food or money.
Then we also go and buy on credit if we did
not get help from neighbours.”
(Urban-informal mothers with migrant partners)

“We ask for food many times, but change the
people that we ask from. We ask for food like
salt, candles, sugar, tea and matches. We
borrow ...even from outside our community.
...Others go and ask for food from Indians.”
(Urban-informal mothers over 25 years)

Asking for food, rather than borrowing, seems to
imply that there is no obligation to repay what is
asked for. Borrowing, by contrast, assumes that the
food or money will be returned, sometimes even
with interest.

Not everybody is willing or able to lend. It would
seem that the range of people that food can be
borrowed from is wider than the range from whom
money can be borrowed.

“The other thing is, not all people lend you
money. If you are very poor well-off people
won’t lend you money, because they will say
‘how are you going to repay it?’ They don’t
trust you. People can only get money from
people who are like them, as the saying goes,
‘birds of a feather, flock together’.”
(Rural mothers with migrant partners)

From the discussions in the focus groups, it is clear
that women try to manage their food shortages for
as long as possible before they borrow or ask for
food. At the rural sites, for example:

“If you have maize meal you eat phutu and
tea. When the maize meal is finished, that’s
when you go and borrow it from neighbours.”
(Rural grandmothers)

“You save when you are cooking. You cook
just a little food so that you can have food
on the following day.”
(Rural mothers with migrant partners)

“Sometimes we sleep hungry. Sometimes we
ask for food from neighbours.”
(Rural mothers over 25 years)

“When we don’t have food we also don’t
have clothes. We get ’flu when we don’t
have enough food.”
(Rural grandmothers)

“Sometimes we do feel like we are starving
but there is nothing we can do as we do not
have food.”
(Rural mothers with migrant partners)

Greater diversity and flexibility at the urban-
informal settlement create opportunities for more
varied responses. It is possible to borrow before
all food has run out, it is possible to borrow in
different ways, and it is possible to borrow from
outside the settlement.

“We never run out of all kinds of food.
If food is getting short, we go to neighbours
to borrow.”
(Urban-informal mothers with migrant partners)

“We share food. We eat at our friends’ places.
Sometimes some get more help than others.”
(Urban-informal mothers under 25 years)

“We even go to ask for help from Indians.”
(Urban-informal grandmothers)

In borrowing or asking, women are acutely aware
of their dependence on others, the rules of such
dependent relationships and the implications as
well as the humiliation of asking others for help.
While there are evident networks of support, they
are not indiscriminate or undefined.

“People don’t help each other, unless
they are your relatives or friends.”
(Urban-informal grandmothers)

“Friends do help each other, though they
gossip about it. Some don’t help. Others say
they are tired of helping people. We also
don’t help other people as they have working
husbands, but come to you while you don’t
have anyone working in the house.”
(Urban-informal mothers over 25 years)
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“Yes, neighbours do help each other, but it
also depends on the terms that you are on
with your neighbour. If you are not on good
terms they do not help you.”
(Rural grandmothers)

“Yes, those who come first get help. Others
don’t get help because they forget to bring
back what they borrowed. Others don’t help
poor people as they are not sure they are
going to get their money back.”
(Rural mothers over 25 years)

Women are aware that the pressures of being short
of food and going hungry affect the health of their
families. They also affect their demeanour, their
state of happiness and the way they relate to their
children.

“You become unhealthy. You get sick,
become thin and are always worried. You
become violent and even angry with the
children, because you think when and how
are you going to get food.”
(Rural mothers under 25 years)

“Some people don’t even tell when their
children have kwashiorkor (protein/energy
malnutrition). The other effects in the
household are unhappiness. The mother
becomes cross with the children when they
cry for food. Some even beat children and
the atmosphere is not nice.”
(Rural mothers with migrant partners)

3.2 Food routines and care-giving

Food routines are one of the indicators of care-
giving. This part of the study explores issues
around food allocation—the distribution of food
within the household routines and preferential
practices with respect to the amounts or kinds of
food given to household members.

Preferential foods or people

In general, in both the urban-informal and rural
areas, the same basic foods are consumed by
everybody in the household. These are phutu, rice,
potatoes, cabbage, tomatoes, onions and beans—
with little variety.

“(We) all eat the same food we have
cooked in the house.”
(Urban-informal grandmother)

Preferential treatment, in terms of the kinds of food
given to particular people mainly involves animal
foods (particularly meat), and reflects hierarchical
relations within the household. Some women at
both sites make a gender qualification regarding
food allocation. This is more pronounced in the
rural area especially among the women with
migrant partners. Generally, preferential treatment
is mostly is for men and not for young women or
children. When meat is available, it may be given
to the husbands, and the younger women and
children have to go without.

“Better food is kept for husbands. Curry is
kept for the husband. The woman will eat
phutu and tea with the children.”
(Rural mothers over 25 years)

“Others give the husband and father-in-law
more meat and children little meat, either
because men are the ones who buy it, or
because this is the way of respect.”
(Rural mothers over 25 years)

Grandmothers living in the urban-informal area
consider preferential food allocation to be
outdated.

“No food is kept aside for some person. That
thing was done in the old days where fathers
ate meat and children ate bones.”

However, the women under 25 years from the
urban-informal area report that preferential food
allocation practices still exist.

“Sometimes the husband has meat while the
wife and children have cabbage.”

“If it’s meat, the father and mother get more
meat and curry and if chicken, the males
have drumsticks.”

In the rural area, hospitality appears to be another
reason for preferential food allocation.

“When the husband arrives home (one
weekend a month), when you have phutu
and potatoes, you do not give him that. You
check what he has brought and try to fry
meat for him—if he brought it. This is done
especially on his arrival as he is treated as a
visitor. On the following day we all have the
same kind of food.”

In general, in both areas, the women report that
food is not reserved for particular people.
However, a group in the rural area made a
distinction between ordinary, everyday food and
animal foods. The exceptions are as follows:
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“We do not keep ordinary food for anybody
but we do keep maas... for the children as
they cry when they are hungry, then we give
them maas. Eggs are also kept for children.”
(Rural mothers with migrant partners)

In terms of caring practices, no cooked food is
specifically set aside to ensure that there is enough
for the more vulnerable members of the household.
In the urban-informal area it may be that there is
comparatively more food available and so there is
less danger that it would run out before these
individuals are fed than in the rural area. However,
there is also no mention made of keeping the best
or the tastiest cooked food for the most needy (or
of keeping it for those who are frail or ill). Rural
grandmothers did mention that they try to ensure
that there is enough food left over from the
previous night’s meal so that the children will have
something to eat the following morning before they
go to school.

The greater emphasis in the rural area on
specifically reserving food for children again
underscores the more child-centred caring
practices which appear to take place there.

Serving food

At both sites, one person (usually a young woman)
serves out the food for everyone. People do not
help themselves. It was mentioned that, if second
helpings are available, and people want them, they
will help themselves. However, young children or
older adults in the same situation would be served.
In the mornings, adults help themselves to tea and
bread.

At the urban-informal site, the general routine for
allocating food is that the person who cooked the
food serves it out. Meat is viewed in a different
light to other foods.

At both sites, special attention seems to be paid to
the fair distribution of animal products. This was
especially noted at the rural site where three
groups mentioned a high-status person (mother-
in-law, mother or husband) as serving whole
chicken or meat.

“One person dishes and serves us all,
whoever cooked the dish. But if there is
meat, my mother dishes for us, even if I
cooked, because she wants us to have the
same amount of meat.”
(Urban-informal woman under 25 years)

“If we cooked the whole chicken one person
dishes but it is not dished by the person

who cooked it. In some households the
mother-in-law dishes but all dish for all
members at the same time and give the
same amount of meat.”
(Rural mothers under 25 years)

Where resources are particularly constrained, the
order of serving becomes especially important;
those served last risk getting a smaller amount of
food. In this context, it is significant which
members of the household are served first and last.

The study shows identifiable routines around the
allocation of cooked food at mealtimes. Apart from
the women over 25 years at the rural site, all the
groups stated that all types of foods were served
at the same time to everyone in the household.
This appears to contradict some statements made
earlier. In some cases, the order of serving reflects
preferential and hierarchical relations within the
household. At the urban site, young and middle-
aged women mentioned that, in some instances,
adults get served first and children last. Younger
women also said that in other cases, children get
food first and adults last. Women over 25 at both
sites mentioned that everyone else gets food at the
same time but that the server gets food last.

“We get food at the same time. ... We start
with adults and feed children last, as the
children are playing and are not back at
times of food.
... We start with the children and the adults
(eat) later, as children cry and they do not
want to wait.”
(Urban-informal mothers under 25 years)

“One person dishes and serves all the
people. She counts the plates. For example,
if there are seven, she will have seven plates
and dish to all of them and then give them to
people. ... We all get the same amount of
food at the same time, even if we cooked
uncut chicken. ... “
(Rural grandmothers)

At the rural site, there does seem to be more
emphasis on serving adults first, particularly if
meat is included in the meal. Women over 25
mentioned a hierarchy for serving that begins with
husbands and fathers-in-law, then mothers-in-law
and lastly children. No groups in the rural area
mentioned starting with children.

“Others start with adults and then children
are last. Especially if there is meat and if the
children are dishing they start with adults.”
(Rural mothers with migrant partners)
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“Some start with adults, followed by
children and they get food last.... Some start
with their husbands and fathers-in-law,
followed by their mothers-in-law and
children get fed last.”
(Rural mothers over 25 years)

It would appear that, in the areas studied, the order
of serving is not an important indicator of good or
bad care-giving. Rather, gender and hierarchy as
well as the type of food being served seem to be
the dominant influencing factors.

Gender and physiology

Perceptions of physiological need greatly
influence the portions of food allocated by care-
givers. Overall, in both areas, attention is paid to
ensuring that food is distributed fairly equally.
Attention is given to individual appetites,
particularly in the urban-informal area, with males
receiving proportionally more food.

“We dish according to how much they eat.”
(Urban-informal mothers with migrant partners)

“Husbands and children get more as they
eat a lot.”
(Urban-informal mothers with migrant partners)

“In some households boys get more food
than girls as they don’t get full with small
amounts of food. Boys eat a lot.”
(Urban-informal grandmothers)

Evidently, boys are either more food demanding
and/or they are perceived to need more food.

All groups at the rural site, but only the grand-
mothers at the urban-informal site, said that the
same amount of food is served out to all household
members. There is less emphasis on different
allocation of amounts of food depending on
appetite.

“We all get the same amount of food. ... ”
(Rural grandmothers)

Women under 25 at both areas stated that they all
got the same amount of meat.

“If there is meat mother dishes for us even if
I cooked because she wants us to have the
same amount of meat.”
(Urban-informal woman under 25 years)

The responses about the actual amounts served
contain contradictions. It is not certain what “the
same amount of food” actually means. With
respect to meat it is most likely to mean identical
portions being given to each family member. When

describing portions of staples, it is less likely to
mean the same amount of food, particularly in the
urban area, as staples are allocated according to
different individual levels of appetite and
expressed demand. Portion sizes are likely to vary
between individuals.

One of the few comments made about male
concern for their children and their food intake
came from a focus group in the rural area.

“Other husbands prefer that children get
enough food or more food than themselves.”
(Rural mothers with migrant partners)

Reserving food

Issues of giving second helpings or reserving food
were explored. In many households in both areas,
an effort is made to accommodate people’s
appetites. Second helpings are available for those
still hungry if there is cooked food available that
has not been planned for the next meal. Food is
generally only cooked once a day in both areas.

“Those who do not get full, get more if there
is still food left. If no food is left you will
sleep like that as we do not have money for
bread, unless there is ujeqe.”
(Rural mothers with migrant partners)

“If there is food left over they get some more,
if no food is left they have tea and bread with
eggs if available.”
(Urban-informal mothers over 25 years)

Three of the groups in the rural area mentioned
that, even if a person is not full and there is cooked
food left, they prefer to keep it for later. A contrast-
ing perspective, that some mothers are reluctant
to let anyone sleep when they are not full, was
also expressed.

“If there is someone who is not full, they
sleep like that because the food is for
children to have in the morning as there is
no bread... People can’t sleep when they are
not full, then they do have some more food.
It is not good to sleep hungry.”
(Rural grandmothers)

“The one who did not get full after the meal
does get some more food if it is still
available. If no food is left he or she will
sleep like that. Phutu never gets finished, he
or she will eat phutu and tea. Others fill up
with amahewu (fermented maize meal
drink) if not full.”
(Rural mothers over 25 years)
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Cooked food is stored overnight in pots. Groups
in both areas said that it was warmed in the
morning and given to the children either before
or after school. The women see this food as
something special that they try to make available.
The grandmothers specifically felt that it was
important that the children should eat first before
going to school. Adults will only eat this food after
the children, if there is any left.

“Food left over is left in pots well covered
and used in the morning. It is warmed and
given to children in the morning but we also
have it if there is some left.”
(Rural mothers with migrant partners)

Allocation of everyday foods within the study
group households is likely to be based on
perceptions of individual need. However, there is
no indication that this applies to animal foods,
where status and deference are more important.
The high levels of phytates and dietary fibre in
the predominantly vegetable diet would negatively
affect the amounts of iron, zinc and other micro-
nutrients available for absorption. The amount of
other nutrients consumed would also be very low.
This can be linked to suggestions that chronic
undernutrition is more closely related to
inadequate micronutrient intake than energy
intake (38). The fact that boys may get relatively
more food is because they have a greater appetite
and not because male children are more highly
prized than female children. This is confirmed by
the anthropometric data, which does not show a
sex difference in stunting prevalence in South
Africa (3).

Eating from a common dish

The practice of children being grouped by age to
eat from a common dish is still evident in the rural
area. Grouping around a common dish is some-
times an indicator of food shortage in the
household, sometimes it reflects an adherence to
traditional practices, sometimes it is a matter of
household routine, or depends on the type of food
served.

In the rural area, two groups said that children
share plates. For the women with migrant partners
a distinction is made between those times when
there is enough food—in which case children have
their own plates—and those times when there is
not enough food and children are grouped
according to age around one dish. It was not stated
what age categories were used. The women over
25 said that, in some cases, children are grouped

according to age to eat from one dish regardless of
whether or not there is a shortage of food. It was
implied that this was a routine characteristic of
the household.

Maas, one of the few foods specifically reserved
for children, is usually served to them as a group
in a common dish.

“If the food is enough, children have their
own plates. But if the food is not enough,
they are grouped together to eat from one
dish. Children are grouped according to their
age. ... Some group children by age to eat out
of one dish, regardless of whether there is
enough food. ...
If we are having maas, children are grouped
according to age.”
(Rural mothers with migrant partners)

In sharp contrast, all groups at the urban-informal
site said that each person, including children, has
his or her own plate.

“Children have their own plates, they do not
want to share and they are not the same.
Some are older than others therefore they
cannot have food in one dish.”
(Urban-informal mothers over 25 years)

This difference may be a reflection of several
factors, including the relatively greater resources
available at the urban-informal site. There is never
so little food that children need to share plates of
food. It may also indicate a decline in traditional
practices in the urban-informal area. In both areas,
there appears to be some recognition of the fact
that the sharing of plates is not ideal.

What makes a good mother?

The study questioned how central food is to
perceptions of good mothering. Caring and
responding to their children’s needs are integral
to the meaning of motherhood in both study areas.
The discussion generated a wide variety of
responses.

All groups from both areas (except women over
25 in the informal-urban area) associated caring
with being a good mother and two groups in each
area associated loving with being a good mother.
All groups in the rural area but only one group in
the informal-urban area mentioned cleanliness—
of the child, of the house and in general—as a sign
of a good mother. Women under 25 in the rural
area mentioned having a good relationship with
the community as being one of the characteristics
of a good mother. Other responses included
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advising, protecting and being merciful towards
their children. They also talked of having self-
respect and dignity.

“A good mother is caring, washes (clothes)
for her children, baths her children, loves
her children and feeds her children.”
(Rural mothers with migrant partners)

“A good mother is good by her actions like
behaving herself well. She must be polite to
children, be clean, caring for children.”
(Rural grandmothers)

Food and feeding was mentioned, but only by one
group in each area. This apparent underemphasis
on food as an indicator of care-giving competence
or of being a good mother derives from a number
of inter-related factors. A very monotonous diet,
especially in the rural area, low levels of health
and energy for both care-givers and children,
limited financial resources, as well as cultural and
status-related practices are likely to act to reduce
the centrality of food in care-giving for children.

Monotony of diet

The monotony of diet has both physiological and
social consequences. It has been suggested, (39)
that monotonous and unbalanced diets reduce
appetites; a problem likely to be further
exacerbated by chronic infections. Suppressed
appetite, coupled with social expectations around
the status-related food needs of adults, particularly
men and older women, have an impact on the food
available for children and young women.

The study data indicate that care-givers respond
to appetite cues, by giving second helpings or
larger portions to those who eat a lot. However, a
vicious cycle may be set up. Those children who
eat more food have greater appetites and so are in
a position to demand more. This is unlikely to
happen with children of small gastric capacity.
Even if it does, the food has such a low nutrient
density that it is unlikely to impact substantially
on the nutritional status of that child. As has been
seen in other research (40), in situations of low
nutrient density, giving frequent meals is more
likely to have an impact on nutritional status or
behaviour. However, this is not likely to be a viable
option for care-givers when only one meal a day
is cooked, fuel is expensive (in terms of money
and time) and food is in short supply.

3.3 Feeding routines of infants and babies

Infant feeding

The mother was mainly responsible for feeding
infants at both sites. If she was unavailable, the
grandmother or older siblings would feed the baby.

“The mother of the child usually feeds the
baby. If the mother is not there, she asks
someone to feed the child, like the child’s
granny or older siblings.”
(Rural mothers with migrant husbands)

From the discussion analysis it emerged that
breastfeeding is a common method of infant
feeding at both sites, but is accompanied by bottle-
feeding from as early as three days of life. Mothers
decided when to introduce complementary feeds,
but the range of such foods, especially at the rural
site, are unlikely to meet the nutrient needs of the
babies.

Breastfeeding

Generally the women in this study breastfed their
babies, with the tendency to breastfeed being
somewhat higher among rural than urban-informal
women. This has been reported in other South
African studies (12,41,42), where breastfeeding is
a traditional way of infant feeding. This is
especially the case among rural black women,
where the practice continues until children are
two years of age and beyond (41,42,43). The
incidence of exclusive breast-feeding is, however,
very low (44). There was a general strongly
articulated support for breastfeeding. None of the
groups, however, indicated that they breastfeed
exclusively; there seemed to be a mixture of
breastfeeding and formula feeding at both sites.
This was in spite of a strong association made
between breastfeeding and perceived advantages,
such as good health, low cost, convenience and
freshness.

“Breastfeeding is very good, the child does
not get flu easily. It is good to breastfeed as
breast milk is always fresh.”
(Rural mothers with migrant husbands).

“Breastfeeding saves money as you do not
buy milk and bottle, it does not need money,
it is healthy, the child does not get sick often
and you do not change types of milk.”
(Urban-informal mothers over 25 years)

There was also a belief among both the rural and
urban-informal women that the good food eaten
by the mother finds its way to the baby via the
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breast. The rural women also associated breast-
feeding with the establishment of the mother-baby
relationship.

“Breastfeeding is good, nutritious, builds a
loving bond, it is always fresh and need not
be warmed. The baby gets nutrition from the
nutritious foods that the mother eats.”
(Rural mothers over 25 years)

“Breastfeeding is healthy as the children
have the healthy food that the mother
eats....”
(Urban-informal mothers with migrant husbands)

The older rural women preferred breastfeeding
because it did not come with instructions for
preparation.

“ ... It (breast milk) is always fresh and there
is no specific or proper way to prepare it... .”
(Rural grandmothers)

Certain misconceptions exist concerning breast-
feeding. In this study excessive sexual activity was
associated with spoilage of breast milk. Such
misconceptions derive from a cultural practice
among some South Africans of prohibiting sexual
intercourse to prevent “poisoning” of breast milk,
which was perceived to result in the death of the
baby (45).

The practice of philandering mentioned by young
urban-informal mothers was recognized as leading
to neglect of children and lack of time to breastfeed
and associated with spoilage of breast milk.

“Breastfeeding is good if the mother does not
like men, as if she likes men the baby eats
men’s rubbish. She also does not have time
for the child, always out with men... .”
(Urban-informal mothers under 25 years)

Bottle-feeding

Breastfeeding is accompanied by bottle-feeding or
even solid-food-feeding from as early as one month
of life in South Africa (13,14,24,43). Although
there is a positive attitude towards breastfeeding,
and the disadvantages of bottle-feeding are well
recognized, women are unable to put this
perception into practice.

This problem is documented in developing
countries such as Nigeria (46), Malawi (47) and
India (48). These problems lead to early intro-
duction of breast-milk substitutes which displace
breast milk, resulting in decreased output of breast
milk (12,49). Perceived inadequate breast milk,
which may have resulted from early complemen-

tary feeding, perpetuates the need for bottle-
feeding, thereby causing a further decline in breast
milk quantities. Lack of knowledge of the value of
colostrum is another reason for addition of breast-
milk substitutes at birth (14, 50). This may lead to
breastfeeding only commencing one day after
giving birth (12).

In the study, bottle-feeding was practised at both
sites. The rural women mentioned the problems
of poor hygiene, high cost and improper prepara-
tion which are associated with it.

“Bottle-feeding is not good, because others
do not clean it (the bottle) properly. Children
also play with it and it gets dirty, and they
take it and suck without cleaning it then
they get diseases.”
(Rural women with migrant husbands)

“Bottle-feeding is not healthy as flies sit on it
and we give (it to) the baby without washing
it, dogs suck it, then the bottle is not always
clean. Food (the formula) is not prepared in
a proper way.”
(Rural mothers over 25 years)

“Bottle-feeding is expensive and it becomes
problematic if you do not have money to buy
more milk. The bottle-fed baby needs to be
well cared for, you need to prepare the milk
very well. It can be good if the mother
prepares the bottle in a proper way and if
the father is working and will have money
to buy milk.”
(Rural grandmothers)

The reasons for bottle-feeding given mainly by the
urban-informal mothers included: inadequate
amounts of breast milk, absence and illness of
the mother and if the mother had to work. Some
were, however, emphatic that breastfeeding
should continue when the mother is available, for
example in the evenings.

“Bottle-feeding is good if the mother is sick
and cannot breastfeed, the other people will
help bottle-feed your child. It is also good if
you are working or if you need to go
somewhere and do not want to take the baby
with you, because you leave the baby with
other people and they will bottle-feed the
baby for you. And if the child does not get
full with the breast milk then you bottle-feed
the baby but continue with breastfeeding.”
(Urban-informal mothers over 25 years)

Bottle-feeding seems to commence very early in
life. Some rural women expressed breast milk into
a bottle if they did not have breast-milk substitutes.
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“Others do not have milk in their breast
therefore bottle-feed during the third day ... .
Sometimes we put breast milk in the bottle,
but if we have bought milk we stop it.”
(Rural women with migrant husbands)

Frequency of feeds

The urban-informal group of young mothers
indicated that they fed their babies when they
cried or when their breasts were full.

“We breastfeed or bottle-feed them each time
when the baby cries, when they wake up or
when we feel we have more milk in our
breasts. We are also able to see if the baby
needs to eat.”
(Urban-informal mothers under 25 years)

At both sites it was apparent that both breast-
feeding and bottle-feeding were practised
simultaneously very early in life. Although the
women were aware of the problems associated
with bottle-feeding they still did it. The urban
women bottle-fed either because of a need to go to
work, or because they felt that the baby did not
get full on breastfeeding. The rural women
practised both methods because the baby would
be fed by others if the mother had to go elsewhere.

Introduction of complementary foods

The introduction of complementary foods by the
rural women in this study was found to take place
when the babies were as young as two months of
age. This practice has been observed among rural
and urban women elsewhere in South Africa
(12,43), although the time is commonly reported
as being when the infant is three to six months
old (13). Urban women may have access to a wider
variety of weaning foods (12,13,14). In this study
the solid diet given to rural children was mainly
carbohydrate in nature with intermittent additions
of fat or protein. The mean weight for age may be
equal to or exceed the United States National
Centers for Health Statistics (NCHS) standards
during the first half of infancy despite breast-
feeding and bottle-feeding, but decline during
complementary food introduction (14,22,24,51).

Decision-making

The mother decides when to give the baby
complementary foods among the rural groups.
This may be because these mothers spend more
time with their babies than the urban-informal

women who either share this decision with the
grandmothers or receive instructions from them.

“The mother decides as she is the one who
sees the baby if he/she no longer gets full
on milk.”
(Rural women with migrant husbands)

“Mothers decide but most of the time
grannies decide as they are the ones
informing the mothers of babies.”
(Urban-informal grandmothers)

The age to introduce solid food

The tendency was to introduce solid food at an
early age. The earliest age, two months, was
reported among rural women.

“We start giving other kinds of foods
to babies when they are two or three
months old.”
(Rural mothers over 25 years)

The grandmothers from both sites regarded four
months as the age at which complementary feeding
should commence.

“We start giving children other kinds of food
when they are four months old.”
(Urban-informal and rural grandmothers)

Some mothers felt that they could not wait for the
six months advocated by the health workers,
before commencing complementary feeding.

“We start giving babies other kinds of foods
when they are three to four months old. At
the clinic they said when the baby is six
months, but we cannot wait that long as we
see that children do not get full with milk
only, they need heavier food than milk.”
(Urban-informal mothers under 25 years)

One group stated that when the baby is under three
months old, it is not advisable to give it solid foods.

“We start giving children other kinds of foods
when they are three months of age, because
before three months the baby is still young.”
(Rural women with migrant husbands)

The complementary foods

The lack of money, especially among rural
dwellers, makes it difficult to provide the infant
with nutritious weaning foods. The tendency is
to feed the baby any available soft food with
minimal additions.
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“We give them soft porridge, without milk
and Rama, but those who can afford it, add
milk and Rama in the children’s soft
porridge.”
(Rural grandmothers)

“We give them soft porridge, if you have
money you add Rama in the porridge.”
(Rural mothers under 25 years)

“We give them Nestum (a commercial baby
cereal), soft porridge with milk or Rama if
available.”
(Rural mothers over 25 years)

It was only among the urban groups and the rural
group of women with migrant husbands where
additions to the staple were certain. More of these
groups were also able to purchase convenience
weaning foods.

“We give them Nestum No.1, porridge with
milk, Cerelac (a commercial baby cereal).”
(Rural women with migrant husbands; urban-

informal grandmothers)

“We give them Nestum No. 1, soft porridge
with eggs, Rama, peanut butter, we give them
mashed potatoes, mashed pumpkin /
butternut with Rama.”
(Urban-informal women with migrant husbands;

urban-informal mothers over 25 years)

The first foods introduced between two and four
months of age seemed to be the commercial
cereals. Soft foods eaten by other household
members were mainly introduced at five to six
months of age at both sites. All foods eaten in the
household were eaten by infants by nine months
to one year of age. The main protein-rich food for
rural babies was maas. By contrast the protein-
rich foods for urban babies were mainly eggs,
peanut butter and meat.

“At six to seven months of age we give them
butternut, mashed potatoes. At nine months
we give them phutu and every kind of food.”
(Rural mothers over 25 years)

“At six months we give them maas and other
light food, at one year they get potatoes and
ordinary people’s food.”
(Rural women with migrant husbands)

“At six to seven months we give them
butternut, mashed potatoes, boiled eggs and
mashed rice and curry.”
(Urban-informal mothers under 25 years)

Food mothers would like to give to their children

Some mothers, particularly those in the rural area,
know of certain foods which they would like their
infants to have, but which they cannot afford.
They mentioned both commercially-prepared
convenience weaning foods and home-made
foods.

“Yes, there are kinds of foods that we would
like to give our children if we can afford
them, like Purity and Nestum.”
(Rural mothers under 25 years)

“Yes, but we cannot afford them, like eggs,
peanut butter, Purity, pumpkins and
custard.”
(Rural mothers over 25 years)

Urban-informal women believed that they were
giving their children what they considered to be
the right kind of food.

“We give them all the food we think is good
for them.”
(Urban grandmothers)

“We do give them what we think is right.”
(Urban-informal mothers with migrant husbands)

Feeding routines during illness and convalescence

Infectious illness can bring about anorexia, fever,
diarrhoea and vomiting with a resultant reduced
nutrient intake. If feeds are withheld or replaced
with foods of low energy and nutrient density, the
nutritional status is even further compromised and
susceptibility to other infections is increased (52).
The condition worsens if there was prior under-
nutrition.

At both sites, the type of food given when the baby
is ill did not change from what was routinely
given.

“We give them the food that they normally
eat, and breastfeed.”
(Rural mothers under 25 years; rural grandmothers)

“We give them the ordinary food that they
eat—we do not change food.”
(Rural women with migrant husbands)

Different responses to the above were elicited from
two urban groups and one rural group, who
changed the food pattern of babies during illness
to stimulate appetite, but continued to breastfeed.

“We give them fruit juice and orange if they
lose appetite.”
(Urban-informal mothers under 25 years)
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“If she/he loses appetite we give her/him
sour porridge as it brings appetite.”
(Rural mothers over 25 years)

There was no evidence of change of food intake
during illness. All seem to give the usual food
during convalescence, although one rural group
indicated that if they had money they would give
the children other food as well. Where no reason
was given for continuing to give normal food
during illness and convalescence, it is not certain
whether this was done because of lack of
knowledge or resources.

The age at which children feed themselves

All the women helped children while they were
learning to feed themselves. They all considered
early self-feeding as a learning process for the
child. The mother should help before or after the
child has fed himself. All the rural groups and two
of the urban groups indicated that their children
started feeding themselves at one year of age. The
rest started at eight to nine months of age.

“When they are one year old. The mother
still continues helping as they are not able to
eat by themselves; they play with food.”
(Rural women with migrant husbands)

“When they are one year old, but others are
slow and start when they are two years. We
still feed them and halfway give them a
chance to feed themselves, others give them
a chance to feed themselves and then feed
them to be full. This is how we teach them to
feed themselves.”
(Urban-informal women with migrant husbands)

The women who started allowing children to feed
themselves at eight months of age indicated that
this may occur between eight months and one year.

“Children differ, some (feed themselves) at
eight to nine months old. Others at ten
months to a year, but these children are still
learning and the mother should continue
feeding them, but also give them a chance to
learn. We feed them first, but we fight as they
want to feed themselves.”
(Urban-informal mothers under 25 years)

“When children start walking, at nine
months or a year or at one year and three
months. But we still continue feeding them;
you sit next to them, see how they eat and
also feed them to be full. Some give them a
chance first to learn and others feed them
first and give them the chance to learn later.”
(Urban-informal mothers over 25 years)

Stunting

Stunting is the result of a complex set of inter-
relationships, with poverty as a major underlying
factor. It would be difficult for a mother to
recognize stunting unless it was severe. Even if it
were recognized, poverty would make its
alleviation difficult. It was therefore of particular
interest in the study to determine the perceptions
of mothers in communities where stunting is
relatively common.

No information was available regarding the
nutritional status of the children in the study, but
in the subsequent preliminary household anthro-
pometric assessment (work in progress), levels of
stunting were high in both areas. It has both health
and educational consequences. Intellectual
performance, such as hand and eye performance
scores, mental ability and vocabulary scores have
been found to be negatively associated with
stunting.

Is it recognized?

Stunting was not recognized as a nutritional
problem by many of the women in the study. This
could mean that, even if they had the means to
correct it, they could not do so, because they did
not associate short stature for age with inadequate
nutrition.

The women in the two areas were asked to talk
about stunting during discussion which revealed
the strains of their lives as mothers and care-givers.
They are aware that some children are sickly and
do not grow well or big, but stunting, as a disease
or health outcome is not recognized as such.

“There are those who have big heads and
who are short. We don’t know why. We
always think it is natural. God created them
like that, that is the way they are—it is
created.”
(Rural grandmothers)

Some urban women did, however, associate
stunting with undernutrition, ill health and lack
of care.

“Yes, there are too many, others are short
and Topia-kind (Ethiopian-like). We don’t
know why. Maybe it is hereditary or it is
malnutrition, as (their) parents are
struggling for food.”
(Urban-informal mothers over 25 years)

When asked what can be done and whose
responsibility it is to intervene, the responses were
as follows:



“No, there is nothing we can do, because
they are born like that, it is natural as they
are also strong. We think they are like their
parents as we do not know why they are like
that. The community cannot do a thing. The
Government should come and research it;
maybe there is a problem, we just cannot see
it as children pass at school and look
normal. The Government can help us for the
next children we are going to have.”
(Rural women with migrant husbands)

“It is not easy for the community to help
people. The community cannot give you
money as you won’t be able to give it back.
The other thing is that you cannot tell a
person that her child is stunted. Government
can help by giving food to those who cannot
afford it from welfare organizations. We
should go to the Government and report our
problems.”
(Rural mothers over 25 years)
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The overall impression gained of the two sites
was that of poor people living on the edge of
survival, with frequent food shortages, a lack

of dietary diversity, using whatever means were
at their disposal to maximize their income, but
still not being able to ensure food security, even
where households grow food in addition to
gathering it. Women need regularly to resort to
coping strategies, such as borrowing and asking
for interhousehold distribution of food; however,
they have minimal discretion over the type and
quantity of food they receive. Even when the
women knew what foods would keep their
children healthy, they had no money to buy them.
Some indicated that they could not even turn to
their neighbours for help.

The data suggest that, in many cases, chronic
malnutrition is most likely to be related to
inadequate resources, monotonous poor-quality
diets and poor appetites. Under such conditions,
a focus on improved care-giving practices would
have little impact on nutritional status, unless it
was accompanied by an increase in the amount
and variety of resources available to the family.

Care-giving

Food is integral to care-giving, although it was
found not to be as prominent in the study as might
be expected because food choices are so limited
and routine, as well as being resource and time-
consuming. Women thus cannot use food as a way
of showing and giving care. Nevertheless, food
remains an important vehicle through which
children learn about hierarchy, status, decision-
making and authority in their homes, as well as
in the broader community. The assumption of a
close association between food, feeding and being
a good mother or care-giver depends on the ability
to access enough resources in a consistent and
systematic way to be able to attend to children
and other family members’ food needs. Lack of
knowledge can also affect care-giving: where
women do not properly understand the advantages

of breastfeeding and appropriate weaning they
cannot use food as a way of showing and giving
care to their infants.

Availability of resources as a
determinant of care

The different structural and social resources in the
two areas studied can result in impaired physical
and mental development in children with the
relative influence of each differing by locality. The
urban poor are likely to have higher incomes,
greater access to food and greater choice of food
than the rural poor. Decisions around food in the
urban-informal area seem to be more consensual
than in the rural area, and the rules about care-
giving for children seem to be weaker, giving care-
givers greater flexibility and more options.
However, there was a variation in the level of
household resources, particularly in the urban
area, which it was not possible to quantify from
the focus groups’ data. Whilst there was increased
dietary variety in the urban area, it mainly
occurred at the weekends. This would not be
frequent enough to meet a young child’s needs.

In the rural area, despite fewer resources, food-
related care-giving is more child-centred than it
is in the informal-urban context. At the same time,
in the allocation of scarce animal foods, for
example, the age and position of adults overrides
the importance placed on children. As the
spectrum of responses broadens, the risks of
inadequate care become more extreme.

Decision-making in food purchasing

Women play a key role in decisions around food.
Despite existing inequalities between men and
women in South Africa, this study shows that
women have real authority and autonomy, at least
over everyday food purchases. For many, this is
because they contribute substantially to household
income or because men do not live at home,
particularly in the rural area. However, there is
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4. Conclusions



Weaning diet

The mothers have the latitude to decide when to
wean the babies, but the complementary foods are
unlikely to meet the babies’ needs in health and
illness, especially among rural women. The
weaning diet is therefore likely to be low in protein
and micronutrients, and may bring about the
growth faltering which has been found to take
place during this period.

Feeding during illness

The responses to feeding during illness and
convalescence indicate the inability of the women
to provide more easily digestible, but nutrient-
rich and energy-dense foods, which will stimulate
the sick baby’s appetite while meeting the raised
needs during illness. Looking at the types of
complementary foods given to the rural children
and the continuation of normal feeding during
illness, undernutrition could not be ruled out.

Stunting

Stunting was not recognized as a nutritional
problem by the women in the study areas who
nevertheless expressed a need for research to be
conducted into the reasons for it and to help them
alleviate it. Significant levels of stunting could be
expected in both sites, with a greater incidence at
the rural site.

Expectations of a governmental role

The women specifically mentioned that they
believed that the Government should help them
by conducting research on their problems and
offering them help to overcome problems of
malnutrition. This implied bypassing the commu-
nity and moving straight to provincial and national
government to seek help. Such expectations could
be attributed to the dependency syndrome brought
about by the vertical programmes of the past which
included handouts.
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some indication that men have greater authority
over purchases of the more expensive, scarcer
foods such as meat.

Food security

Shortages are also associated with a routine of
household food deprivation in order to reduce
dependency on others, especially among rural
women. Where this happens regularly over time
it is likely to have long-term effects on infant and
child growth as well as on general well-being. The
use of social networks was the major short-term
strategy used. Long-term solutions to food
shortages mentioned by women in the current
study and in other studies included increased
employment, income-generation projects and
improving food production. Borrowing or asking
for food is a form of interhousehold resource
distribution that plays a particularly important
role in the survival strategies of poorer women in
both the urban and rural communities in the study.

Food allocation

In food allocation, care-givers focused on appetite
rather than the sex of children, but this did not
apply to animal foods where status and deference
were more important. However, the relatively
small amounts of animal foods available as well
as their infrequent intake, even for men and older
women, may not be enough to have a significant
impact on nutritional status.

Modes of infant feeding

Despite the general interest in breastfeeding
(though not exclusive breastfeeding), various
factors influence the early introduction of bottle-
feeding. These include poor confidence in breast-
feeding if the mother is inadequately supported,
fear of lactation failure,  and the need to work or
to be absent from home. The combination of breast-
feeding and formula milk feeding may reduce the
stimulus for breast milk production, so that the
supply of the mother’s milk is not enough to satisfy
the baby. This also leads to the early introduction
of complementary foods in spite of professional
advice.
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