
PSYCHOLOGICAL FACTORS IN THE
ETIOLOGY OF KWASHIORKOR*

Reports of kwashiorkor do not invariably include any mention of
psychological changes, although they seem to us in Kampala, as they
seemed to Clark in Kenya,' to be profound and important. It is very
unusual for us to see an advanced case that does not show a considerable
degree of apathy and misery. The omission of mention of the changes may
not be accidental: in some places where the disease is found the changes
may be minimal or absent, just as changes in the hair and skin, and other
signs, seem to vary from country to country. Psychological changes have
not been described by Professor Frontali in " distrofia da farina" in Italy,
although he is well aware of their occurrence in Africa.2 They have not
been described, so far as we know, in places where the average age for the
onset of kwashiorkor is four or five years, although children of that age
might be much more able to give an account of their feelings than the
younger children with whom we deal.

We are at present engaged in a preliminary study of the psychological
changes associated with kwashiorkor, having received for that purpose a
grant from the World Health Organization. The work has not been com-
pleted, but it already seems possible to demonstrate a difference between
the mentality of a child suffering from kwashiorkor and that of a child very
ill with malaria, pneumonia, or an anaemia. In our cases, mental condition
is being judged by the performance of Gesell tests, carried out in bed if
necessary. In the worst cases of kwashiorkor, it is almost or quite impos-
sible for the investigator to establish contact with the child. In the child
with malaria, or the other illnesses, no such difficulty is met. The child
with malaria welcomes physical contact and comfort, but the child with
kwashiorkor refuses them. With sick European children, failure to establish
contact is very rare, and is met only in some cases of tuberculosis and of a
few other serious diseases.

When the child is responding well to treatment, an improvement in the
mental state is one of the most hopeful signs, and when the child can be
induced to smile, he is out of danger. We can usually produce a recognizable
degree of improvement within a few days of starting treatment, and we
can measure the improvement not only by clinical observation and by
biochemical changes, but also, we think, by Gesell tests. The score increases
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too rapidly for the increase to be accounted for by learning or the ordinary
processes of development. Eventually, the score no longer increases, and we
presume that the child has regained the full degree of his psychomotor
development. The degree of development must be considered, of course,
in relation to the age of the child and the development of the " normal "
African child of the same age. We are collecting data on the development
of healthy children, but have not so far collected enough to enable us to
say whether the child with kwashiorkor is retarded. At the moment, the
most obvious characteristic of the mental changes is their apparent tran-
sience, and it seems impossible to give any well-founded opinion of the
effects of kwashiorkor in later life. Observations on well-established cases,
over many years, will be needed before anything definite is known, and it
will be important to try to ensure that the effects of the episode of mal-
nutrition are not being confused with the effects of other things.

It is in the nature of nutritional diseases that only the most severe
cases are likely to be seen in hospital. Kwashiorkor is no exception, and
there are many slight cases that never receive any special treatment, but
manage to survive. We are trying to evolve ways of diagnosing objectively
the mild cases ; if we are successful, we may possibly be able to demonstrate
early mental changes, although so far they are known only in severe cases.
Until we have some way of detecting the early changes, we feel that we can
have no real evidence for the theory that kwashiorkor has a permanent effect
on the great mass of the children in a population, even if the population is
known to have much of the disease.

The psychological studies have focused our attention on the behaviour
of the mother of the child with kwashiorkor. The mothers are admitted
with the children, and our wards are so arranged that observation of all the
occupants is always possible. As a result, we have become convinced that
the attitude of the mother must play an important part in the causation of
the disease.

About half the children admitted for treatment have been sent away
from their mothers, for one of a variety of reasons, and while away have
contracted the disease. The separation usually occurs at the age of about
one year, and the reasons range from a desire to avoid the constant nuisance
of the child's demands, especially if the mother is again pregnant, to a
desire to honour or please a grandmother or some other respected relative.
Formerly, a grandmother could claim the right to take a child from its
mother; nowadays, that right is not so well recognized, but it is still common
for a separation to be arranged. It is possible that some mothers believe
that the separation will benefit the child by making it independent, but we
have the impression that the child is usually the last person to be considered
in the arrangement. Up to the time of separation, the child has been in
physical contact with his mother for almost every moment of his life, fed by
her, carried on her back, or sleeping by her side. He is sent away, and it
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seems usual for the mother to wait several months before she visits him.
He may be fortunate in finding a satisfactory substitute for his mother, but
he may equally well find himself a stranger in a strange environment, where
no one gives him special attention. Even if the foster-parents have the best
intentions, and the ability to translate them into love, the child can be
expected to resent the change in his life and the loss of the security his mother
afforded. The reaction of the European child to such treatment is well
known, and it may be advisable to say at this stage that our work so far has
revealed nothing to suggest the likelihood of differences in reaction be-
tween the European child and the African. The European child, even if he
does not go the whole distance and become the " deprived " child described
so well by John Bowlby,3 could react in several different ways, of which the
most important would be to drop his toilet habits, or to refuse to eat. The
African child, as we know him, has no training in toilet habits, but urinates
and defaecates wherever he may be. He has almost no recourse except to
become difficult with his food. In our community, the food is of such a
kind that only a good appetite will provide him with enough protein, and
if the appetite is impaired, kwashiorkor is all the more likely. We have not
actually observed this sequence of events in the home, but we have seen a
child respond to the departure of its mother from hospital by refusing to
eat, and we have seen another who deliberately made itself sick every time
it was fed. In both cases, forced feeding had been used, before we took
charge of the children, to prevent death from starvation; but, with guidance,
our nurses had no difficulty in establishing the degree of confidence that
broke the anorexia. We are wondering now to what extent the anorexia
of kwashiorkor, which is a remarkably constant feature, can be overcome
by psychological care, and whether, in those exceptional cases in which the
appetite remains good, there has not been any important psychological
trauma.

It is not only the children who are sent away from their mothers who
get kwashiorkor. There is no doubt that the child can be effectively separ-
ated from the mother without going far from her side. Many very ill
children have never been sent away, and we think it reasonable, in such
cases, to look for other ways in which the child might feel that it has been
rejected. The shock of weaning may be one way; the actual moment is often
decided in consultation between the mother and an older relative, and in
our community it is usually an abrupt event, on a day fixed arbitrarily, and
with neither the comfort of the mother nor the well-being of the child being
obviously brought into account. Our mothers do not use aloes or other
unpleasant substances to make the breast distasteful, a procedure that has
been shown to result in aggressive behaviour in some South African children:
the child is denied the breast and suddenly must learn to do without a source

3 Bowlby, J. (1952) Maternal care and mental health, Geneva, 2nd ed. (World Health Organization:
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of nourishment and a tangible comfort. If he responds by anorexia, he may
start on the downward path that leads to kwashiorkor.

There may well be other reasons for the rejection of the child. For many
months, the child sleeps with its mother. Finally, it is given a sleeping-mat
of its own, set in another part of the communal room. This is done at
about the same time as weaning, and may be in effect an important separa-
tion. Again, many of the mothers are pregnant when they bring children to
hospital because they have kwashiorkor. Pregnancy does not limit physical
activity to any detectable extent, and can have little effect on food-gathering.
In some parts of Africa, but not, as it happens, in our community, it is
believed that the unborn child will harm the one already born, because the
life-force is limited and the unborn child is greedy for it. Unconscious
rejection is also possible. Our mothers believe that to make any preparation
for the birth of the child, or any clothes for its use, is extremely unlucky,
and will result in the child being born dead. But advanced pregnancy is a
physical fact that cannot be ignored; the mother cannot avoid mental
preparation even if custom forbids the collection of a layette, and the conflict
resulting may show itself in an alteration of the behaviour to the child, an
alteration that may appear to the child to be a rejection.

Our observations have enabled us to follow some alterations in the
behaviour of the mother as the condition of the child changes. When the
child is extremely ill, some mothers exhaust themselves and their children in
perpetual fussing attention, but others are disinclined to do anything at all.
When the child is convalescent, the mother spends much of her time with
it on her knee: the child's demand for contact is indeed most striking.
But the mother does not play with the child, or seek to amuse it, as does the
European mother. She talks to her neighbours, she watches the passers-by,
but she pays very little attention to the child, who is expected to remain inert
and quiet. Our nurses have instructions to the effect that when there is
nothing else to do they must play with the children. The mothers, if they
think this behaviour eccentric, tolerate it, and will, in rare instances, join
in the play. There seems to be no doubt, however, that the child is not
habitually played with to any great extent, and we have been told that the
neglect is deliberate, because it is thought that playing might spoil the child.

Recovery from kwashiorkor occurs at different rates in different children,
and the improvement in appetite, which is one of the most important signs,
and the improvement in mental condition cannot always in our cases be
closely related to other clinical findings or to the biochemical changes.
Some children remain difficult to please for many weeks: one, after six
weeks of our more or less constant company, was still angrily rejecting most
of the people who came near him. That child was, of all the children we
have seen, the most unhappy when his mother went away for a few minutes:
he nearly always screamed all the time. He had been left before, for a long
time, and there was little doubt that to be left again was his greatest fear.
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We think that the separation had made a large contribution to his physical
downfall, and the mother's failure to renew his faith in her had caused this
sad delay in his mental recovery.

In conclusion, we must point out that if the behaviour of the mother has
contributed to the onset of the kwashiorkor, her behaviour may also shape
the life of the child in later years. The episode of kwashiorkor may then be
seen as only one of the reactions provoked by the imperfection of the rela-
tion between the child and its mother.


