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Introduction
Thelast 35 years or 0 have witnessed a dramatic shift in the demography of many

developing countries. In Africa, severd countries got their independence and made
subgtantial improvementsiin life expectancy, but fertility declines have been rare except for a
few countries. Many African countries have observed changes in economic, political and
socid issues. This has brought about increase in education levels, living standards and a
generd improvement in hedth and well-being. Data shows that the high levels of child
manutrition in sub- Saharan Africa are to a certain extent aresult of low levels of economic
development and high fertility in the region. However, much of sub Saharan Africais il
characterized by struggling economies, poor public hedth services, high inflation and low
incomes and under-developed agricultura sectors. The high levels of fertility result in meeger
resources being spread across many family members and being distributed unevenly among
household members (Madise, et d, 1998). On this basis, this paper ams a discussing the
interrelationship between reproductive health and nutrition.

The Program of Action of the ICPD in Cairo in 1994 defined reproductive Hedlth as
“adate of complete physica, menta and socia well-being and not merely the absence of
disease and infirmity in al matters rdaing to reproduction, its functions and processes’ (UN,
1995). Reproductive hedlth therefore, encompasses those aspects of hedlth that surrounds
sexudlity and procreation. To address reproductive hedlth issues, severd areasin hedth,
needs to be addressed. These are: reduction in fertility, reduction in maternd mortaity and
morhbidity, reduction in STD including HIV/AIDS, and overdl improvement in the qudlity of
women. Reproductive health has been promoted as away to address a range of women
hedlth needs as well asimprove the quality of services provided to current family planning
users. By reducing ill health and premature deaths, reproductive hedlth care is consdered a
worthy invesment in its own right. While the issues of reproductive health and sexudity
involve men and women, women face more health risks. Recent data show that about one-
third of the total disease burden (ill health and premature degths) that women face is linked to
pregnancy, childbirth, abortion, HIV and other hedlth disorders. They are more susceptible to
STDsand HIV and can tranamit these diseases to their unborn children ( WHO,
1995,UNFPA, 1995).

Optima nutritional status is the date where the body gets dl the nutrients that provide
good hedth and optimd utilisation. Presence of problems like inadequate food intake, infectious
and paraditic diseases, and adverse environmental factors often associated with poverty, cause



low nutritiond datus and therefore, prevents people from redising ther full growth potentid.
Malnutrition is therefore, a gate in which the physca functions of an individud is impaired to
the point where she’lhe can no longer maintain an adequate level of performance a such things
as physicd work, ressting or recovering from effects of disease, maintaining an adequate level
of growth, or the process of pregnancy or lactation. Nutritionad status is therefore a sendtive
indicator of hedth status and nourishment levels of a population (Toroitich-Ruto, 1998; Madise
and Mpoma, 1997; Madise and Matthews, forthcoming).

While nutrition and reproductive hedth have aways been addressed differently in the
padt, it isimperative that intervention measures take into account the close links between the two
issues in order that qudity of lifein Africaisimproved. The need for such astudy isto identify
issues that can be used for future policy directionsin improving genera well being in sub-
Saharan Africa

Literaturereview
According to the United Nations Children’s Fund (UNICEF), nearly one third of al

sub- Saharan African children under the age of five years are thought to be underweight. This
is cause for concern since there is now evidence that the risk of mortality is elevated for
children who are mildly to moderately underweight. (Pelletier, 1993).

The causes of undernutrition are multisectoral and interrelated, often operating at
many levels. According to Madise and Matthews (forthcoming), undernutrition operates from
the individua child to the household community, and possibly up to the globad community,
whose policy could be creeting disparities in the welfare of the world' s children. Atthe
individua level, the causes of undernutrition are associated with imbaances such as digtary
intake and illness, and these interrelate to form a repeated cycle that can have fata
consequences. At a household levd; the intermediate causes of undernutrition include
inadequate access to food, poor sanitation, insufficient health care and inadequate child care
(UNICEF, 1998). At acommunity leve, the presence of hedlth services or community
workers can help to improve the nutritiona status of children through good hedlth care and
education. Nationaly, food prices, expenditure on hedth services, and education can dso
affect the nutritiona status of children. This means that one camnot look at nutritiona status
of ahousehold without looking at reproductive hedth. This paradigm shift will provide
drategies that will be ussful in dedling with the problems that have plagued African countries

over the years.



Present developing country populations amount to atotal of about 4.1 billion out of a
globa population of 5.3 hillion. About 2 billion are women, and these women produce over
50 per cent of food supplies (and 80 per cent in Africa. Regardless of the women’s economic
contribution, most developing country women receive little access to and control over
resources. Furthermore, about 80 per cent livein rura areas. And regardless of the nature of
the economic role of women, or whereit is present these activities are important socid and
economic indicators. Therefore, manutrition and uncontrolled fertility are phenomena of
worldwide concern. They are closdy inter-related — more babies mean more mouths to feed,
with consequent manutrition when food is scarce; ill fed families have high net reproduction
despite high pregnancy wastage (JCA, 1993). Comparison of sex differentias in mortdity of
countries indicates that when life expectancy at birth is long, femaes experience lower
mortality than males at every age. Santow (1995) also suggested that pregnancy and
childbirth are rendered more dangerous by dietary insufficiencies caused by the inequitable
digribution of food, by various forms of genital mutilation, and by infection with a sexudly
transmitted and by infection with afemae genitd mutilation may predispose infection.

A study conducted in 8 African ethnic groups show that women have a very important
role in food production and domestic respongbilities which have been neglected. They
provide cheap labor and capital penetration that has affected this position (Lado, 1992).
Another study carried out in Kenya and Mdawi showed that while income was lowest among
de facto femae-headed households, preschoolers nutritiona status was sgnificantly higher
than on other types of households. These results suggest that food security and preschooler
nutritional status are influenced by the interaction of income and gender of head of household
and that nutritional status may be improved by a combination of child feeding practices and
other nurturing behavior. (Kennedy and Peters, 1992; Alderman et d, 1997)

It has been suggested that policies that promote girls schooling are justified on the
bass of equity, economic productivity, and socid benefits. Child survivd is higher in
countries that have invested heavily in female education. Educated women aso marry later
and practice family planning.

In astudy carried out among women aged 15-49 years old and al children 12-35
months before the survey, findings showed that moderate to severe manutrition was higher
among children in polygynous mothers. Children of never married and ever married mothers
had sgnificantly higher risk of polio immunization drop-out and wasting than children of
monogamous mothers. The risk of being fully immunized or being stunted did not vary
sgnificantly by marita status. This paper showed the importance of looking at broad socid



context and relationships within households (Nondo, 1993; Newmann et d, 1995; Gage,
1997).

Another study looking a maternd and child hedlth showed that materna education
was a sgnificant determinant of weight, height and weight gain with secondary schooling
having alarger effect than primary schooling (Desal, 1994; Deoldikar, 1996; Rosen and
Conly, 1998; UNICEF, 1999). This study confirmed that smdl deficitsin birth weight are not
likely to be permanent, with infants making up for birth weight deficits completely within the
fird year of life through biologica catchrup growth.

The type and amount of food that people eat are largely determined by socioeconomic
factors, especidly the price of food relaive to income. Bender and Smith (1997) explain
that as people shift from rurd to urban aress, the type of food consumed changes. Although
urban poverty isagrowing problem due to rapid urbanization, upto 80 per cent of extreme
poverty isin rurd areas. Thereislack of access to adequate foods, and children in rura areas
have been shown to be underweight for their age compared to urban areas. Manuitrition
takes itstoll on children, and the hedlth damage begins at birth. Pregnant women who receive
inadequate nourishment are likely to have underweight babies, who are especidly vulnerable
to infections and parasites that can lead to early deeth (Toroitich-Ruto, 1998; Toroitich-Ruto
and Wasao, 1999).

Another important issue that has rarely been addressed isthe issue of edting
ingppropriate food. Studies have shown that an increasing number of peoplein Africaare
suffering from new diseases that were previoudy not in the continent. Digbetes, hypertension,
abdomind ulcers and cardiovascular disease are increasingly common in Africawhere people
are changing ther diets from the origind high-fiber meals to low carbohydrate medls. Foods
high in fiber such as ceredls, starchy vegetables and beansfail to raise serum triglyceride
levelsin the body. Obesity was previoudy not seen in Africa where people consumed
unprocessed foods. There was a decreased caorie intake relative to energy expenditurein
these communities (Shilsand Y oung, 1988; Finn, 1999).

In astudy carried out in Kenya on breast-feeding among anomedic tribe, it was
shown that environmenta, bio-behaviora and socioeconomic factors associated with
variation in breast-feeding frequency. Findings showed that the age (growth) and physica
development of infants show significant correlations with breagt-feeding frequency. Maternd
physica gatus, the depth of the maternd socid network and rainfal were aso sgnificant in
influencing breest-feeding (Gray, 1995; Baksh, et d, 1994; Barbieri, 1994)). Another study

showed that women of low weight before and during pregnancy were more likely to have a



low birth weight infant than those of greater weight. Low maternd height predicted ddivery
complications but less so than socioeconomic status, of previous stillbirths and parity. Larger
and better-nourished mothers were able to endure low energy intakes and loss of body fat and
protein during pregnancy and lactation than smaler and manourished mothers (Kigutha et d,
1995).

There is evidence to show that the nutritionad status of children of femae head-headed
households may be better than that of children of made headed households, suggesting that
when women have more control over resources, more goes to te children. It was found that
trade-off s in the ways families were coping, which gppeared to baance some of the negative
effects of each dtuation (Onyango, Tucker and Eisemon, 1994). In a comparative study of
Ghana and Kenya, results showed that interactions between income, and gender of the
household head, and gender of the preschooler are more likdy to control child nutritiona
outcomes than any one individud variable (Kennedy and Haddad, 1994). Obunga, Kizito and
Bicego (1994) edtablished that there was need to overcome socioeconomic underdevel opment
in order to reduce child mortdity. Child surviva will improve with increased education
among rurd women. Bicego and Boerma (1993) dso found that maternd education plays a
dgnificat role in effective discussons on preventive and curative care for example, timdy
recognition of and response to serious symptoms. Other work also show that each additiona
year of forma education to which women are exposed, the child mortdity rate declines by 9
per cent (JCA, 1993).

Theoretical explanations

Scientigts have come up with severd views to discuss why fertility is high in most
African countries. One such theory that directs this paper is that once infant mortdity
declines, parents will perceive that fewer families are better to achieve desred family sze. In
this case, when more children survive, the initid effect is to increese family sze and
accderate population growth. This theory podtulates that population growth will eventudly
decrease because of purposeful fertility control. It dso suggests that improved hedth and
nutrition will enhance the chances of survivd and make women aware of the need to avoid
unwanted pregnancies. The explanation a the family levd is that infant mortdity shortens
lactation, vitiates cultural pressures for abgtinence, and places women in a continuous State of
reproductive effort.

The theoretica framework used in this study is based on four main categories that
influence optima health Satus. The framework incorporates the dimensions that are briefly



outlined below. Demographic factors such as family size, age, and marita status will influence
the eating habits of a household and therefore, the nutritional status of the household — in this
case, the nutritiond status of the mother and child. The pace a which the government takes to
implement policies will influence socio-economic factors such as availability of water, roads and
hedlth services, which in turn influences the hedlth status of the household.

Figure 1: TheInterredationship between nutrition and fertility
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Data sour ces and methods
The data used in this study were taken from severa Demographic and Hedlth Surveys

(DHS) which have been conducted in severd countries in sub- Saharan countries. These
surveys collects househol d- based data on population, reproductive health and maternal and
child hedth. These data have been supplemented with data collected from UNICEF,
Population Reference Bureau and other sources. The basis of sourcing information from
severd sudiesisto provide in-depth ingghtsinto the hedth situation in sub- Saharan Africa

Datafrom countries with high fertility rate, declining fertility rates, varioustrendsin
hedlth, nutrition and population issues were selected to give abroad picture of the current
gtuation in Africa While this may not provide the exact Stuation in dl countries, or ina
specific country, it is able to provide basis for formulating policy and programmatic issues,
whichwill be beneficid to dl African countries.



Variables and M easures
Nutritional Status

Nutritional Status of the child

In this paper the percent of children within some specified levels of the standard
nutritional  dtatus indicators for children aged 6-60 months is used. Surveys assess the
nutritiona gtatus of children of that age range by measuring their heights and weights and
then compaing these with the same measures for wel-fed children usng the internationa
reference population as defined by the United States Nationd Center for Hedth Statiftics
(NCHS) and the Center for Disease Control (CDC). The indices used to compare these
children to those of the reference population were Height for Age, Weight for Height and
Weght for Age. Measures of disparity (Z-Scores or standard deviations from the median of
the reference population) between the two comparison groups were cdculated to determine
the extent of manutrition among African children.

A child's height or length compared to the median height or length of the reference
population for the same age and sex gives the height for age index. Children faling beow the
cut-off point of minus two dandard deviaions (-2SD) from the median of the reference
population are classfied as stunted or short for their ages, and chronicaly undernourished.

Those who are below minus three standard deviations ¢3SD) are considered severdy stunted.

The weight of a child compared with the weight of reference children of the same height (or
length) and sex gives the weight for height index. This measure is indegpendent of age and is
useful where the exact ages of children are difficult to determine. It messures current
nutritiond datus or wasting.

Children whose Z-Scores are below minus two standard deviations (-2SD) from the
median of the reference population are classfied as wasted or acutely undernourished while
children whose weight-for-height fdl beow minus three sandard deviations (-3SD) are
severdly wasted. For the purpose of this paper, we will confine our andysis to cases of

severe dunting and wadling i.e. we will use as our dependent variables, the percent of
children whose heght-for-age and weight-for-height indices fdl bedow minus three standard
deviations (-3SD) of the reference category.
The weight-for-age index is a composite of the two indices described above and so
does not distinguish between wasting and stunting. Children whose weight-for-age index falls
below two standard deviations from the median are classfied as underweight, and below
three sandard deviations are severdy underweight. In a hedthy well-fed population of
children it is expected that for each of the three indices, only 2 to 3 percent of children would



fdl below minus two standard deviations from the median of the reference population and
less than one percent of the children would be below minus three stlandard deviations.

Height for age, which is a measure of linear growth. A child who is below minus tow
dandard deviation [-2SD] from the median of the NCHS reference population is terms of
height-for-are is consgdered short for hisher age, or stunted, a condition that reflects the
cumulative effect of chronic mdnutrition. If the child is bdow minus three Sandard
deviations [-3SD] from the median of the reference population, then the child is consdered
severdy sunted. A child between -2SD and -3SD is consdered moderately stunted.

Weght-for-height describes current nutritional status. A child who is bedow minus
two standard deviations [-2SD] from the median of the reference population in terms of
weight-for-height is consdered too thin for hisher heght, or wasted, a condition reflecting
acute or recent nutritional deficit. As with stunting, wagting is consdered severe if the child
is more than minus three standard deviations below the median of the reference population.
Severe wadting is closdly linked to mortality risk.

Waeight-for-age is acomposte index of weight-for-height and height-for age and,
thus, does not distinguish between acute malnutrition [wasting] and chronic manutrition
[stunting]. A child can be underweight for his age because he is sunted, because heis
wasted, or because heis wasted and stunted. Weight-for-age isagood over dl indicator of a
population’s nutritiond status
Nutritional Status of the mother

Height is one of the Anthopometric indicators of maternd nutrition. It is associated
with past socio-economic status and nutrition during childhood and adolescence.  In DHS
dudies its used to predict the risk of difficult ddivery, snce smal dature is often associated
with smal pelvis sze. Short Sature is adso associated with increased risk of low birth weight.
In DHS sudies quoted in this paper, the cut off point below which a woman is identified as
“a rik” is in range of 140-150 cms. Again DHS sudies use BMI [body mass index] as an
index of assessng thinness and obesity among women. Its defined as weight in kgs divided
by squared height in metres. A cutoff point of 185 has been recommended for defining

energy deficiency among non-pregnant women.



Fertility variables
Family size

Family Sze-defined as the average number of people in a household. This has
implications to nutrition and hedth because it determines levels of household consumption,
especidly for children, and expenditure on food and hedlth items.

Household headship

It has been edadlished in the literature that households headed by women in
developing countries tend to be characterized by food insecurity and higher rates of
manutrition in  children. This aises from the fact that gender discriminaion in  the
digtribution of household resources is often aganst women who are usudly overburdened by
multiple responghilities and other difficulties associated with taking care of ther families.
Such gtuations make it difficult for women to adequately meet their own needs as well as the
needs of their children including food intake and hedlthcare.

Use of family planning and parity

Contraceptive use may indirectly lead to better nutritiond status and better hedth for
children because use of contraception is directly associated with longer child spacing and
fewer children. Spacing dlows the child to have better hedth because it increases the
duration of nutritiona care that a child gets from the mother.

Economic
Income

Household income determines the level of expenditure on goods and services and the
welfare of households in generd. Generdly, incomes are associated with better food security
because of the ability to buy more and different foodstuff ta comes with having income. We
therefore hypothesize that nonragriculturd income will have a podtive associaion with
gunting in children.

Literacy

Literacy influences children's nutritiond datus in two important ways. Fird, it
enables mothers or other care givers to provide more informed nutritiona care to children
because of enhanced &bility to read or write Literacy aso increases the labor market
opportunities and income-earning ability of mothers, which in turn endbles them to

10



finenddly meet the food and hedth needs of their children. We hypothesize that higher
levels of literacy will be associated with lower levels of manutrition in children.

Breast feeding

It is generdly accepted that breestfeeding has hedth-enhancing effects on children
because breast milk is nutritious and by itsdf can meet the nutritiond requirement of infant's
for up to the firda hdf year of the infant's life, breestmilk provides immunity for some
infections and is clean and can prevent the growth of bacteria.

Findings

Table 1: Population projectionsfor Major world regions, 1995-2020

Population (millions) |Average annual growth (%)
1995 2020 2050 19952020 | 2020-205C
World 5,687 7,672 9,366 12 0.7
Developed 1,171 1,219 1,162 0.2 0.2
Developing 4516 6,453 8,205 14 0.8
Less Developed 579 1,051 1,632 24 15
Africa 719 1,317 2,046 24 15
sub-Saharan 588 1,119 1.789 2.6 16

Source: Bender W and Smith M (1997)

Table 1 shows the United Nations population projections a a globd level. Population
projections are usualy developed on assumptions made from childbearing decisons, hedlth
and socioeconomic conditions. The range of the projections shows a gtriking variation among
the regions. It shows that the world' s highest growth is occurring in Africa where aanua
growth is 2.5 per cent. Thisis so because it isfuded by high fertility. While the continent is
suffering from poor socioeconomic growth, famine and war, and basic infrastructure, we see

we see its population expanding from 13 per cent to 22 per cent between 1995 and 2050.

Table 2:Daily per capita calorie supply and malnourishment in selected developing
regions, 1990-1992

1



South Asia

Developing countries
Sub-Saharan Africa
Near East/North Africa
East & Southern Asia

Daily calorie | Total popn. Malnourished popn Underweight Children|

supply (millions) (millions) % (millions) | %

(kcal/person)
2,500 4,200 840 20 179 34
2,100 500 220 43 26 30
3,000 310 40 12 13 25
2,500 1,680 270 16 43 24
2,500 1,160 260 22 91 58
2,700 430 60 15 7 12

Latin America/Caribbea

Source: Bender W and Smith M (1997)

Table 2 shows that within the developing world, an estimated 840 million people,
including 200 million children, do not receive enough caories to ensure physica heath and
development. Some 43 per cent of the population in sub- Sahara are malnourished compared
to 22 per cent of the population in South Asiaand only 12 per cent in North Africa
Trends show that the number of people who are food-energy deficient has drastically reduced
in other parts of the world but in Africa, both the absolute number and percentage of people

suffering from savere malnutrition has increassed primary because of population growth.

Table 3: Theproportion of selected health indicatorsin several African countries, 1998

rate
Egypt 52
Ethiopia 56
Kenya 74
Malawi 134
Senegal 68
Nigeria 73
Ghana 56
Zimbabwe 53

3.3

7
4.7
59
57
6.2
54

4

IMR |TFR USMR Estimated #

% of births attended % of married

Adults(15-49)

of births, by trained health
1999 (in '000s)| personnel

b 1,740 5%
185 2,715 n/a
112 1,004 45
234 416 %
139 378 47
106 4,849 31
107 764 41

77 357 69

currently women 'with HIV/AIDS
using modern FP |(per 10,000)

56 3
3 931
31 1,164
14 1,492
8 177
7 412
13 238
42 2,584

Source: PRB, 1999

Table 3 above shows that generdly IMR is going down in most of the sdlected

African countries except Maawi whereit is sill over 100 and under USMR is showing the

sametrend as IMR TFR is dill very high in Ethiopia, Uganda, Mdawi and Nigeria. The

edimated number of birthsin 1999 is highest in Nigeriafollowed by Ethiopia

The percentage of birth attended by trained health personnd is highest in Zimbabwe which

the lowest IMR and USMR as wdll as number of births. Zimbabwe a0 has the highest

percentage of women using amodern family planning method followed by Kenya



The HIV trend shows that Zimbabwe has the highest percentage of adults with
HIV/AIDS followed by Mdawi and Kenya Table 4 below givesindicators of materna hedth

and nutritiond status.

Table 4: Indicators of maternal health and nutritional status, 1993-1998

Country | TFR Maternal deaths/ 'Low birth weight Pregnant women
100,000 births birthsas% of all births 'with anemia (%)

Uganda 74 680 16 47
Ethipoia 6.9 900 16 47

Kenya 54 500 16 57

Malawi

Senegal 6 933 11 55
Nigeria 6.5 800 16 43

Ghana 6 1000 14 64
Zimbabwe 5 77 14 47

Source: PRB, 1999

Table 4 show that al countries have generdly high maternd deeths with Ghana, Ethiopiaand
Senegd showing over 900 deaths/100,000 births. Zimbabwe has low afigure of 77. It dso
has the lowest TFR. All the countries have generdly similar data.on low birth weight babies
which is dill quite high. The percentage of pregnant women with anemiais generdly highin
al countries.

Table5: Proportion of children who are breastfed

Ever Breastfed | Exclusively Breastfed with 'Median duration
breastfed within breastfed at complimentary | of
1 hr of birth 'ages<6 months' foods (6-9 mths) breastfeeding

Egypt
Ethiopia n/a n/a 74 n/a n/a
Kenya 98 58 12 94 21
Malawi 97 59 2 87 21
Senegal 97 16 13 69 21
Nigeria 97 33 1 70 20
Ghana 99 16 31 79 n/a
Zimbabwe 99 40 11 96 19

Source: PRB, 1999

Table 5 shows the proportion of children who are breast-fed. All countries show a
very high proportion of al children who are breast-fed. Only 16 per cent of children in Ghana
and Senegd are breast-fed within 1 hour of birth compared to 59 per cent in Maawi. By 6
months, over 50 per cent of children in Ethiopia and Uganda are exclusively breast-fed and
only 1 per cent and 2 per cent are exclusively breast-fed in Nigeriaand Maawi.
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All countries have added some complementary food in the diet of children who are 6-
9 months old. In al countries, the median duration of breast-feeding ranges from 19-21
months.

Table 6 beow shows mean height and % of women shorter tat 145, BMI and % of
women whose BMI islessthan 18.5

Table 6: Nutritional status of mothersin selected African Countries

Height BMI
Country No. of women
Mean | %<145cm | Mean %<18.5

Zimbabwe | 159 <1 23.1 5 1799

Kenya 160 1 21.9 12 3006

Ghana 158.5 1 22.2 10.8 1963

Eritrea 1559 |15 20.5 31.6 1779

Egypt 1565 |14 27.1 15 N/a

Zambia 1582 |11 22.0 8.9 N/a

Source: Federal Office of Statistics, Nigeria, 1990; Ghana Statistical Surveys, 1993; Central Statistics office,
Zimbabwe, 1994; Centra Statistics office, Zambia, 1996; NCPD, Kenya, 1989; 1993; 1998; National
Population Council, Egypt, 1992; National Statistics Office, Eritrea, 1995;

Table 6 shows that generdly, in dl the countries studied, mothers height ranged from
less than 1 per cert in Zimbabwe from the reference height and as high as 1.5 per cent lower
than the reference height. BMI, which shows the nutritional gtatus, varies. Egypt had only 1.5
per cent who had BMI lower than the recommended BMI, followed by Zimbabwe (5 per
cent). Eritreahad 32 per cent women who are below the recommended BMI.

Table 7 below shows the percentage of children under five years who are classfied as
Manourished according to three anthropometric indices of nutritiond dSatus. Height-for-age
weight-for-height, weight-for-age for selected African countries.

Over 35 per cent of childrenin Nigeria, Zambia, Kenya and Eritrea, have HA below
—2 SD compared to Zimbabwe with only 22 per cent being in the same category. Eritrea and
Ghana have over 10 per cent of its children being —2 SD from the reference category. When
usng WA, Table 7 shows that Eritrea is worst of with 36 per cent of its children being —2 SD
followed by Nigeria (36 per cent). Egypt is the only country where WA is below 10 per cent.
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Table 7: Nutritional Status of Children in sdlected African Countries

Height-for-age Weight-for-height | Weight-for age No. of
Country (HA) (WH) (WA) children
% below | % below | % below | % below | % below | % below
-3SD -2SD -3SD -2SD -3SD -2SD
Kenya
Mde 13.2 35.2 15 5.9 4.6 22.2 2246
Femde 121 30.8 14 6.2 5.0 20.0 2167
Zimbabwe
Mde 6.9 21.7 11 6.5 34 17.3 991
Femde 53 211 0.4 4.5 2.6 13.8 1,023
Ghana
Mde 9.2 28.0 2.7 12.1 8.6 28.8 919
Femde 8.9 24.0 1.8 10.8 7.4 259 900
Nigeria
Mde 23.4 434 1.7 9.8 12.0 35.8 2735
Femde 21.0 427 1.8 8.3 11.9 35.7 2830
Eriteria
Mde 16.6 34.6 35 16.2 16.0 42.3 1162
Femde 20.0 405 2.8 16.7 18.0 45.2 1107
Egypt
Mde 9.1 24.4 0.9 3.2 1.6 9.1 3761
Femde 9.1 24.4 0.6 3.3 1.7 9.3 3519
Zambia
Mde 18.1 431 1.0 5.0 6.1 24.5 2665
Femde 17.0 41.7 0.3 3.3 4.6 225 2778

Source: Federal Office of Statistics, Nigeria, 1990; Ghana Statistical Surveys, 1993; Central Statistics office,
Zimbabwe, 1994; Centra Statistics office, Zambia, 1996; NCPD, Kenya, 1989; 1993; 1998; National
Population Council, Egypt, 1992; National Statistics Office, Eritrea, 1995

Discussion

Results show that countries with low CPR and TFR tend to have low IMR and
USMR. Also, countrieswith high GNP have low IMR, USMR and MMR. Data from
nutritional status of children and mothers in Kenya show that educeation level, number of
children, birth interva; influences the nutritiona status of children and mothers. The age of
the mother isdso sgnificant in influencing the nutritiond status of the mother. Therefore RH
has to be closdy linked to nutrition if the hedth status of African households are to improve.
Because the rel ationships between nutrition and fertility are interactive and cydlic, it is
difficult to measure their separate influences and effects.

Statistics have shown thet al countriesin Africa have children and their mothers il
plagued by high manutrition, with the exception of Egypt and Zimbaowe where there is
some improvements. This shows that there is need in every country for emphasisto improve
the feeding habits and therefore nutritiona status of households. The findings also show that
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countries that are doing very badly in terms of socioeconomic conditions and economic
ingability due to war, are o the countries showing high levels of manutrition.

a)

Congderation of fertility and nutrition can be viewed in terms of the following:

Number of pregnancies and births experienced: In most African countries except where
the fertility decline has taken place Kenya, Zimbabwe, Botswana, Nigeriaand Ghana),
fertility is high, contraceptive use is dill low and inaccessble and birth intervas are short.
To an unhedthy woman who may be manourished and living in poverty, thisis
detrimentd to her hedth. Furthermore, in severd ethnic groupsin Africa, breastfeeding is
stopped immediately awoman finds out that she is pregnant, as breast milk istermed
poisonous to the baby. To prevent shortening of this breastfeeding period, which is good
for the growing child and heslthy for the mother to regain her hedth status, it is essentidl
to prolong breastfeeding as long as possible and ongate birth intervals. While thisis
essentid for the nutritiond status of the mother and child, it will dso ensure that she gets
the number of children she can provide needs such as education, shelter, food, medical
care, and clothing. These dso confirms what other studies have shown that childrenin
larger families especidly those in higher birth order or in families with more children
preschool age suffer from more manuitrition, grow more dowly and are more anaemic
(Toraitich-Ruto, 1998; Alderman et a, 1997; Pollitt, 1990; NAC, 1975).

b) Age at each pregnancy and birth: The data shown in these paper shows very high

mortality and morbidity statistics among women and children. Possible causes for thisis
due to childbirth among very young girls whose bodies are not physically ready to endure
the processes of childbirth. The problem is compounded by the fact that most African
countries have poor obstetric care. Furthermore, these mothers do not reach hedlth
facilities or when they do, it istoo late. Effective ways must be devised to ddlay age at
fird birth and firg marriage. These two factors will dmost certainly determine the
number of children shewill get a her lifetime. While early age at firgt birth has hedth
implications, it aso has economic implications. Studies have shown that most African
countries do not accept girls back to school after they give birth. Such agirl who drops
out of school will continue with the cycle of poverty (Alderman et d, 1997; Toraitich
Ruto, 1998).

In Africawhere high mortality is still very high, thereisthe bdlief that parents will
continue having more children until they are assured that their children will not die. This
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d)

hypothesis postulates that when more children survive, the initid effect isto increase
family size and accelerate population growth (APPRC, 1998). But population growth will
eventualy decrease because parents will seethat their children are surviving and they will
stop childbearing early. If thisis the case, population growth will only decline if

improved hedlth and nutrition are put in place. In mogt African communities where
children are till seen as economic assets, such a hypothess hasto be consdered so that

proper policiesare put in place.

Duration of breestfeeding of each infant and the frequency of lactation periods. While
many African countries fill practice long breastfeeding periods, others have replaced
breestfeeding with bottle-feeding. While bottle-feeding is extremey expendvein a
continent where resources are scarce, it also reduces the effect that |actation hasin
delaying the return of ovulation. Also, the long-standing culturd practice of post-partum
sexud abgtinence is being weakened by widespread concomitants of urbanization and
indugtridization. To prevent shortening of the anovulatory period, it is essentid to ensure
aurvival of theinfant by protecting its hedth and nutrition by encouraging breestfeeding
(NAS, 1975; Population Council, 1998).

Programmatic Implications

1.

Nutritiona status influences people during the most vulnerable periods of therr lives.

Some of the most important periods when care should be taken are:

?? Theinfant during weaning
During this period the mother introduces solids into the usudly milk-only diet.
Studies have shown that thisisavery critical period of achild'slife. After
about six moths, for optima growth and development, a child needs to be fed
frequently with energy-rich, nutrient dense foods. The failure to make such
investments at the right time can never be remedied later (UNICEF, 1998;
Pollitt, 1990; Tontidrin and Y amborisut, 1995).

?? Thelactating mother
Breast-feeding perfectly combines the three fundamentas of sound nutrition —
food, hedlth and care. Breast milk contains dl nutrients, antibodies, hormones
and antioxidants an infant needs to thrive, it playsapivotd roleinn
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promoting the mental; and physical development of children. Breast-fed
children not only shows better immune responses to immunizations, but their
intake of breast milk aso protects the mucous membranes that line their
gastrointestina and respiratory tracts, thus shielding them againgt diarrheaand
upper respiratory tract infections (UNICEF, 1998).

?? The pregnant woman
Growth during the fetal stage depends on how well nourished a woman was
before pregnancy, as well as how much weight she gainswhile sheis
pregnant. Gainsin weight are essentid for the development of new maternd
and fetd tissues, and for maternal and feta tissues, and for materna body
maintenance and energy. Since the fetus relies entirely on the mother for
nutrients, pregnant women not only need to gain weight but also must
maintain an optima intake of essentia nutrients such asiron and iodine. Low
birth weight babies are at greater risk of dying than infants of average weight.
If they survive, they will have more episodes of illness, their cognitive
development may be impaired, and they are dso more likely to be
malnourished (Pollitt, 1990; WHO, 1997; UNICEF, 1998).

?? The pre-adolescent and post adolescent female
During adolescence, girls bodies are growing and thereisalot of hormord
imbalance due to physica growth. During this period, adolescents need
adequate energy and nutrient intake. Thisis the period when the pelvic bones
are being developed in readiness for reproduction. Poor nutrition will lead to
poor pelvic growth and thiswill lead to obgtetric problems (Toraitich-Ruto,
1995). Also, during mengtruation, girls start loosing blood and they need
enough iron to help in generating more blood cells.

2. School hedth programs should be geared towards improving the nutritiona status of
children who otherwise would not be getting al their nutrients from the food they eet at
home. During the period of 2-9 years, children are often treated as adults and thereisa
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likelihood of the diet being poor and inadequate for optimal growth (Baker, Martin and
Piwoz, 1996; Alderman, et a, 1997; UNICEF, 1998; Toroitich-Ruto, 1998)

3. HIV/AIDS and nutrition: There has been consderable research on whether mothers who
are HIV/AIDS should breastfed. It has been shown that a child stands greater risk of
verticd (Mother to child) transmisson during the time of late pregnancy and childbirth.

In 21998 WHO, UNICEF and UNAIDS technical consultative meeting on HIV and
infant feeding, guidelines were issued to cal for strengthening of initiatives to protect,
promote and support breastfeeding amnong mothers who are HIV negative or unknown
HIV datus. These guidelines describe severd infant-feeding options for consideration by
HIV positive mothers. However, recent studies suggests that babies who are breastfed
exclusvely may belesslikdy to transmit infection than mixed feeding, possibly because
other foods can damage the infants gut and make it easer for the virusto crossthe
intestind mucosa. It was concluded that it was necessary to provide the necessary support
to enable mothers to make and carry out their choice, whether to breastfeed or to use
replacement feeds. (Coutsoudis, et a, 1999; WHO, UNICEF, UNAIDS, 1998).

Policy Implications

Integrating nutrition and family planning. This can be done by ddlaying birth to
ensure optimal growth (physica psychologica and emotiond) to raise education level and
therefore improve socioeconomic status of mother and children.

Giving more attention to specia groupsin society such as adolescents, refugees and
the disabled. In Africa, the disabled are more likely to be higher in proportion compared to
other areas of the world due to conflicts, poor hedlth facilities and complications during
childbirth or even cardess and misdiagnosis during hospital care. In other parts of the world,
fecilities are available for dl sectors of society. However, the disabled are more likely to be
neglected. The most important issues that the disabled need are hedlth care, proper food and
protection from dangers such as rape. The disabled need to be given contraceptives and
proper |EC with the latest contraceptive technology. Recent work carried out by Population
Council showed thet the refugees have the combined pill asthe only contraceptive method
(Muia, 1999).

Government to improve socioeconomic conditions. If living standards are improved,
there will be better hedth care and reduction in infant and child mortdity aswell aslow
incidence of materna mortdlity.
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Do more research on ways to improve the nutritiona status of householdsin Africa
using indigenous inexpengve foods that are locally avallable.

Promote use of family planning to increase birth spacing to provide enough food and
hedth of mother — thiswill reduce low birth weight infants, materna desths due to weakness
and increase the number of healthy babies being born.

There is need for the governments to improve economic conditions of peoplein order
that living sandards improve. If thisis done, then the hedlth status will automaticaly
improve.

Thereis gtill need for research and education about nutrition and the important
components of hedlthy eating to avoid the increase of illness caused by poor eating habits. If
people avoid low fat diets and African indigenous foods, they will enhance their own hedth

and lower their chances of dying early.

Conclusion

It seems therefore that any programs in Kenya that tries to improve the hedth status of
its children (and in turn, its people). Have to work on issues/policies that will reduce mortdity
levels. For people to have good hedth they need to have their basic needs met. In addition to this
employment opportunities have to be available and education is necessary  (Development Plan,
1979-1983). Kenya's IMR and CMR improved during the early years because the country
experienced a generad improvement in the economic conditions and genera wedl-being of most
individuas. Currently, the Stuation has declined and therefore the reason for the declining IMR
and CMR.

Population growth is the single largest determinant of future nutritiona needs. As long
as the population of most African countries continue to rise or remain condtant, many people
will dill lack adequate food and hedth datus. Therefore, more policies that promote smdler
families will keep the population and food equation in balance.
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