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Introduction 
The Mandela Initiative, in collaboration with the DG Murray Trust, has convened an Action 

Dialogue to address the challenge of childhood malnutrition in South Africa specifically the high 

frequency and impact of stunting.  

The Hantam Education Community Trust (HECT), a multidimensional education and 

development project based east of Colesberg in the Great Karoo, kindly provided the venue. 

The goal for the Dialogue was to draw on the experience, wisdom and imagination of 

participants to bring together ideas for improving nutrition and bringing stunting to an end. 

Representatives from civil society and government shared their unique experience, 

perspectives, and expertise. Three non-profit organisations with extensive experience in and 

commitment to children’s health and development took part: Hantam Education Community 

Trust (HECT), Khululeka Community Education and Development Centre and Philani Maternal, 

Child Health and Nutrition Project.  Officials working on the promotion of child health in the 

Departments of Health of KwaZulu-Natal and Limpopo provinces shared insights into 

government’s role.  And investigators from three research teams –the Developmental Pathways 

for Health Research Unit (DPHRU), from the Department of Paediatrics in the School of Clinical 

Medicine at Wits University, the South African Labour and Development Research Unit at UCT, 

and the Programme to Support Pro-Poor Policy Development (PSPPD), which is based within 

the Department of Planning, Monitoring and Development (DPME) provided insights into the 

state of research to date, and the path forward.   
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Participant Bios

 

Lesley Osler, is founder, executive trustee, and Project Coordinator at Hantam Community 

Education Trust.  Estelle Jacobs is Project Director; and Hannah Phemba is a teacher at 

Hantam’s Umthombo Wolwazi Intermediate Farm School.  Hantam Community Education Trust  

began in 1989 as a play school.  Today the trust operates an Early Childhood Development 

Centre serving 60 children, a primary school and intermediate school with an enrolment of 200 

learners, and offers parenting, community health and youth development programmes. 

 

Fioni Murray is Director of Research and Evaluation and Phakama Mzileni is ECD Director for 

Integrated Development at Khululeka Education Development Centre – an NGO established in 

1989 in Queenstown, in the Eastern Cape. The organisation embraces a holistic and 

participatory approach to sustaining development and empowering communities with the skills 

necessary to manage and control their own community-based initiatives, in the interests of 

adults and young children.   

Nokwanele Mbewu is the Senior Programme Manager and Nicola Eley is a Dietician and the 

Training Manager at Philani Maternal, Child Health and Nutrition Project. Philani has worked 

since 1979 in the informal settlements surrounding Cape Town to build sustainable community 

health by combining the organization’s skills and resources with the knowledge and resources 

that exist in the community.  Philani’s programmes promote family heath by focusing on 

http://hantam-trust.org.za/
http://www.khululeka.org.za/
http://www.philani.org.za/
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support for pregnant mothers-to-be, prevention of child malnutrition and the rehabilitation of 

underweight children.  Philani is one of the partners in DG Murray Trust’s zero-stunting 

campaign being piloted in Worcester, Western Cape, 2017-2018.   

Zamazulu Mtshali is Deputy Manager for the Integrated Nutrition Programme  

(INP) at the KwaZulu-Natal Department of Health, where her responsibilities include ensuring 
implementation of nutrition strategies and identification of opportunities for improvement of 
the nutrition programme. 
 
Dr Anne Robertson is the provincial paediatrician for Limpopo, senior lecturer at University of 

Limpopo, and team leader for Limpopo Initiative for Newborn Care  - a small team of rural 

health workers passionate about enabling other health care workers to provide excellent 

newborn care to mothers and their babies giving them the right start in life for optimal growth 

and development. 

Dr Rihlat Said Mohamed is a researcher in the Developmental Pathways for Health Research 

Unit  (DPHRU) at Wits University. DPHRU addresses the national priorities of increasing life 

expectancy, decreasing maternal and child mortality and strengthening health system 

effectiveness. The unit investigates the genetic, physiological, psycho-social, and lifestyle 

determinants of growth and development, obesity and risk of cardio-metabolic diseases.  Dr 

Said Mohamed’s research interests include human biology, anthropology, child growth and 

development, life course epidemiology, and social and cultural determinants of health. 

Mastoera Sadan is the Manager of the Programme to Support Pro-Poor Policy Development 

(PSPPD), as well as the National Income Dynamics Study – both based in the Department of 

Planning, Monitoring and Evaluation. Ms. Sadan is currently a doctoral candidate at Rhodes 

University.  She is interested in state forms and social policy as well as poverty and inequality.  

Her thesis examines poverty policies and programmes in South Africa in the post-apartheid 

period. 

Francis Wilson is professor emeritus in Economics at the University of Cape Town, where he 

taught for taught for 40 years.  Wilson founded the South African Labour & Development 

Research Unit at UCT, and directed the Second Carnegie Inquiry into Poverty and Development. 

He was Chairperson of the Council of the University of Fort Hare and chaired the National 

Water Advisory Council.  He has written widely on the South African political economy.  His 

books include Labour in the South African Gold Mines (Cambridge, 1972), Uprooting Poverty: 

The South African Challenge, with Mamphela Ramphele, (Cape Town &New York, 1989), and 

Dinosaurs, Diamonds and Democracy (2009). He is the national coordinator for the Mandela 

Initiative.  

 

http://search.info4africa.org.za/Organisation?Id=81630
http://www.lincare.co.za/?page_id=1017
https://www.wits.ac.za/clinicalmed/research-units/development-pathways-for-health-research-unit/
https://www.wits.ac.za/clinicalmed/research-units/development-pathways-for-health-research-unit/
https://www.saldru.uct.ac.za/
https://www.saldru.uct.ac.za/
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Presentations 

 

Dr Rihlat Said Mohamed - MRC/Wits Developmental Pathways for 

Health Research Unit (University of the Witwatersrand) 

What can we learn from forty years of research? 
 

Dr Said Mohamed presented a review of available research on stunting in South Africa. 

 

During the period from 1960 through 1990, she said, malnutrition was neglected as a public 

health concern, despite a growing awareness among academics that it was a problem. 

Between 1960 and 1970 there was no research published on stunting in South Africa. The few 

studies of malnutrition published during that period identified underweight children, but low 

height for age was not considered.  The first studies to monitor children’s height for age 

appeared in the 70’s, when four regional studies, but no national ones, were published.  From 

1980 to 1999 there was a progressive increase in the number of regional studies monitoring 

height, while the number of national surveys slowly increased from 1990 to 2010. 

 

Differences in methodologies of the studies make comparisons difficult.  Even so, there is 

sufficient historical data to demonstrate that South African children under 5 years of age have 

been experiencing stunting at the rate of between 20% and 30% percent for the past 20 years, 

and all of government’s health policies, programmes, and interventions have produced little or 

reduction in the prevalence of stunting.  Sub-Saharan Africa has seen less improvement than 

the rest of the world- less progress in percentage with only 16% reduction between 1990 and 

2011.  

 

Stunting has severe consequences on both physical health and brain development. Impaired 

cognitive development leads to poor achievement at school and decreased productivity later in 

life.  Undernourished infants are also at greater risk of becoming obese children and adults, and 

of suffering from diabetes, and other cardio-metabolic diseases later in life. 

Stunting starts before birth and is caused by poor maternal nutrition, poor feeding practices, 

poor food nutritional quality, and frequent infections and diseases that can slow growth.  In 

South Africa, these risks are highly correlated with poverty, and the highest rates of stunting 

occur in informal settlements -both rural and urban. 

A broader approach is needed – one that addresses the underlying causes of malnutrition, 
including clean water and good sanitation; access to high quality health care; maternal health 
before conception, during pregnancy, and during lactation and post-lactation period; education 
about best feeding practices and, of course food security – which itself depends upon many 
factors including improvements in sustainable agriculture, economic justice and access to land 
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and water, climate change and many other factors.  In response to this need for a more 
comprehensive multi-sectoral approach, in 2013 The Lancet described a new conceptual 
framework for working towards optimal fetal and child growth and development (see figure 1)  
 
The new conceptual framework, also requires a life-cycle approach – with support for 

adolescents, mothers and children at every stage.  (see figure 2).   

 

Finally, for future research to have the capacity to answer the important questions, and to 

inform policy, more high-quality data is needed.  Every intervention can be an opportunity to 

monitor progress, but for this wealth of data to be of use, it is necessary to agree on a shared 

methodology, including sampling methods.  Historic data used a variety of criteria for deciding 

whether a child was considered stunted; unfortunately, data using different metrics cannot be 

compared to look for trends.   
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A new conceptual framework for optimum fetal and child growth and development:  a multi-sectoral approach 

From Executive Summary of The Lancet Maternal and Child Nutrition Series, 2013 
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A new conceptual framework for optimum fetal and child growth and development: a life-cycle approach 

  
From Executive Summary of The Lancet Maternal and Child Nutrition Series, 2013 
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Mastoera Sadan, Department of Planning, Monitoring and Evaluation 

Government interventions, progress and challenges 
 

Ms. Sadan presented DPME’s evolving system for evaluating government programmes, whose 

aim is to work collaboratively with all departments to conduct high quality, independent 

evaluations.  The purpose of evaluating programmes is to develop an improved knowledge 

base, to understand what is working and what isn’t, thereby supporting evidence- based policy 

decisions in pursuit of better outcomes. 

Government has developed various interventions for children’s health;  

Å Diagnostic/Implementation Evaluation of Nutrition Interventions for Children from 

Conception to Age 5 (2014) 

Å Draft National Food and Nutrition Security Plan for South Africa 2017-2022 (2017) 

Å ECD Diagnostic Evaluation (2012) 

Å National Integrated Early Childhood Development Policy (2015) 

Å Draft ECD Plan  

South Africa has made limited progress in improving child nutrition since 1999, and compares 

unfavorably to five other countries with similar economic characteristics with both under 

nutrition and over nutrition (obesity) found in children under five years. While most health 

services have the necessary equipment, guidelines and protocols to address nutrition in under-

five children, some areas still have inadequate resources. 

The Evaluation Report found unequal commitment to nutrition across departments.  The 

underlying premise of most interventions is that people do not have enough to eat.  Thus, they 

have focused on the quantity, rather than the quality of food. Interventions have not been 

responsive to the growing problem of obesity, which impacts many more.  Senior policy makers 

need a better understand stunting, and its causes and consequences.  

Sadan called for a shift from five-year plans to a focus on long term goals, and said that cross-

sectoral engagement should be promoted.  

Government must learn to see NGOs as complementary to its work, and synergies should be 

encouraged.    
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Anne Robertson, Limpopo Department of Health 

Nutrition challenges and interventions in Limpopo Province 
 

Dr Robertson provided statistics related to nutritional status in Limpopo Province:   

¶ 89% rural, 94% live in formal housing   

¶ 12% of SA’s children, majority of children on social grants  

¶ 76% live in poverty  

¶ 4.% experience hunger  

¶ 53% water on site, but some still need to save water in buckets at their homes after 

getting it in taps 

¶ 51% basic sanitation  

¶ Farming forms large part of the economy (most of SA’s fruit and vegetables come from 

Limpopo) 

 

Nutritional status  

Limpopo is a province rich in agriculture – yet malnutrition is prevalent. Among the causes are 

inadequate information and inadequate monitoring for malnutrition. 

Even when a family produced has a vegetable garden and avocado or other fruit trees, those 

fruits and vegetables are not regarded as food suitable for children, and parents instead feed 

their young ones porridge.  

The frequency of child visits to healthcare service is double that of the Western Cape- 5-7 visits 

per year, but height is measured and recorded only in 13% of the cases.  Health workers 

struggle to understand how to measure height in relation to weight and age, and why it is 

important.  Statistics on height come from the SANHES and SADHS. However, Robertson raised 

a concern that the SADHS focused on a few people when doing the research- the new statistics 

is not consistent with the previous statistics.  

 

Facts from the Child Health Review, August 2016  

The survey was conducted in 40 randomly selected clinics across five districts- Capricorn, 

Mopani, Sekhukune, Vhembe and Waterberg in August 2016. It studied four areas: nutrition 

classification, correct nutrition referrals, feeding assessment completed and feeding 

counselling. Findings include 

¶ Breastfeeding- most plan to feed until 52 months  

¶ Majority of under six months babies are given 3 complimentary feeds a day 
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¶ The first food a baby get is porridge 

¶ Mothers prefer receiving advice from health workers than from grandmothers or 

mother in laws 

 

Some challenges around breastfeeding, formula and tea consumption 

Although babies under six months should have breast milk only, many mothers give children 

teas that are marketed for babies. 

These teas have zero nutritional value, they are often sweetened with sugar, and black tea 

inhibits iron absorption. Drinking tea reduces the child’s thirst for breast milk, thereby reducing 

nutrient intake, 

The teas are inexpensive, and marketed as organic products suitable for babies.  The 

Department of health has not taken any action to address marketing of baby teas. 

 

Plans to improve nutrition and development in children 

The department is moving dieticians and nutritionists from hospitals to clinics in order to 

interact with all sectors in the community. Nutritional status and quality of care should also be 

monitored regularly. Perhaps the new Road to Health book set to be introduced by government 

will also help implement new interventions.  

There should be more research into traditional food and food security.  Helping Children Grow 

should be expanded to include Helping Children Develop. 

An inter-sectoral approach is needed. For example, Sassa has a zero-hunger programme, but 

the food provided is high in carbohydrates and low in other nutrients.  The Department of 

Agriculture should be advised on what foods to grow for improved nutrition.  

Limpopo needs to develop a First 1000 Days communications strategy on nutrition and child 

development, utilizing the media and community dialogues. This will not be an easy task - the 

positive health message needs to compete with the well-funded advertising promoting 

commercial non-nutritious food for babies.  

Caregivers should be empowered to improve nutrition and development; initiatives could link 

with income generation projects targeting high risk families.  
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Key challenges for Limpopo  

¶ Children are fed porridge and tea- mothers and caregivers need to understand the 

benefits of exclusive breast feeding for the first six months, and continued breastfeeding 

with nutritious complementary foods thereafter 

¶ Education is needed on an affordable balanced diet based on locally grown foods, 

avoiding expensive processed products 

¶ Nurses must know, understand, and consistently deliver the proper recommendations 

¶ Limpopo must improve access to fresh clean water and sanitation 
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Zamazulu Mtshali, KwaZulu Natal Health 

Nutrition challenges and interventions in KwaZulu Natal Province  

 

KwaZulu Natal has the second largest population after Gauteng  with more than 10% of the 

population under 5years. 

The province implements key evidence-based interventions to improve mother and child health, 

such as ante-natal supplementation, exclusive breastfeeding / breastfeeding, appropriate 

complementary feeding from age six months, prevention and management of acute 

malnutrition, multiple micronutrient supplementation (pilot), food fortification and food-related 

hygiene – hand-washing campaign. 

KZN has come up with various initiatives on infant feeding and have been working on KZN 

Initiatives for Breastfeeding Support (KIBS). Development of media campaign material was 

among key strategies within KIBS to communicate infant feeding messages to communities. As 

part of infant feeding initiatives KZN has prioritised establishment of human milk banks around 

the province to improve access to breastmilk for vulnerable infants who do not have access to 

their mothers’ own milk. With these initiatives, creation and development of human capacity was 

critical to enable support of mothers to feed their infants safely. 

Mtshali shared on how KZN is working with community based political structures (Operation 

Sukuma Sakhe –OSS) to reduce the number of children dying of severe acute malnutrition. A case 

in point is Nongoma in Zululand. Operation Sukuma Sakhe offered an opportunity to work with 

other Government Departments at local level to deal with malnutrition in children under 5 years 

since malnutrition is not only a health problem.  Household profiling was conducted to find and 

screen (using a color-coded MUAC tape) children under 5 years so that they are identified early 

before they develop severe acute malnutrition. This was done with the involvement of 

Community Care Givers (CCGs). Children were either referred to health facilities or referred for 

other social needs if found to be malnourished. A database of children under 5 years was then 

created for proper management and follow up of children. This is ongoing. 

Strong partnerships (local and international) and integration with other health programmes has 

contributed to many successes (not without challenges) that KZN has experienced. To have an 

impact on improving child health outcomes requires multiple interventions simultaneously. All 

efforts would be of limited impact if not for the political will, leadership support received in the 

province. 
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Nicola Eley, Philani and DGMT and Nokwanele Mbewu, Philani  

What can we learn from the Mentor Mother programme? 

 

Philani’s Mentor Mother Programme operates in the Western Cape and in the Eastern Cape’s 

OR Tambo District. The programme identifies women to improve the lives of families, within 

their own communities, focusing on mothers and children. Mentor Mothers act as the support 

structure of families in their communities, guide mothers through the support for pregnant 

mothers to improve birth outcomes, decrease the number of children born with a low birth 

weight and assist in the prevention of mother-to-child HIV transmission, and help with 

rehabilitation of their underweight children.  

The project then recruits women who are seen as “role models” in their communities and have 

developed coping skills to improve their health and that of their children. They receive training 

in a range of skills and tools that support them to work within their community. In cases where 

a mentor mother is able to rehabilitate a child at home, they are able to refer clients to the 

project’s nutritional rehab. Each mentor mother works with two pregnant women and 

malnourished child from time to time.  

There are eleven Educare classes owned by the communities, serving over 300 children. Two 

meals and two snacks are provided daily for children. The Educare programme provides a place 

where Philani’s pre-school children could play and learn in a safe environment.  

 

What we have seen based on mentor mother intervention? 

¶ Reduction in low birth rate  

¶ Exclusive breastfeeding and long breastfeeding  

¶ Reduced feotal alcohol syndrome  

¶ Reduced antenatal depression 

¶ Safe sex 
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Phakama Mzimeli and Fioni Murray, Khululeka 

“Nothing for the community without the community” 

 

 

As an organization with the aim of increasing access to relevant and appropriate early 

childhood development programmes, Khululeka understands that it cannot with teachers in 

isolation of the community and parents. The organisation is mindful of complementary roles of 

the State and civil society, while the wile working within a community and being led by that 

community. They have two clear arms; formal ECD teaching programme and the integrated 

community programme. They have worked predominantly in rural communities in the Eastern 

Cape, but the programme has also been implemented in informal settlements in Johannesburg 

and rural communities in Limpopo.  

The integrated community programme provides community development practitioner training, 

family home visiting, infant and toddler parent support, as well as household food gardens. All 

Khululeka’s programmes are meant to ensure quality education and care for young children.  

The household gardens is one of Khululeka’s successful programmes. Household gardens 

enhance the nutritional intake of families and vulnerable young children participating in the 

Family Home Visiting and Infant and Toddler Parent Support Programmes. Families are 

provided with gardening manuals with instructions including how to create keyhole garden and 

control pests. Communities have seemed to like to the idea of household gardens opposed to 

community gardens. Food gardening sparks beginning of change in families.  
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Leslie Osler and Hanna Phemba, Hantam  

“No child left behind” 

 

Hantam’s main objective is to break the cycle of poverty in a sustainable and permanent way. 

The Trust doesn’t only provide educational support, but also manages community health and 

youth development programme.  

 Its health programmes and services include primary health clinic, community pharmacy and 

health education.  

Pregnant mothers are supported through the effective parenting programme through 

developmental stages until the baby is born. Mothers are also taught how to communicate with 

their children.  

Hantam works within a small controlled community so this makes it easy for them to do census 

at the beginning of the year to check what has changed in the community; track alcohol abuse, 

child-headed households, absent fathers.  

Building and maintaining trust as well as giving people hope help them take a responsibility for 

their lives.  

The school has a feeding scheme for children- bread and milk is served in the morning, then a 

meal at lunchtime.  

The clinic is opened on Wednesdays to provide all basic healthcare services.  

The home visiting programe has proven to be very successful as the number of people visiting 

clinics seeking healthcare services has dropped. Field workers visit targeted families three times 

a week. They use puppets and dolls to demonstrate to mothers different stages of feotas and 

how it’s affected by mother’s behavior like alcohol consumption. Everyone in the family get 

workshopped when someone is pregnant, so they also become the support structure.  Use dolls 

to shows stages of fetus during pregnancy. Mothers are also provided with manuals showing 

how the baby is developing, and how to care for a baby from 0 to 2 years. These manuals are 

written in English and Afrikaans.   

A chart showing what a baby should be able to do at different stages is also provided to 

mothers. As part of an incentive, field workers then take photos of baby’s different stages, 

which a mother can keep. Mothers like photos and they get motivated when they see their 

baby’s progress. Teenage and unplanned pregnancies have reduced in the community 

throughout the years.  
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What we would do differently now that we have met?  

 

Hantam 

-Adapt Khululeka’s household keyhole gardens   

 

Limpopo 

-Department of Health has launched new mental and child health programme but there are 

gaps in terms of interaction with the communities  

-There aren’t lot of NGOs- bulk of the work needs to be done by government  

-Limpopo initiative link care- now expanding on the mother- can now adapt other NGOs 

experiences of how to work with the community and adapt nice package of tools that can suit 

Limpopo. 

-Develop communications package- work with community health workers 

-Limpopo has good families that don’t have problems such as FAS  

 

Research/ Dr Said-Mohamed  

-Working in epidemiology- aim is to quantify what are the current public health issues, what we 

can foresee coming soon, and communicate that to public health policy makers 

-Try to communicate more with the civil society - deconstruct abstracts concepts 

-Will now contact organizations she met to put together package for interventions- their tools 

and their way of engaging with the population 

-It’s important to engage with civil society, government and NGOs- there is a need to speak the 

same language 

-She will also start thinking about collecting data from organisations such as Khululeka, Philani, 

Hantam 

 

Khululeka  

-Build database and communicate with researchers (Dr Said-Mohamed)   

-Share tools with other organisations working with children 
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-Simplify complicated terms for people, e.g. balanced diet 

 

Philani 

-Capacity building- Khululeka has shown how do you train community leadership to care about 

their own community 

-Adapt all tools used by Hantam- family/household approach, baby development charts, 

demonstration of pregnancy stages and risks 

-Know more about Limpopo- and how families plant fruit trees and other crops– Zithulele in the 

Eastern Cape also very fertile  

 

Philani and DGMT  

-Have a better understanding of government programmes- KZN, Limpopo and DPME  

-Relationship between maternal health and ECD- have a vision of what happens when children 

go to school [Khululeka]  

-Resources from Hantam that they can put to a mother’s hand or mentor mother to make their 

work more efficient  

-Adapt ECD Forum by Khululeka in Burgersdorp  

-Organisations need to pull in one direction when it comes to children and families  

 

DPME 

-Government needs to see NGOs as complementary to its work  

- Political context matters- poison the atmosphere 

 

KZN  

-Include people in the community 

-Start a communications strategy- people need to know of the consequences  

-DMPE can help track implementation progress  
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What will it take to achieve a breakthrough?  

1. Injection of capital 

2. Mentoring and advisory capacity  

3. Field workers need to know more about stunting  

4. Develop a strategy with partners on nutrition and development, and linking with other 

communities and sectors 

5. Improving health system and monitoring 

6. Develop a monitoring strategy for nutrition- including underweight (wasting), and under 

height (stunting) 

7. Evaluation of what people know about stunting.  What is needed in terms of training? In 

terms of equipment? 

8. Collect data, share with scholars. E.g.  Khululeka can monitor height and screen for 

stunting, then send the data to Rihlat 

9. Identifying high-risk, low-birth weight infants 

10. Put together a persuasive prevention message  

11. More training for mentor mothers in stunting (no knowledge of stunting within Philani) 

12. Training in malnutrition- and how it links to stunting  

13. Mastoera- Health and DSD must work together – how do we make sure campaigns link 

together- and the system is able to take in all children saved from stunting  

14. Drive communications campaign- but the health system must be able to respond  

 

Issues that kept coming up 

1. More knowledge on stunting and advocacy at national level 

2. There is a need for training of community health workers  

3. DGMT needs to send concept note to the group for comments and additional 

information on other provinces 

4. Share funding opportunities  

 

Watch for: 

¶ Launch of the first 1000 days campaign by the Minister of Health 

¶ New Road to Health book  
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Zero Stunting Action Plan   

The group then talked about what they would like to see happening among their organisations 

and departments. All participants were keen to maintain the relationship and share tools 

moving forward in order to start addressing stunting among children. Though none of the three 

organisations working with children and pregnant mothers had been addressing stunting 

directly, all their interventions are similar to those needed to prevent stunting. The group then 

emphasized the sharing of tools and content, in order to add more relevant interventions for 

stunting.  

Å Situational analysis per identified area and target hotspots  

The causes of stunting are different for different communities, for example, Western Cape and 

Northern Cape are mostly affected by fetal alcohol syndrome, whereas in most of the country 

the main cause is nutrition.  Participants acknowledged the need to assess each community 

before deciding which interventions to introduce.   

Å Lifecycle approach– pre-pregnancy, pregnancy, first 1000 days 

Both Philani and Hantam work with pregnant mothers, while Khululeka works with young 

children. All organisations work with mothers or caregivers and communities. Participants 

wanted to know more about stunting interventions for different stages of pregnancy and when 

the baby is born.  

Å Advocacy- local and traditional leadership 

KwaZulu-Natal’s approach of involving leadership seem to have worked a lot as communities 

listen to those that they regard as their leaders or role models. It was also noted that issues of 

leadership and influence are different from one community to the next.  Traditional leaders, for 

example may be respected in influential in some communities, but not in others  

Å Involvement of parents/ communities 

“Nothing for the community without the community,” was agreed as a principle.  Philani 

suggested calling a community meeting to measure the heights of all children and report to the 

community, government and civil society the prevalence of stunting in that community. It 

would also provide an opportunity to educate the community on stunting, its impact, and how 

to prevent it. 

Å Develop awareness through media– online, broadcast and print media 

There is a need for a broad communications campaign to create awareness about stunting. 

Many people do not know that height is as important as weight.  

Å Create tools – Share tools – Share Material already available 

Participants agreed to share research and tools for interventions with one another.  
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Å Identify relevant policies and guidelines to integrate 

It was made clear that government departments have various interventions in the communities 

but they don’t seem to be working together. The Sassa’s zero-hunger programme was raised as 

an example.  The department give food parcels to communities, but the food is not diverse and 

does not provide the nutrition needed to address address either stunting or obesity.  

Å Identify other relevant stakeholders for this campaign 

Participants understand that the issue is very broad.  Achieving zero stunting will require 

participation of many partners from government and civil society.  

Å Training the existing community health workers on stunting 

Clarity on interventions for prevention- how do we identify those currently stunted, how do we 

intervene, and support the community– community awareness for prevention  
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Contact details of all participants  

Name and organisation Email address Phone number 

Lesley Osler  HCET les.hantam@mweb.co.za  0517531419 0834084147 

Estelle Jacobs  HCET ej.trust@mweb.co.za  0517531419 

Hanna Phemba HCET hannaphemba@gmail.com  0517531419 0628422950 

Rihlat Said Mohamed 
Wits 

Rihlat.SaidMohamed@wits.ac.za   0712836366 

Sinikiwe Mqadi DGMT sinikiwe@dgmt.co.za  0608616121 

Fioni Muray Khululeka fionimurray@gmail.com  0721475100 

Phakama Mzileni  
Khululeka 

phakama@khululeka.org.za  0781492178 

Nokwanele Mbewu 
Philani 

kwanie@philani.org.za   0826941024/0213875124 

Nicola EleyPhilani and 
DGMT 

nicola.eley@philani.org.za  0825772372 

Zamazulu Mtshali KZN 
Dept of Health 

zamazulu.mtshali@kznhealth.gov.za  0333210238  0833003610 

Mastoera Sadan DPME mastoerae@dpme.gov.za      0123120238  0827786610 

Anne Robertson 
Limpopo Dept of Health 
and Univ of Limpopo 

anneroberstsonsutton@gmail.com  0836350535  

Francis Wilson UCT francis.wilson@uct.co.za    0837030181 
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