
•

The data were also analysed to detect whether any of the
factors studied were associated with increased severity of
pneumonia in the index group. There was a moderate
correlation between chest radiograph score and length of
stay in hospital, but these scores did not correlate with
malnutrition, crowding of sleeping quarters, home pollution
Or current viral infection. The majority of the index patients
could be classified on the basis of WHO clinical criteria1 as
having moderate AAI, with only 20% having severe ARI, and
this finding may explain lack of correlation between severity
and the factors studied.

An increased prevalence of recurrent symptoms and
abnormal lung function tests has been noted on long-term
follow-up of children who have had lower respiratory
infections compared with normal controls.1

!-11 In the present
study all children were monitored by home visits for 18 - 24
months to detect any detrimental effect that could be
ascribed to the respiratory infection, but ill-health was not
found to be commoner in the index group. The frequency of
subsequent respiratory symptoms and the need to consult a
doctor or clinic for respiratory problems were the same in
the two groups. A similar number of children in both groups
was judged to be thriving. Even those with a high
radiological pneumonia score did not have more prolonged
respiratory symptoms or a greater need for health care
facilities than those with milder pneumonia. In this stUdy the
finding of equally good health in both groups may be
because of relatively moderate disease in index children,
Which was not severe enough to contrast with controls, and
respiratory sequelae could therefore not be shown to differ.

Factors noted in other studies to affect the acquisition or
severity of lower respiratory infection were not demonstrated
in this study to be determinants of whether a child
contracted lower rather than upper respiratory infections.
Although the children came from a poor socio-economic
community, their nutrition was relatively good and home
pollution was very similar in both index and control groups.
The small sample size might have prevented the
demonstration of crowding as important; both groups lived
in grossly overcrowded homes. The evidence of viral
infection was comparable in patients and controls.

This study was supported by a grant from the Stella & Paul
Lowenstein Trust. We are grateful for the co-operation of the
medical officers at King Edward VIII Hospital and the
Department of Virology, University of Natal. We thank Mrs D.
Moodley of the University of Natal and Ms E. Gouws of the
Institute of Biostatistics of the South African Medical Research
Council for the statistical analyses.

REFERENCES

,. WHOIUNlCEF. Basic: principles for comroI of aone respiratory >flfections in childrEn
in deYeIoping countries. Indian~rr 1989: 26: 315-320.

2. Von SChImding YEA, Yach 0, KIItrl M. Acute res;r.a!ory infectionS as an impol1atlt
cause of childhood deaths in South Africa.. S AIr Med J 1991; SO: 19-82.

3. Chretien J. Holland W, Maddem P. Murray J. WocIcock A.. Ac:ute resprratory
lnteenons in crillaren. A glooal public-health ptObIem. N EngI J Med 1984; 310: 982­....

4.. EditOrial. Pneumonia in childhood. Umcer 1988; 1: 7~1·743.
5. Jame5.!N. Longitudinal study at morbklity of diatrheaI and respuatory infectIOnS in

mah'lowished children. Am J Ctin NlJrr 1972; 2S: 690-694.
6. Gatdner G, Frank AL. Taber LH. Effects of social and family factors on vir.ll
~tory infection and illness IrJ me first year of life. J Eprdemlol Communiry Health
1~; 38: 42-48.

7. Kossove O. Smoke-filled rooms and lower respiratory disease In infants. S AIr Med J
1982; 24: 622--624.

B. Editorial. Indoor air pollution and BCl1t@ respiratory infections In children. Lancet
1992; 1: 396-391.

9. MulhoHand EK. Sirnoes EAF, Costales MOO, McGraltl EJ, ManaJac EM, Gave S.
S!anCat'dized dlagnosJS of pneumorua in developing countnes. Ped"larr Infecr Dis J
1992: It: 77-81.

10. Wesley AG., Coovadia HM. KiepieIa P. Fw1her pn!dictiVe indices of dinlcaI severity 01
mea:sles. S Air Med J 1982; 61: 663-665.

11. Cout$OUdis A. BroughlOfl M. Coovadia HM. Vrtamn A supplementiltton reduces
measles morbidity in young African children: A randomCsed pla(:E!bo controlled
double blind trial. Am J C/in Nurr 1991; 54: 890-<195.

12. Spencer MJ. Cherry JO. AdenovlraJ Infections. In: Feigin RD. Cherry JD. eds.
Texlbooll of Pediauic Infecrious Disease. Vol 2. Philadelphia.: we Saunder$, 1981:
1279-1291.

13. Shann F. Etiology of severe pneumonia in children in d@veloping countries. Pediarr
Infect Di$ J 1986; 5: 241·252.

14. ShaM F. Gratten M, Germer S. UNlemann V. HazleU D. Payne A. Mtiology of
pne\lmonia in children in Goroka H05pital, Papua New Guinea. Lancet 1984; 2: 537­
54,.

15. Hail CB. Hall WJ, Gala CL. MacGiU FB. Leddy Jp. Lon9term prospective Study in
childrefl alter respiratory syncytical virus infection. J Pediarr 1984; 105: 358-364.

16. Mok JVQ. Simpson H. Symptoms. atopy and bronchial reactivity after lower
respiratory infection in infancy. Arc" Dis Child 1984; S9: 299-305.

17. Brasfield OM. Stagno S. Whitley RJ, Cloud G. Cassell G, nller RE. Inlam pneumonitis
associated with cytomegalovirus. chlamydia, poeumocystis and ureaplasma: lollow
up. p!diatrics 1987; 79: 76-83.

Accepted 6 act 199~_

HISTORY OF MEDICINE

'Neither obscure nor
mysterious' - infant
mortality and the Kimberley
Board of Health, 1898-1977
Leonard B. Lerer

Annual reports of the Kimberley Board of Health,

established in 1883. provide rich insight into public hearth

discourse on infant mortality. Commentaries on the

determinants of infant mortality, especially prior to 1950,

largely focus on poverty and interracial disparities, issues

relevant to current heatth policy.

S Afr Med J 1996; 86: 368-370.

The debate on restructuring South African health care has
been accompanied by renewed interest in the history of
local pUblic health initiatives and their relevance to current
issues.l.2 Most of the recent documentation has focused on
exemplary individuals and institutions and there is a paucity
of historical information on the routine public health activities
of local authorities. Although some of the larger towns and
dties have been collecting hearth information since the turn
of the century, health service fragmentation and the lack of
an integrated national heatth information system have led to
an inevitable decline in the quality of South African health
statistics.3 The utility of local authority health data was
demonstrated by Phillips, who used the Reports of the
Medical Officer of Health of Cape Town to demonstrate
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substantial inter-racial disparities in infant mortality.· More
recently, Yach analysed local authority data to provide
estimates of national infant mortality rates.s The review of
innovative source material may provide important insights
into heatth determinants as shown by a study of historical
demographic data from Moravian Church records in Mamre.'
This paper examines almost a century of public health
discussion at a local authority level on infant mortality, in the
hope that some of the discourse of the past will be relevant
to the needs of today.

The Kimberley Board of Health
Established in 1883, the Kimberley Board of Health
functioned for 94 years as a third local authority responsible
for the provision of comprehensive heatth services. The
Board was established by the Town Council, with permission
from the secretary of the Medical Board in Cape Town, as an
urgent response to an outbreak of smallpox. Despite
substantial changes in health legislation at the beginning of
this century, Kimberley remained ·the only city in South Africa
with an independent health board. The Kimberley Board was
disbanded in 1977, when the new Public Health Act made
no further provision for its existence;1 its functions were
taken over by the Kimberley City Council. The demise of the
Kimberley Board of Health was accompanied by increasing
State involvement in the provision of district health services
and the opening in 1978 of a regional office for the Northern
Cape by the State Health Department.'

The first official report of the Medical Officer of Health
appointed by the Kimberley Board was published in 1898.'
This document heralded a long tradition of data,
commentary and speculation on a variety of public health
issues such as infectious disease, sanitation and maternal
and child health. In his report, Or W. W. Stoney, comments
that 'it is our infants and young children who are most easily
affected by circumstances which influence adversely the
general health of a community. It is, therefore, to the
sickness and mortality rates amongst our infants, that we
look as being the most delicate index of general and local
unhealthy conditions'. Stoney notes that, although an infant
mortality rate of 304/1 000 white infants was unacceptable,
this finding had to be viewed in the context of the siege
conditions prevailing in Kimberley at the time. The high rate
of infant death was attributed mainly to the quality and
quantity of available milk and consequent diarrhoeal
disease. While the report does not specifically mention black
or coloured infants, Stoney comments on the 'unsatisfactory
state of the native locations'. Furthermore. he observes that
'the huts themselves are frequently very dirlly and are over­
croWded, the average number of persons to each hut being
over six'.

Stoney's speculation on the mechanisms of infant
mortality continue in the 1899 report, where he observes
that 'there is, undoubtedly, some relationship between the
prevalence of this disease (fatal infant diarrlloea) and the
temperature of the soil'. He states that public health
intervention addressing improper feeding as a possible
cause of diarrhoea! disease had been undertaken. This
included the distribution of a leaflet on the feeding and care
of infants. As to the issue of the high white infant mortality
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rate, Stoney mentions that an enquiry into each death was
being conducted, with special attention to feeding. By 1901,
it was recognised that at least some infant deaths were
occurring in areas of black settlement. Referring to the
'native rooms in Boshof Road', the then Medical Officer of
Health wrote that 'the wonder is that anyone can live at all in
these places, so crowded and devoid of sanitary
surroundings are they. No windows. in many cases no
doors, mud floors and filth-covered walls go to make up the
dwelling so called: Perhaps the most poignant of 1901 's
observations relates to the 'appalling infant death amongst
Coloureds; that 160 children out of 220 should die before
reaching one completed year of life is a fact that needs
attention, in fact it looks almost as if foul play was going on
to do away with helpless infants'.

By 1907, some decrease in infant mortality had been
recorded (Rg. 1) and increasing attention was being paid to
possible interventions whereby infant death due to
diarrhoeal disease could be reduced further. Infant death
was often preceded by episodes of diarrhoeal disease which
'wrecked the constitution of infants attacked by it, so that
aJthough they may recover from it, they are more liable to
contract and succumb to other ailments shortly after, or
suffer from its after-effects for long perlods'. The 1909 report
embraced the 'sanitary theory', emphatically stating that 'the
higher standard of sanitation aimed at and attained in a
town, the lower the infantile mortality'. In the 1911 report, a
plea is made for better maternal education, breast-feeding
and attention to infant cleanliness, and issues such as
ground temperature, vapours and the virulent properties of
germs are also explored. As to the role of mothers, it is
noted that 'if a child is to have a healthy life, it is necessary
that its condition be satisfactory before being born and for
some years after, consequently the health and habits of the
mother are of first importance to the coming child'. Copious
quotations from both British and French public health
sources of the time are included, inter alia the report of
Newsholme from the London Local Government Board.'o
With regard to the role of infant mortality as a public health
indicator, the report states that 'the importance of the
subject cannot be overestimated as it constitutes the master
key of all public heaith wor!<'.
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Fig. 1. Infant mortality rates, Kimberley, 1898· 1991.
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By 1920, increasing attention was being paid to the
mortality rates of under-5-year-olds. This was also the first
year that black infant mortality was recorded by the Board of
Health. The provision of housing, including the erection of 'a
new township where there would be less public and private
uncleanliness, and the mortality among infants would be
less' is proposed. As to the mechanisms of infant mortality
caused by diarrhoeal disease, the report postulates that
'after six months the child is placed on the floor to amuse
itself while the mother gossips or gets bUSy with her
housework. The child has a glorious opportunity to get itself
thoroughly dirty in whatever domestic uncleanliness or
private filth that is to be found. The child contracts summer
diarrhoea and dies of it. The mother attributes it to anything
but her ignorance or negligence'. A special 'infant bureau'
was established in 1922 to institute interventions to reduce
infant mortality_ Volunteers were called for and the report
notes that 'there is plenty of scope for extension of child
welfare work, especially among the Natives'. The 1923
report notes that black mothers were 'very reluctant to bring
their newly born infants (to the c1inic)_ They were more
inclined to bring those of 18 months and older, and probably
even then came merely for curiosity'.

In 1928, it was recorded that 'the infantile mortality rate
among the Coloureds and Natives is still appallingly high'.
This was, to some extent, attributed to the economic
conditions of the depression. In his 1943 report, the
Medical Officer of Health was clear as to the reasons for the
inter-racial disparities in infant mortality rates (black and
coloured rates were 8 and 4 times higher respectively than
that of whites)_ He writes that 'the reason for this increase is
neither obscure nor mysterious. The high Native infantile
mortality rate is unquestionably due to social and economic
conditions. There must be a radical improvement in their
housing, nutrition, prevention of over-erowding, hygiene and
sanitation in the location'. The local authority responded to
the problem with the construction of a special clinic. 1I By the
middie of the century, the Board reports had become
extremely sparse in tenns of social comment and interest in
infant mortality. The closure of the Kimberley Board of
Health in 1977 resu~ed in the City Council's producing a
standardised annual report, not very different from that of a
number of South African cities.

In the iate 19aOs, the annual reports of the Kimberley
Public Health Department begin to contain comment on the
problems of urbanisation and the proliferation of 'squatter
camps'. The more recent reports document an increasing
commitment to proViding basic environmental health
services and, to some extent, recognition of the de facto
existence of informal settlements_

Discussion
Many of the themes in the reports of the Kimberley Board of
Health are relevant today. These include the relationship
between socio-economic status and health, unacceptable
disparities in infant mortality and the role of diarrhoeal
disease in infant death. The suspicion of 'foul play' as a
cause of infant death, contained in the 1901 report, has a
modern analogue in the work of Nancy Scheper-Hughes
which explores 'passive infanticide' or 'benign euthanogenic

neglect' in poverty stricken north-east Brazil. I
2.13 The role of

volunteer organisations and special programmes in reducing
infant mortality is discussed in a number of the reports. The
lack of community interest was not an uncommon response
to the interventionist approach and the complaints of the
Medical Officer of Health on this particular issue were
echoed by colonial medical officers throughout Africa. '4

The recognition, in the 1943 report, that the determinants
of infant mortality are mostly outside the biomedical realm is
congruent with the work of the Gluckman Commission
which, just over a year later, reported that 'unless there were
drastic reforms in the sphere of nutrition, housing, health
education and recreation, the mere provision of more
doctoring would not bring health to the country' _15 The
history of public health interest in disparities in infant
mortality rates between various groups should lead us to
concur with Alfred Yankauer who concluded that:

'The spirit of public health lives in this conviction that a
Mure society will authorise the major investment change
reqUired to produce an equity reflected in the mortality rates
of its infants' .IS

The author would like to thank the staff of the Africana
Ubrary, Kimberley, for their assistance. The earlier part of this
work was funded by the Medical Research Council.
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