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been necessary to obtain details of deaths in 
childhood in an indirect way.

Estimates of the number of deaths occurring 
in childhood were made in 1932, 1942 and 1947, 
and in 1960-61 two separate analyses were made.

In all cases calculations have been based on 
the reproduction histories obtained from fertile 
women.

The various sources are quoted fully in 
Appendices I to V, but for comparison deaths 
are estimated per 1,000 live births in Tables 1 
to III, in which stillbirths, infant mortality and 
mortality in the 1-5 years age group are con
sidered separately.

The pattern of mortality from 1932 to 1960 
is shown for each group and comment is made 
on the trend over these years.

Table I 
Stillbirth Ratio

Sample
1. 1932 per 1,000 live born 

children ............. 97 (555 live births)
2. 1942 per 1,000 live born 

children 62.6 (1,836 )
3. 1947: Estimate not possible (1,330 •’ •• )
4. 1960-61 per 1 ,000 live 

bom children 64 (547 >, »» )
5. 1960: Random sample—

Not available (12,881 »» >» )
Possible factors affecting the stillbirth ratio 

are:
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Introduction

No record is made of births and deaths in this 
predominantly rural community which, at the 
present, numbers 230,000. The Ingwenyama, 
Paramount Chief of the Swazis, advised the 
Tinkundla or regional tribal committees that 
they should perform this duty. This recommen
dation has not yet been taken up and it has

N.B.—The stillbirth ratio is the number of children 
reported stillborn expressed as a proportion of the 
number of children reported live horn amongst all 
children included in these surveys. This is not equiva
lent to the stillbirth rate, which is the proportion of 
children stillborn in one year compared to the total 
live births in the same year.

Likewise the infant mortality ratio is not equivalent 
to the infant mortality rate.

(a) Malaria
It appears that the control of malaria in 1956 

has not influenced the stillbirth ratio, which is 
unchanged between 1942 and 1960-61.

In 1947 stillbirth and miscarriages were taken 
as a single group, and it was shown by com
parison of figures in the low veld and the 
malaria-free high veld that malaria produced a 
high foetal mortality (55 per 100 mothers com
pared to 30 per 100 mothers).

It may be then that there are fewer mis
carriages since the control of malaria, but it 
appears that the proportion of stillbirths re
mains unchanged.
(b) Syphilis

It was suggested in 1942 that the large pro
portion of syphilitics in the population contri
buted to the high stillbirth rate.

The notification of syphilis rose from 3,041 
to 4,602 between 1946 and 1951, after which 
the number fell rapidly to 1,117 in 1960.

It seems, then, that the reduction in the syphi
litic population has not yet significantly reduced 
the number of stillborn infants.
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(c) Facilities for Hospital Confinement
In I960. 3.000 births took place in Swaziland 

hospitals compared with an estimated 10,000 
annual births in the territory.

In 1932 only 96 confinements took place in 
hospital. This expansion of hospital facilities 
took place mostly after 1942, but since then 
there has been no fall in the stillbirth ratio.

Future Trends
It is likely that the number of stillbirths will 

remain at the level of the past 20 years. The 
cause of the high mortality is certainly the 
circumstances in which 70 per cent, of all births 
take place, and only when all domiciliary births 
are supervised by staff trained in midwifery 
will the ratio drop towards that of developed 
countries.

Table II
Infant Mortality Ratio

1. 1932 per 1,000 live births
2. 1942 per 1,000 live births
3. 1947 per 1,000 live births
4. 1960-61 per 1,000 live

births ......................-
5. 1960: Random sample

Sample
265 (555 live births)
180 (1,836 „ „ )
145 (1,330 „ „ )

146 (547 „ „ )
147 (12,881 „ „ )

Comment
The fall in infant mortality occurred between 

1932 and 1947 and had largely been achieved 
by 1942. That is, this occurred before the 
control of malaria in 1956 and the mortality 
has not been influenced subsequently.

It would seem that when medical and. prob
ably as important, when educational facilities 
were introduced to a tribal society, the impact 
produced a sharp fall in infant deaths which 
has not diminished with the further expansion 
of these facilities.

In 1947 a smaller proportion of the popula
tion attended out-patient clinics than in 1932. 
so that it is likely that social factors influenced 
the drop more than medical factors.

Between 1924 and 1950 school enrolments 
rose from 3.000 to 13,853.

Since 1950. however, school enrolments have 
doubled, and the proportion of Swazis attending 
out-patient clinics has increased bv four times 
since 1947 (see Table IV).

A fall may be expected from the expansion 
of these services, but it is not yet apparent in 
the estimate of mortality in the two retrospective 
analyses.
Cause of Death

No enumeration of the causes of death has 
been possible from subjective accounts from 

mothers, and to obtain an impression of the 
causes of death in the first year of life all 
children dying in hospital in 1960-61 were 
listed according to the precise cause of death 
(see Table V).

These figures are small and biased, since 
children with infectious diseases are not ad
mitted to hospital and it is likely that whooping 
cough causes a number of deaths in the first 
year of life and measles in succeeding years. 
Future Trends in Infant Mortality

It is apparent from Table V that gastro
enteritis is the commonest cause of death in 
the first year of life. A high proportion of 
deaths occur in the first month of life, so that 
infant welfare classes where the establishment 
of breast feeding is supervised would yield a 
large saving of infant life.

The African community is not protected by 
prophylactic vaccinations and, apart from the 
obvious advantage of preventing pertussis 
deaths, a vaccination schedule would keep in
fants under supervision during this potentially 
lethal period of their existence.

Table III
Mortality Ratio in Children Aged

One to Five
Sample

I. 1932 per 1,000 live births 95 (555 live births)
2. 1942: Estimate not possible.
3. 1947 per 1,000 live births 116 (1,330
4. 1960-61 per 1,000 live

births ....................... 44 (541
5. I960: Random sample 109 (12,881 „ „ )

Comment

While the mortality in the age group 0-1 
year corresponds in the 1960-61 hospital survey 
and in the larger random sample survey, there 
is a profound difference in the respective esti
mates of mortality for the 1-5 age group.

In 1932. 1942 and 1947 only the histories 
of the young fertile mothers were considered, 
and error due to a number of children not being 
at risk at the time of the enquiry is common 
to each estimate.

In the random sample survey, however, his
tories were obtained from all mothers over the 
age of 15 and the analysis is biased in favour 
of older mothers (32 per cent, of the total 
female sample were over the age of 29 and 
24 per cent, were females between 15 and 29).

It is suggested, then, that the smaller hospital 
estimate for 1960-61 reflects a fall in the mor
tality7 in this age group compared to 1932 and 
1917.
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Table IV
Tabulation of In-patient Facilities, Out-patient Facilities and Expenditure, 

1932, 1947 and 1960, Calculated from Annual Medical and Sanitary Reports

1932 1947 1960

In-patients per cent, population 

Out-patients per cent, population 

Population .................................

Total expenditure .......................

Per capita expenditure .............

2,068 (1.72%)

33,788 (28.1%)

120,000 (estimated)

£11,973

2/-

5,787 (3.1%)

32,519 (17.7%)

184,000 (1946 census)

£50,867

5/6

15,974 (6.9%)

150,000 (65.2%)

230,000 (1956 census)

£153,744

13/4

In this age group in 1946 there was a sea
sonal malaria parasite rate of 60-75 per cent, 
in the bushveld, and by 1956 this had fallen 
to 0.7 per cent. It is therefore suggested that 
the control of malaria has reduced mortality 
in this age group.

It is apparent from Table V that the pre
dominant cause of death in this age group is 
protein malnutrition, although once again in
fectious diseases are omitted from the causes 
of death.

Future Trends in Mortality 
in Children Aged 1-5

It is suggested that the mortality in this age 
group, which remained at a constant level be
tween 1932 and 1947, has now fallen due to 
the control of malaria.

Further saving of life can be expected by 
improvement in the diet of the Swazi toddler.

An immediate reduction in mortality in this 
age group could be achieved by fortification 
of maize foods with protein.

Table V
Causes of Death in Children’s Ward, Hlatikulu Hospital, 1960-61

JO

A. FIRST YEAR OF LIFE B. AGE 1-5 YEARS

Cause 1960 1961 Total Cause I960 1961 Total

Gastro-enteritis ............. 10 6 16 Kwashiorkor ............. 9 6 1
17

Pneumonia ....................... 6 5 11 Malnutrition ............. 2 - J

Prematurity ............. 2 8 10 Gastro-enteritis ............. 2 3 5

Kwashiorkor ............. 1 2 Pneumonia ....................... — 6 6

Infant neglect ............. 1 — ■ 9 Burns ....................... — 2 2

Malnutrition ............. 1 4 Meningitis ....................... — 2 o

Burns ....................... 4 — 4 Others ....................... 2 2 4

Neonatal tetanus — 3 3 Encephalitis

Neonatal deaths ............. Septicaemia

Tuberculosis ............. 1 1 2 Tuberculosis

Others ....................... 2 2 4 P.U.O.

(Hyd rocephalus, amoebic dysentery, acute nephritis, P.U.O. I
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Appendix I
Histories Obtained from Mothers at 
Bremersdorp Welfare Clinic in 1932
Number of mothers .....................    202
Number of abortions............ . .... 72
Number of stillbirths.........._... .............. 54
Died in first year ......................    147
Died in second and third years .............. 38
Died in fourth and fifth years .............. 15
Living ...... „ _. .... ___ 354

Source: Annual Medical and Sanitary Report, 1934.

Appendix II
500 mothers had 1,836 children and 115 still

births.
332 deaths occurred in first year of life or

180 per 1,000 live-born children.
115 stillbirths occurred or 62.6 per 1,000 live 

births.
Source: Keen (1942). Infant Mortality—Swaziland 

Race Relations, Vol. 9, No. 2, p. 77.

Appendix III
Three hundred young mothers had 131 still

births and miscarriages, plus 1,330 live children, 
of whom 430 had died.

Deaths were distributed according to geo
graphical areas and age groups as follows:—

That is, compared to 1,330 live born children, 
193 died in first year of life or 145 per 1,000; 
and compared to 1,330 live born children, 155 
died between ages 1-5 or 116 per 1,000. 
Source: Mastbaum (1947). Investigation of Vital 

Statistics, unpublished. (From histories obtained 
from mothers during malaria field work.)

Appendix IV
Histories obtained from all mothers deliver

ing a third or subsequent child at Hlatikulu 
hospital in 1960 and 1961:
Compared to 547 live births, 35 children were stillborn, 

i.e., 64 per 1,000 live births.
Compared to 547 live births, 80 children died in first 

year of life, i.e., 146 per 1,000 live births.
Compared to 547 live births, 24 children died between 

ages 1-5, i.e., 44 per 1,000.

Appendix V
From Experiment for Swaziland (1960), Vol.

2, Institute for Social Research, University of 
Natal:
Infant mortality ratio: 147 per 1,000 live births (esti

mated from sample of 12,881 live births).
Mortality of children aged 1-5: 109 per 1,000 live births.
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Mothers Pregnancies Died (i) In First Year (ii) In Age Group 1-5

Bushveld 100 463 155 70 (45.4%) 55 (35.8%)
Middleveld 100 438 115 53 (36.3%) 48 ( 33.0%)
High veld _ 100 560 160 70 ( 43.5%) 52 (32.8%)

TOTALS _ 300 1,461 430 193 155
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