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his paper presents a brief summary of the work
done at Mseleni in conjunction with the

Wational Council For Care Of Cripples In
South Africa and the Natal Cripples Care Association
wha provided a vehicle and paid a driver/field worker.
The emphasis of this paper is o point out the
considerable hardships which co-exist with, and are
aggravated by, Mseleni Joint Disease. This applies not
only to individual sufferers but also to the whole
community where it is prevalent.

Summary

An extensive survey was done at
Mseleni and the emphasis of this article
15 to point out the hardships which co-

extst with, and are aggravated by
Mseleni Joint Disease - for the

individual as well as for the whole
COMMURILY.
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Social background

In order to understand the social effects of the discasc
certain facts need to be born in mind:

Household Unit

Houscholds vary in size from one member up to twenty
or more (the extended family). These households
function socially and economically as a unit and it
is important to consider not only the problems of
individuals but also of the houschold wnits,

l'mpaﬂﬁﬁce of Women

The menial tasks of daily family living are largely
undertaken by the women and girls. Collecting water
and wood, hocing in the ficlds, cooking and washing
are all traditionally female tasks. This must be borne
in mind when considering the impact of the high
prevalence of the disease among women.

Economy

The three elements of the economy are shown in Fig 1.
The relative importance of cach element varies. In
vears of poor harvest, gathering becomes relatively
more important. In the case of those people who are
disabled or elderly and unable to perform the work
involved in self-sufficiency and gathering, cash
economy becomes more important.

Settlement Pattern
The people live in distinct communities but not in
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Figure 1: Shiwving the three elements of the economy (afrer
G Lind)
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villages. Homes are scattered over a wide area, and
this makes the provision of some facilities more difficult
— particularly warter, but also health, schools, shops,
Lransport.
Findings
These are based on a 50% sample of 274 neighbouring
homes which were visited in the area shown on the
map (Fig 2). The important findings relative to the
social problems are considered below,
1. Female Preponderance

Females are affected more than males in a ratio 5:1
(Fig 3).
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Figure 3: Ape disrriburion of MFD for bork sexes, Women
are affficred more than men (in a rari of 5:7).

Figure 2: Map of Mapuraland shewing major commumications,
rivers and lakes. The area in which M relent Foimt Disease (MFD)
i found 15 shown as 15 the region in mhich the current surrvey
mwas undertaken,
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Figure & Age distriburion of females resident ir all howseholds
showing the distribution of MJD cases.
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Figure 6: Age disribution of people residemi mn MFD

Figure 5: Increased prevalence of MDD in females with age.

2. High Incidence

The high incidence in females can be seen from
Figs 4 and 5. Fifty-cight percent of women over 30
years have M]D. Although the incidence in the elderly
women is very high, 63% of all sufferers are below
old age pensionable age.

3. MJD Households Have More Old People

Houscholds were termed MJD households if they
contained one or more member with M]D, or non-
MJD houscholds if there were no sufferers. A
household with an MJD sufferer is clearly at a
disadvantage because of the dependence of the sufferer
on others for some of the daily tasks. Figs 6 and 7
illustrate that these M]JD households also have a lagher
percentage of old people — increasing the burden of
these households even more.

4. Resources and Income

Table I. Poverty as assessed by cash income amd livestock
showimg the effect of pension income.,

Livesiock Cash Income | Both | Neither

MJD
Househalds 19 1a 17 4
%n=d4
Mom-M ][
Howsebolds 1]
%Bn=%

MID
Househiolds B
%o=48
Mon-M]D
Househalds L 48 17 20
Hn="%

12 Eny

40
4

Pensdoms included " Persons excluded

Table 1 shows the percentage of households with
livestock, cash income, both of these and neither of

ousehiolds.
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Figure 7: Age distribution of people resident in non-MJD
howsehalds, The higher proportion of older people in MFD
households i5 emident.

these. Those with neither are considered totally
destitute. Excluding pensions 54% of homes with M]JD
are totally destitute and 37% of non-M]D households.
Even with pensions included, 24% of MJD households
are still destitute and 29% of non-M]JD households.
73% of MJD houscholds have no cash income except

[remsions,
Table 2. Sources of cath mcome in 138 howseholds for a 2

mrowirli period.
Total pension income R6 713 60'%
Income from migrant workers R2 144 2%
Locally generated income Rl 3% 1 3%
Total RI0 253 | 100%

The sources of regular cash income for the community
are shown in Table 2. The high dependence on pension
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income contrasts with the low level of income generated
in the arca. If all those entitled to pensions acrually
reccived them, the total income for 2 months would
double {from R10253 o R20322) and 83% of cash
income would come from pensions, bringing cash
income to virtually all MJD households.

The per capita income is R75 per annum. If pensions
are excluded this figure is only R26 per annum.
However if all those who qualify for pensions received
them it would rise to R150 per annum.

5. Problems of Pensions

Table 3. Summary of Penston Position,

Number Number % of Entitled
Entitled | Who Receive Who Beceive
:;':,ii-l[; . 19 22
Old
m‘?‘f 2 16 5T
MJD
Amnd 51 . 62%
Old Age

Of the 20% of the population who are entitled to
pensions, only 8% actually receive (40% of those
entitled).
Of the pensions entitled, 52% are disability pensions;
48% of pensions entitled are old age pensions.
Mot only do many who are entitled not receive
pensions, even those who apply may have a
considerable delay before receiving their pension. Of
those who applied for reference books in May 1983,
some received them in January 1984, Others were still
waiting. No-one who applied for a pension in April
1983 had received a pension by February 1984.
. Housing

The types and number of dwellings in each
household was noted in the gquestionnaire. Values
(called housing units) were assigned to each type of
house as follows:

o
=
L j = 2 (thatch)

Ll

These values were intended to reflect the number of
rooms davailable and the cost of construction in terms
of money or labour.

A comparison was made between houscholds with
neither cash income nor livestock (rotally destitute)

= 3 (corrugated roof)
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Figure B: Distance assersed by a one say rip @0 a srore,
fe callect wood awd 1o ferch warer 5 shomr. The miost seriows
prratlens @5 the long distance to water supplies,

and households receiving pensions. The number of
people per housing unit in a pension household was
1,43. The number of people per housing unit in a
destitute houschold was 1,97, The difference between
these values was shown to be staristically significant
at the 0,1% level.
This again highlights the importance of pension income
in the commumnicy.
7. Problems of daily living

Distances to water and wood supplies and stores
are given in Fig & 60% of households are more than
| hour round trip to water, whereas very few
houscholds are far from wood. Nearly half the
households are 2 hours or more round trip from the
store.
Table 4 shows the percentage of women in different
categories who indicated that they performed various
tasks as shown. Comparison of the two old age columns
indicates that MJD sufferers are less able to collect
water or gather wood than non-M]JD. This shows that
M]D exacerbates the problems faced by the elderly.
The survey indicated that a number of people in this
category had to pay for water and wood collection.
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Table 4. Performance of daily rasks by women.

Old Age (over 60) n = 58 Dhzabled {under 800 n = 60
People performing Non-M]JT MJD M]D — limp M]JD — 1 stick
rasks (=15} (n = 43) or better (n = 21) or warse (n = 40)
Water collection
i 24 f) g3 17
w heri
ood geduceing 47 27 96 47
T 53 52 100 75

This was particularly true of old MJD sufferers living
alomne.

Comparison of the younger M]D sufferers (below 60)
shows that whereas in milder or early cases women
still perform daily tasks, once the discasc has
progressed to the stage where one stick is required,
this ability is severely limited. It was noted that 3
of the MJD sufferers under 60 were already in the
1 stick or worse category. A similar proportion of these
younger MJD sufferers collect water and gather wood
a5 old age pensioners who do not have MJD,
8. Problems of Schooling

All children aged 6-18, whether at home or not,
were included in the schooling survey. In addition
older children still at school were included.
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Figure % The distriburion of children from MTD households
and aor-MFD households whe are i chool according 1o
educarional standard, The average ape of chldren n each
standard i giveny 1% of children in MJD households are
i sehood compared to 62% im mon-MFD households.,

It was found that 62% of children surveyed in non-
M]JD households were in school compared to only 41%
of children in MJD houscholds. The distribution of
children from sub A (first year) wo standard 10 is shown
in Fig 9 for both MJD and non-MJD households.
The average age per standard is also shown.
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Figure 10: Difficulties i schooling = distances. Distance as
assessed by time for a ome way trip is shomwn, The problem
Sor kigher primary and secondary school children is clear.

Fig 10 shows the distance of schools from home. It
can be seen that whereas 80% of households are within
an hour's walk of the lower primary school, 50% of
households are more than 2 hours' walk from higher
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primary and secondary schools; 50% of children in
higher primary or secondary schools must therefore
either spend 4 hours or more walking tw and from
school each day, or board nearer school. In either case
their ability to help with tasks in the home is
considerably lessened. The household may be very
dependent on these children for doing tasks and this
may partly explain why few progress to higher classes,
To send an older child to school may therefore not
only be a financial sacrifice but also limit further the
ability of the houschold unit o cope with tasks of
daily living.

Cost of schooling (including school clothes, books, fees)
is at least R40 for first year, R120 for standard 3,
K180 for standard 9. This should be compared to the
per capita income of R75 per annum.

9. Surgical Needs (sce Fig 11)

Of 138 patients assessed by a physiotherapist 69 needed
a total of 117 major joint operations. A further 26
patients were assessed as too early and may need
surgery later, If this is projected to the estimated 3 000
cases it means =+ 1500 patients need -+ 2500 major
joint operations. To estimate the cost of this in medical

Schools are so far away that many
households cannot afford to let a
healthy child on whom they depend,
be away from home for so many
hours.

and support services 15 impossible. The logistical
problems at present are immensc — patients must go
far away from home for a prolonged period and many
are not willing to do so. A much better solution would
be to establish an orthopaedic centre in the area. To
do 2500 cases in 10 years mean 5 major operations
per week and an extra 400 hospital beds.

A recent assessment of 22 cases who have had major
surgery, mostly hip replacements, n the past 4 yvears
showed that they had all had considerable pain relicf,
and many had improved mobility. Some have been
able 1o resume household tasks which were impossible
before the operation.

Conclusion

This paper has attempted to point out some of the
problems facing the community where MJD is
prevalent. Some of the problems o be tackled are:

1. Social welfare services — there is no social worker
at Mseleni and rhe nearest magistrate®s office is 63 km
away.

2. Field work — the vehicle and driver sponsored by
the Cripple Care Association have done invaluable
work, but more are needed.

3. Reference books and pensions — applications
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Figure 11: Charr showomg 138 MYD patients classified by
& physiotherapist according to srgical need.

already made need to be followed up and many more
people stll await help with this.

4. Water — adequate supplies close to the
communities are needed.

3. Schooling — frec schooling with provision of books
and supplies is needed together with school transport
for secondary schools,

6. Employment — work opportunities must be
generated both for local sufferers and o attract migrant
workers back to the area.

7. Orthopaedic centre — should be established locally
to tackle the clinical problems.
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