
MATERNAL, CHILD & WOMEN'S 
HEALTH BAROMETER

2016





CONTENTS

Introduction........................................................................................................01

Maternal Health..............................................................................................02 
Antenatal 1st Visit before 20 weeks rate............................................................02
Key findings...............................................................................................06

Recommendations.....................................................................................06

Antenatal client-initiated on ART rate..........................................................07
Key findings........................................................................................13
Recommendations...............................................................................14

Infant 1st PCR test around 6 weeks uptake rate.......................................15

Positive infant PCR test around 6 weeks rate........................................21

Delivery in Facility for Under 18 years..............................................23
Key findings...............................................................................30
Recommendations......................................................................30

Delivery by Caesarian section rate...............................................32
Key findings............................................................................42
Recommendations...................................................................42

Maternal mortality in facility ratio...............................................44
Key findings..........................................................................51
Recommendations..................................................................52

Stillbirth rate..........................................................................53
Key findings..........................................................................58
Recommendations..................................................................58

Early neonatal death rate..........................................................59
Key findings...........................................................................64
Recommendations...................................................................64

Mother postnatal visit within 6 days' rate.......................................65
Key findings.............................................................................72
Recommendations......................................................................72

Women's health..........................................................................73
Couple year protection rate............................................................73

Key findings.................................................................................81
Recommendations..........................................................................82

Terminations of pregnancy.................................................................83
Key findings.....................................................................................90

Recommendations...............................................................................91

Cervical cancer screening coverage..........................................................93
Key findings...........................................................................................98

Recommendations.....................................................................................98



MATERNAL, CHILD & WOMEN'S 
HEALTH BAROMETER 2016

Published by Health Systems Trust

34 Essex Terrace | Westville | 3630 | South Africa

Tel: +27 (0)31 266 9090 | Fax: +27 (0)31 266 9199
Email: hst@hst.org.za | Web: http://www.hst.org.za

ISBN Number: 978-1-919839-91-2                                                                                                            March 2018



Project Manager: Naomi Massyn

Concept design: René English

Technical production, 2016/17 District Health Barometer data editing: Candy Day

2016/17 District Health Barometer maps: Noluthando Ndlovu

Document review: Ashnie Padarath

Layout and design: Jetline

Suggested citation, for example:
Neil H McKerrow. Early neonatal death rate. In Maternal, Child and Women’s Health Barometer 2016. 

Durban: Health Systems Trust; March 2018.
URL: http://www.hst.org.za/publications/HST%20Publications/MCWH%20Publication%20Final%20web.pdf

The information contained in this publication may be freely distributed and reproduced provided that 
the source is acknowledged and the information is used for non-commercial purposes.

ACKNOWLEDGEMENTS

Information presented by authors in this publication is based on best available data derived from 
numerous sources. Discrepancies between different sources reflect the current quality of data. All 
data should thus be interpreted carefully and with recognition of potential inaccuracy.

Views expressed in this publication are those of the individual authors and do not present the views 
of Health Systems Trust.





...............................1
..................2

......3

......4
..........................5

...........................................................................................................................6
................................................7

.........................8
..........9

.............................................................10

.........................................11
................12

.......................................................13
.........................................14

...............................................................................................15
............16

..........17
...........................................18

...................................................................................19
....................................20

..............................................................................................21
....................................22

.........................................23
.................................................................................24

......................25
..............................26

..........................................27
...................................28

........................................................29

......................................................................................................................................30
.......31

......................32
............................33

....................................................................................................34
...................................35

...........................................................................................................................................36
..................................................................37

.............................................38
.................................................39

...............40

...............................................................................................................................41
.............................42

Figure 1: Annual trends in Antenatal 1st visit before 20 weeks rate by province, 2005/6 - 2015/16
Figure 2: Annual trends for ANC 1st visit before 20 weeks rate by province and district, 2006/07 - 2015/16
Figure 3: Annual trends by socio-economic quintiles for Antenatal 1st visit before 20 weeks rate 2006/07 - 2015/16
Figure 4: Annual trends by socio-economic quintiles for Antenatal 1st visit before 20 weeks rate 2006/07 - 2015/16
Figure 5: 2011 Targets for Eliminating Mother to Child Transmission of HIV and Keeping mothers alive
Figure 6: ART uptake amongst self-reported HIV-positive women: Data from the South African PMTCT Evaluation
              (SAPMTCTE), 2010-2013
Figure 7: Annual provincial antenatal client initiation on ART rate, 2010/11 - 2015/16
Figure 8: Provincial Box and Whisker plot of antenatal client initiation on ART rate, 2010/11- 2014/15
Figure 9: Trends in average district values by SEQ for antenatal client initiated on ART rate, 20011/12 - 2015/16
Figure 10: Annual trends: Infant 1st PCR test around 6 weeks uptake rate (%)
Figure 11: Early diagnosis of HIV-infection in infants at 6 weeks of age by province for the month of December
                2014, in comparison to the month of December 2013 (LY) (data source: NHLS)
Figure 12: HIV-prevalence in women at antenatal care by district, South Africa, 2012 (Source NDoH, 2013)
Figure 13: Early diagnosis of HIV-infection in infants at 6 weeks of age for the Gauteng Province for the month of
                December 2014, in comparison to the month of December 2013 (LY)
Figure 14: Annual trends for infant 6 week PCR test positivity rate, 2007/08 - 2014/15 (%)
Figure 15: Factors contributing to teenage pregnancy
Figure 16 : Annual trends: Delivery in facility rate under 18 years by province and district, 2006/07 - 2015/16
Figure 17: Trends in average district values by socio-economic quintile for delivery in facility under 18 years rate
Figure 18: Annual trends for Caesarean Section rate – all hospitals, 2007/08 - 2015/16
Figure 19: Caesarean Section rate by level of care, 2014/15
Figure 20: Trends in Caesarean Section rate (district hospitals) by district, 2006/07 - 2015/16
Figure 21: Global Maternal Deaths 1980-200834 64
Figure 22: Maternal mortality in facility ratio by socio-economic quintiles, 2006/07 -2015/16
Figure 23: Provincial distribution of maternal mortality in facility ratio, 2008/09 - 2015/16
Figure 24: Comparison of stillbirth rate and level of care (PPIP)
Figure 25: Comparison of the number of stillbirths (500g +) per disease category by level of care (PPIP)
Figure 26: Annual change in national average stillbirth in facility rate, 2005/06 - 2015/16 (DHIS)
Figure 27: Annual trends for stillbirth in facility rate by district, 2006/07 - 2015/16 (DHIS)
Figure 28: Trends in average district values by SEQ for stillbirth in facility rate, 2015/16 (DHIS)
Figure 29: Comparison of early neonatal death by level of care, 2012-13 (PPIP)
Figure 30: Comparison of early neonatal deaths (500g +) per maternal disease category by level of care, 
                2012-13 (PPIP)
Figure 31: Annual change in national average early neonatal mortality in facility rate, 2006/07 - 2015/16 (DHIS)
Figure 32: Annual trends: Inpatient early neonatal mortality rates in facility, 2005/06 - 2015/16 (DHIS)
Figure 33: Trend in annual inpatient early neonatal death rate by SEQ (DHIS), 2007/08 - 2015/16
Figure 34: Global causes of child deaths in 2015
Figure 35: Annual trend: mother postnatal visits within 6 days, 2011/12 - 2015/16 per district 
Figure 36: Trends in average district valued by socio-economic quintile (SEQ) for mother postnatal visit within 
                6 days rate
Figure 37: Couple Year Protection Rate by province, 2011/12 - 2015/16
Figure 38: Couple year protection rate by socioeconomic quintile, 2006/07 - 2015/16
Figure 39: Sub-dermal Implant Trends by Province per Quarter: 2014/15 - 2015/16
Figure 40: Abortion rate calculated using documented, public sector procedures only (2011/12 - 2015/16*)
Figure 41: Overview of programmatic interventions over the life course to prevent HPV infection 
                and cervical cancer
Figure 42: Cervical cancer screening rate* and targets, national average from 2002 to 2015/16**

 

 2016 MATERNAL, CHILD & WOMEN'S HEALTH BAROMETERi

LIST OF FIGURES



Table 1: Provincial and National Averages: ANC 1st visit before 20 weeks rate (2005/6 - 2015/16)
Table 2: Bottlenecks to early ANC booking before 20 weeks
Table 3: Comparison between antenatal client ART initiation rates in 2014/15 and 2015/16
Table 4: Antenatal client initiated on ART rate by district, 2010/11 - 2015/16 (%)
Table 5: Factors associated with enabling or hindering ART initiation 
Table 6: Infant 1st PCR test around 6 weeks uptake rate, 2007/08 - 2015/16 (%)
Table 7: Positive infant PCR test around 6 weeks rate, 2007/08 -  2014/15 (%)
Table 8: Delivery in facility under 18 years rate, 2009/10 - 2015/16 (%)
Table 9: Districts with Delivery in facility rate under 18 years rates of concern, 2012/13 - 2015/16
Table 10: Overall Caesarean Section rate, 2007/08 - 2015/16 (%)
Table 11: Caesarean Section and deliveries by type of facility in 2015/16
Table 12: Number of Caesarean Section and total number of deliveries 2015/16
Table 13: Caesarean Section rate for district hospitals, 2007/08 - 2015/16 (%)
Table 14: Provinces with an increase in Caesarean Section rate of more than 5 per cent between 
               2012/13 – 2013/14 and 2013/14 and 2014/15 (all and district hospitals)
Table 15: Districts with an increase in Caesarean Section rate of more than 5 per cent between 2013/14 
               and 2014/15
Table 16: District maternal mortality in facility ratios from DHIS data using the NIDS indicator
Table 17: District maternal mortality in facility ratios from NCCEMD data captured within the DHIS
Table 18: Difference in maternal mortality in facility ratio drawn from DHIS data between 2012/13 and 2014/15
Table 19: Trend in stillbirths, stillbirth rate and perinatal deaths, 2003 - 2013 (Stats SA)
Table 20: Stillbirth in facility rate by province, 2007/08 - 2015/16 (DHIS) (per 1 000 total births)
Table 21: Annual change in average provincial stillbirth in facility rate, 2007/08 - 2015/16 (DHIS)
Table 22: Trend in early neonatal death notifications, 2011-2014 (Stats SA)
Table 23: Inpatient early neonatal death rate (DHIS), 2007/08 - 2015/16
Table 24: Annual change in average provincial early neonatal mortality in facility rate, 2000/06 - 2015/16 (DHIS)
Table 25: Comparison between % deliveries that occur at each type of facility and % that each type of facility  
               contributes to PPIP data
Table 26: Main causes of early neonatal deaths by facility type, expressed per 1 000 live births for each level of care
Table 27: Mother postnatal visit within 6 days rate by province, 2009/10 - 2015/16 (%)
Table 28: Trend changes in Districts – Mother postnatal visit within 6 days, 2011/12 - 2015/16
Table 29: Definition of indicator(s) (DHIS) and additional, internationally recognised indicators
Table 30: Couple Year Protection Rate (CYPR) 2011/12 - 2015/16, Contraceptive years equivalent and data
               elements contributing to CYPR by contraceptive method
Table 31: Abortion indicators in the DHIS and additional, internationally recognised indicators
Table 32: Abortions reported by district and province, recent annual per cent change, and locations with MSSA  
               partnerships (2011/12 - 2015/16*)
Table 33: District data summary (2011/12 - 2015/16) (Number and percent of districts)*, N=52
Table 34: Abortion rate calculated using documented, public sector procedures only (2011/12 - 2015/16*)
Table 35: Cervical cancer indicators (DHIS)
Table 36: Provincial cervical cancer screening rates*, 2006/07 - 2015/16**(%)

LIST OF TABLES

..............................1
.......................................................................................2

........................................3
.........................................................4

............................................................................5
........................................................6

............................................................7
.....................................................................8

................................9
..........................................................................10

..................................................................11
.......................................................12

.........................................................13

...............................................14

.........................................................................................................................................15
.....................................16

..............................17
.........18

..............................................19
................................20

.............................21
...............................................................22

.................................................................23
......24

...............25
..........................................................................................................................26

....27
.............................................28

..................................29
....................................30

.............................................................................31
....................................32

.........................................................................................................33
................................34

................35
.............................................................................................................36

........................................................37

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 ii



ANC
ART
BBA
CARMMA
CPAP
CPR
C-section
CYPR
D&E 
DHB
DHIS 
EC
EID
EMTCT
eNMR
FS
GP
HBB
HIV
HPV
HSIL 
ICD
iMMR 
IP eNDR
IUCD
LARC
LEEP
LP
LLETZ 
MNCWH&N
MP
MSSN
MSSA
NaPeMMCo
NC
NGO
NCCEMD 
NIDS
NDoH
NHLA
NPRI
NSP
NW
PCR
PHC
PIPP
PMTCT
RHS
SA
SADHS
SAMRC
SBR
SDG
SEQ
SSA 
Stats SA
U5MR
VIA
WC
WHO

ABBREVIATIONS

Antenatal care
Antiretroviral therapy
Born-before-arrivals
Campaign on Accelerated Reduction of Maternal and Child Mortality in Africa 
Continuous Positive Airways Pressure
Contraceptive Prevalence Rate 
Caesarian section
Couple Year Protection Rate
Dilation and evacuation 
District Health Barometer
District Health Information Software
Eastern Cape
Early infant diagnosis
Elimination of Mother to Child Transmission of HIV
Early neonatal mortality rate
Free State 
Gauteng Province
Helping Babies Breathe
Human immunodeficiency virus
Human papillomavirus 
High-grade intraepithelial neoplasia 
International Classification of Diseases
Institutional maternal mortality ratio
Inpatient early neonatal death rate
Intra-uterine copper devices 
Long-acting reversible contraceptives
Loop Electrosurgical Excision Procedure
Limpopo Province 
Large Loop Excision of the Transformation Zone 
Maternal, Newborn, Child and Women's Health and Nutrition
Mpumalanga Province 
Management of Sick and Small Newborns
Marie Stopes South Africa 
National Perinatal Morbidity and Mortality Committee
Northern Cape
Non-governmental organisations 
National Committee on the Confidential Enquiry into Maternal Deaths 
National Indicator Data Set
National Department of Health
National Health Laboratory Service
Non-Pregnancy Related Infections
National Strategic Plan
North West 
Polymerase chain reaction
Primary Health Care
Perinatal Problem Identification Programme
Prevention of mother to child transmission of HIV
Reproductive Health Service
South Africa
South African Demographic and Health Survey 
South African Medical Research Council 
Stillbirth rate
Sustainable Development Goals
Socio-economic quintile
Sub Saharan Africa
Statistics South Africa 
Under-5 mortality rate 
Visual inspection of the cervix with acetic acid 
Western Cape
World Health Organization



Maternal, child and women’s health is one of the priority programmes of the National Department of Health (NDoH). NDoH 
of South Africa (SA) introduced commendable key policies in recent years to address adverse maternal and child outcomes.

One main development of interest since 2014 was the launch of the MomConnecta project in 2014. Cell phone technology 
is used to register all pregnant women who attend both public and private health care. MomConnect provides information 
and instructions on a healthy pregnancy, delivery, care of the newborn, and care of infants up to one year. It also enables 
pregnant women to ask questions and to send unsolicited complaints and compliments about health services. As at the end 
of January 2016 more than 750 000 pregnant women had registered and were receiving health messages to empower 
them during their pregnancy and to raise their newborns.

The United Nations adopted the Sustainable Development Goals (SDG) in 2016 and it is critical that SA starts accelerating 
implementation of key activities to reach the SDG targets by 2030.

Some of the policies and guidelines implemented in recent years include:

• Guidelines for maternity care in SA1 

• Guidelines for maternity care in South Africa: A manual for clinics, community health centres and hospitals2 

• National consolidated guidelines for the prevention of mother to child transmission of HIV (PMTCT) and 
   the management of HIV in children, adolescents and adults3 
• National Contraception and Fertility Planning Policy and Service Delivery Guidelines4 

This document covers maternal, some child and women’s health services and 
includes the following indicators:

Maternal and child health
• Antenatal 1st visit before 20 weeks rate
• Antenatal client on ART initiation rate
• Infant 1st PCR test around 6 weeks uptake rate
• Positive infant PCR test around 6 weeks rate
• Delivery in facility under 18 years rate
• Maternal mortality in facility ratio
• Caesarian section rate
• Stillbirth rate
• Inpatient early neonatal death rate
• Mother postnatal visit within 6 days rate

Women’s health
• Couple year protection rate
• Termination of pregnancy 
• Cervical screening rate

INTRODUCTION

   a MOMCONNECT. Available from: http://www.rmchsa.org/momconnect/ [accessed 25 August 2015].
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Antenatal 1st visit before 20 weeks rate
Duduzile Nsibande1, Ameena Goga1, 2  1 South African Medical Research Council 2 Department of Paediatrics, University of Pretoria

The World Health Organization (WHO) estimates that 800 women die every day from preventable causes of death related 
to pregnancy and childbirth.b  Whilst under five-, and infant mortality rates decreased by 27% and 26% respectively between 
2010 and 2013, and maternal mortality ratio decreased by 53% between 2008 and 2014/15, neonatal mortality rate only 
declined by 8% between 2010 and 2013.5  This highlights the importance of focusing our lens on maternal health and the 
perinatal period. 

Antenatal care (ANC) is an invaluable vehicle for delivering essential evidence-based interventions to promote the 
well-being and survival for both mothers and babies.6 To achieve maximal impact it is critical that pregnant women book the 
antenatal first visit before 20 weeks (ideally in the first trimester of pregnancy),7,1 and attend antenatal care adequately and 
continuously throughout pregnancy. Both the WHO and NDoH recommend a minimum of 4 goal-oriented antenatal visits, 
(referred to as the focused ANC package), for pregnant women with no underlying complications, and the WHO may revise 
this model to a minimum of eight contacts for antenatal care in the forthcoming weeks. Recent evidence indicates that 
increased frequency of antenatal contacts by women and adolescent girls with the health system is associated with a reduced 
likelihood of stillbirths.8 These visits have been proven to be adequate for providing all the necessary ANC interventions such 
as screening, gestational age assessment, management and treatment of identified risks including Antiretroviral therapy 
(ART) initiation for HIV-infected women, counselling and support.9,10 The first ANC visit helps to distinguish pregnant women 
who require standard focused care, from those requiring special attention, referral and more ANC visits. Evidence suggests 
an association between early ANC booking and being on ART at the time of delivery.3 The SA NDoH maternity care 
guidelines recommend that pregnant women should be issued with a maternity card once pregnancy has been confirmed.1,10

With almost a third (29.5% (95% CI [ 28.8 - 30.2%]) of pregnant women being HIV-infected in South Africa,11 early ANC 
booking before 20 weeks will ensure early initiation of ART, thus further reducing the risk of mother-to-child transmission of 
HIV to below 2.6% [95% CI 2.0-3.2%].12

The challenge is that the majority of women in South Africa delay seeking ANC.13,14 Multiple factors contribute to delays in 
booking the first antenatal visit: Client-related factors include cultural and superstitious beliefs,15  previous experiences during 
pregnancy,16 lack of information and knowledge about signs of pregnancy and the right gestational age at which to attend 
the first ANC visit, and transport costs.17 Health service related factors include concerns about privacy and confidentiality 
especially around HIV testing,18 inconvenient operating times and health worker attitudes.14

Evidence from a cross-sectional study in Johannesburg, South Africa found a three-month difference between median 
gestational age at first clinic presentation and median gestational age at actual booking. Pregnant women who present 
before 20 weeks were asked to return a month later to book for ANC.18

Antenatal 1st visit before 20 weeks rate measures the percentage of pregnant women who visit antenatal clinics for the first 
time before 20 weeks as a percentage of all pregnant women who visit an antenatal clinic for the first time (i.e. the 
denominator comprises those presenting for the first time before and those presenting after 20 weeks).

The target for ANC 1st visit before 20 weeks rate has been set at 80% by 2019/20.6 To achieve this, the SA NDoH is guided 
by four strategic documents aimed at reducing maternal morbidity and mortality: The National Consolidated PMTCT 
Guidelines (2015),3 Maternity Care guidelines (2015),9 South African National Strategic Plan for a Campaign on 
Accelerated Reduction of Maternal and Child Mortality in Africa (CARMMA) (2015),19 and Maternal, Newborn, Child and 
Women's Health and Nutrition (MNCWH&N) (2012-2016) Strategic Plan.6

Between the years 2005/06 and 2007/08 the national averages for this indicator remained stable around 31.5%. 
Nationally, gradual improvements of above three percentage points per year occurred between 2010/11 and 2012/13, 
with 2013/14 and 2015/16 having increases of 6.0 and 7.3 percentage points respectively.

MATERNAL AND CHILD HEALTH

b World Health Organisation  maternal mortality fact sheet http://www.who.int/mediacentre/factsheets/fs348/en/. [Accessed 5 April 2016].
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A cumulative increase of 26 percentage points occurred between 2009/10 and 2015/16. This equates to an increase of 
77% over the six years. In 2015/16, South Africa achieved the national target for this indicator for the first time in more than 
10 years, recording 61.2% (Figure 1 and Table 1). Thus, in summary, routine data from the District Health Information 
Software (DHIS) show that uptake of ANC 1st visit before 20 weeks in SA has been slowly, but consistently increasing from 
less than 50% between 2002/03 to 53.9% in 2014/15 and 61.2% in 2015/16.

Figure 1: Annual trends in Antenatal 1st visit before 20 weeks rate by province, 2005/06-2015/16

Table 1: Provincial and National Averages: ANC 1st visit before 20 weeks rate (2005/06-2015/16)

Source: DHIS
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ANC  First Booking < 20 weeks (2005/06 - 2015/16) %

2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16
Eastern 
Cape 28.1 27.5 27.3 27.6 28.9 31.7 33.6 39.6 43.3 48.8 59.7
Free 
State 36.0 36.7 38.4 39.8 43.7 45.2 47.1 53.5 56.8 58.6 62.9

Gauteng 25.4 25.4 25.8 24.3 25.2 30.6 34.6 37.8 43.7 48.4 54.9
KwaZulu
-Natal 28.4 30.9 32.3 33.5 34.6 36.9 41.0 46.4 56.2 57.3 64.8

Limpopo 33.4 35.8 34.2 40.0 42.9 41.6 41.3 42.0 45.8 50.7 60.7
Mpuma
-langa 31.0 29.5 28.1 32.3 33.0 36.0 37.5 42.2 49.0 56.6 65.9
Northern 
Cape 43.0 45.5 44.1 46.4 47.1 51.0 52.9 52.9 55.5 57.6 62.4
North 
West 32.4 31.8 33.2 36.4 37.2 39.6 42.3 44.1 50.6 54.3 60.7
Western 
Cape 38.6 38.3 38.0 42.6 46.4 52.7 56.2 58.2 61.0 65.8 67,7
South 
Africa 31.5 31.3 31.4 32.9 34.5 37.6 40.2 44.0 50.0 53.9 61.2

03



In 2015/16 the provincial rates ranged from the highest Western Cape (WC) (67.7%) to the lowest Gauteng (GP) (54.9%) 
in this indicator (Figure 2). A remarkable improvement was observed in the number of provinces achieving above the 
national target in 2015/16. All except Eastern Cape (EC) and Gauteng achieved above the national target, compared to 
only the Western Cape in 2014/15. Of the six provinces that achieved rates above the national average in 2014/15 (i.e. 
Free State (FS), KwaZulu-Natal (KZN), Mpumalanga (MP), Northern Cape (NC), North West (NW) and Western Cape); only 
North West fell short by 0.5% from achieving the national average of 61.2% in 2015/16.

Differences were observed in districts’ performance among different provinces. Two districts in the Western Cape, Overberg 
(78.7%) and Eden (76.9%), were the top two high performing districts. Three of the four low performing districts were in 
Gauteng while Alfred Nzo in the Eastern Cape (42.8%) had the lowest rate. Eden district (WC) has consistently been in the 
top two performing districts for the past four years while Alfred Nzo (EC) has been the lowest performing district in both 
2014/15 and 2015/16.

Figure 2 : Annual trends for ANC 1st visit before 20 weeks rate by province and district, 2006/07 – 2015/16

From 2011/12 onwards an increasing trend has been observed in the Antenatal 1st visit before 20 weeks rate in all socio- 
economic quintiles (SEQ). In 2015/16 all SEQs, (except SEQ5 which recorded 58.9%) exceeded the national target rates. 
Differences in coverage between districts in the same SEQ continue to exist for example Xhariep (FS) and Gert Sibande (MP) 
in SEQ3 (Figure 3).
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Figure 3: Annual trends by socio economic quintiles for Antenatal 1st visit before 20 weeks rate 2006/07 - 2015/16

P
er

ce
nt

ag
e

20

40

60

80

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

SEQ1

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

�

�

�

� �

�

�

�
�

�

SEQ2

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

SEQ3

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

�
�

�
�

�

�

�

�

�

�

SEQ4

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

�

�

�
�

�

�

� �

�

�

SEQ5

1 Alfredo Nzo
1 Amathole
1 Chris Hani
1 Harry Gwala
1 Joe Gqabi
1 OR Tambo
1 RS Mompati
1 Sekhukhune
1 uMkhanyakude
1 uMzinyathi
1 Zululand
2 Capricorn
2 iLembe

2 JT Gaetsewe
2 Mopani
2 NM Molema
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A number of bottlenecks have been identified by health care providers during provincial workshops as contributors to late 
antenatal first visits20,15 (Table 2).

Table 2: Bottlenecks to early ANC booking before 20 weeks

Key findings
Antenatal care services represent a key entry point for pregnant women to access HIV testing and therefore need to be 
strengthened so as to optimise maternal health and reduce mother-to-child transmission of HIV.

Although antenatal care is a free service in South Africa, data consistently shows that early antenatal booking (before 20 
weeks gestation) is still not normative in South Africa. However, slow, but significant and consistent improvements in early 
ANC uptake between 2002/03 and 2015/16 are demonstrated by DHIS data. By 2015/16 just under two-thirds (61%) 
of pregnant women accessed ANC care before 20 weeks gestation.

Variations in district performance and within socio-economic quintiles persist indicating that all districts have the potential 
to improve their performance.

Recommendations
If the barriers to early ANC booking relate to experiences that ANC services are limited to special days, that queues are 
long, that health facility staff prefer to wait until the pregnancy can be palpated, that clinics are inaccessible with poor 
quality care, and that staff seem to portray poor attitudes, then the following is recommended for consideration:

Even if clinics use one day per week for dedicated antenatal care, could antenatal care services be offered daily to  
   anyone who presents for care at any time?

Could some clinics consider opening till later once or twice per week or on a Saturday?
Could staff be orientated so that any antenatal booker is accepted regardless of gestation?
Could we engage in leadership and accountability training, and maternity care training for health care staff to 

   improve quality of care and patient experiences of staff attitude?
Special attention needs to be paid to adolescent pregnant women to encourage early booking and appropriate 

   care-seeking and care-giving.
Could we engage in social marketing or similar strategies, and dialogue with community-based or faith-based 

   organisations to widely encourage early ANC booking as a cultural norm?

Antenatal services limited to special days

Long queues and long waiting times

Clients sent home and told to return to be booked later

Poor staff attitudes

Inaccessibility of clinic

Poor quality of care

Staff shortages

Data quality issues

Lack of pregnancy test kits

Cultural beliefs

Lack of sexual and reproductive health knowledge

Perceived poor quality of care

Teenage pregnancy

Clinic- Related Client - Related

Factors

• 

• 

• 

• 

Factors contributing to low uptake of ANC first visit before 20 weeks.
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Ameena Goga1, 2, Witness Chirinda1, Yages Singh1

1 Health Systems Research Unit, South African Medical Research Council, 2 Department of Paediatrics, University of Pretoria

The 2013 National Antenatal Sero-prevalence Survey21 results show HIV prevalence among antenatal clients. This annual 
survey aims to assess HIV sero-prevalence amongst first-time ANC attendees in order to estimate prevalence in this sentinel 
group. This subset of the population is regarded as being the most appropriately representative of the sexually active group 
among the general population, and has been used over the last two decades to assess trends in HIV prevalence over time. 
The national average HIV prevalence for the 2013 Antenatal Survey was 29.7%. Overall, the HIV prevalence as reported in 
the Antenatal Survey has remained steady around 29% since 2006. To prevent mother to child transmission of HIV, it is 
crucial that all HIV positive pregnant women should receive ART.

The ‘Antenatal client initiated on ART rate’ indicator measures uptake of triple ART during pregnancy amongst women 
eligible for ART. The numerator is number of ANC clients initiated on ART and the denominator is total number of antenatal 
clients eligible for ART.

Due to changes in national policy to prevent mother to child transmission of HIV, eligibility criteria for ART initiation changed 
drastically between 2008, 2010 and 2013 (Text Box 1). This should reflect in significantly increased antenatal client ART 
initiation rates between 2008 and 2013.

Text Box 1: ART initiation criteria, South Africa, 2008-20153

AZT = Azidothymidine; d4T = Stavudine; 3TC = Lamivudine; NVP = nevirapine; EFV = Efavirenz; FTC = Emtracitabone;
Policy and Guidelines for the Implementation of the PMTCT programme [database on the Internet] 2008 [cited 1 October 2009].

Data for this indicator was only collected through the DHIS since 2010; thus no earlier measurements are available for trend 
analyses. It is important to note that this indicator does not measure uptake of antiretroviral prophylaxis (one or two drugs 
to mother or baby to prevent mother-to-child transmission of HIV). Furthermore, whilst the 2013/14-2014/15 data 
measures ART uptake amongst all pregnant HIV-positive women the data prior to the 2013 policy change use eligible 
pregnant HIV- positive women (as defined in Text Box 1) as the denominator.
The antenatal client ART initiation rate indicator provides a measure of antenatal access to antiretroviral therapy and could 
be used to track adherence to PMTCT ART recommendations.

Attaining a rate of 90% and more sustained antiretroviral treatment amongst HIV-positive people is a key goal in the 
UNAIDS 90-90-90 strategy22 and attaining 90% and more coverage of antiretroviral treatment for two years is one of three 
key process indicators in the validation criteria for eliminating mother-to-child transmission of HIV.23 Thus, this indicator is 
very important.

This section reviews DHIS data on antenatal client ART initiation rate, and critically analyses how close the country is to 
achieving the 90-90-90 targets and the Elimination of Mother to Child Transmission (EMTCT) of HIV validation criteria.

ANTENATAL CLIENT INITIATED ON ART RATE

Initiate ART if CD4 cell count ≤200 
or stage IV disease

Recommended drug regimens:
d4T + 3TC + NVP in the first 
trimester or replace NVP with EFV if 
mother presents after the first 
trimester

Initiate ART if WHO clinical stage 
III/IV or CD4 count ≤350/µl

Recommended drug regimen:
TDF + 3TC(or FTC) + NVP OR
AZT+ 3TC + NVP (if renal disease)

Initiate ART within 7 days for all 
pregnant and breastfeeding women, 
regardless of CD4 cell count or 
disease clinical stage

Recommended drug regimens:
TDF + FTC (or 3TC) + EFV using a 
fixed dose combination tablet. 
Replace EFV with NVP if significant 
psychiatric co-morbidity
NVP or AZT+ 3TC + NVP (if renal 
disease)

Feb 2008-March 20104 April 2010 to March 2013 April 2013 to date
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In 2011 the United Nations launched the Political Declaration on HIV and AIDS,24 committing to prioritising EMTCT and to 
substantially reducing AIDS-related maternal deaths by 2015. Concomitantly the launch of the ‘Global Plan towards the 
Elimination of New HIV Infections Among Children by 2015 and Keeping Their Mothers Alive’,23 specified targets to be 
attained for each of four PMTCT prongs (Figure 4).

Figure 4: 2011 Targets for eliminating mother-to-child transmission of HIV and keeping mothers alive

Footnote: the blue shaded boxes indicate where this indicator fits in. 
Figure 1 taken from IATT Global Monitoring Framework and Strategy for the Global Plan towards the elimination of new HIV infections among children by 2015 and 
keeping their mothers alive (EMTCT). Available from http://apps.who.int/iris/bitstream/10665/75341/1/9789241504270_eng.pdf

By 2014 the World Health Organization established validation criteria for the EMTCT HIV (Text Box 2).

Text Box 2: 2014 Criteria to assess elimination of mother-to-child transmission of HIV22

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

Overall Target

1.Reduce the number of new HIV infections 
amongst children by 90%

2.Reduce the number of HIV-associated deaths 
among women during pregnancy, childbirth 

and pueperium by 50%

 

 

Prong 1 target:

Reduce HIV 
incidence in 
women 15-49 by 
50%

Prong 2 target:

Reduce unmet 
need for family 
planning to zero 
(MDG)

Prong 4 target:

Provide 90% of 
pregnant HIV- 
positive women in 
need of 
antiretroviral 
therapy for their 
own health with 
lifelong 
antiretroviral 
therapy

Prong 3 target:

Reduce mother-to-child 
transmission of HIV to <5%

90% of HIV-positive mothers 
receive perinatal 
antiretroviral therapy or 
prophylaxis

90% of HIV-positive 
breastfeeding mother-infant 
pairs receive antiretroviral 
therapy or prophylaxis

Reduce under-five 
deaths due to HIV 
by >50%

Provide antiretroviral 
therapy to all HIV 
infected children]

Two impact and three process criteria were used to assess MTCT elimination.

The following process indicators must be achieved for at least 2 years:

• New paediatric HIV infections due to MTCT of HIV are ≤50 cases per 100 000 live births; and
• MTCT rate of HIV to less than 5% in breastfeeding populations or less than 2% in non-breastfeeding populations.
Impact indicators must be achieved for at least one year.

• ≥95% of pregnant women received at least one antenatal visit, regardless of their HIV status;
• ≥95% of pregnant women know their HIV status and
• ≥90% of HIV-positive pregnant women receive antiretroviral drugs.
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National targets for antenatal ART initiation rates, documented in the 2014/15 District Health Barometer20 was 93% for 
2014/15 decreasing to 88% for 2015/16.

National data from the South African PMTCT surveys, conducted amongst 9 000-10 000 mothers six weeks post-delivery in 
580 health facilities, demonstrate significant increases in ART initiation rates, between 2010 and 2013, amongst mothers 
who reported being HIV-positive (Figure 5). These large increases occurred as a result of revised PMTCT eligibility criteria 
(Text Box 1).

Figure 5: ART uptake amongst self-reported HIV positive women: Data from the South African PMTCT Evaluation (SAPMTCTE), 

2010-2013

This section reviews antenatal client ART initiation rates amongst women eligible for ART (as defined by national criteria – 
see Text Box 1), as documented by the routine DHIS data.

In 2014/15 and 2015/16, the national antenatal client ART initiation rate was measured as 91.2% and 93.0%, respectively 
(Table 3).

Data from 2014/15 demonstrate that provincial antenatal client ART initiation rates ranges from 82.8% in the Western Cape 
Province to 95.2% in KwaZulu-Natal. Data from 2015/16 demonstrate that provincial ART initiation rates range from 77.5% 
in Western Cape to 97.5% in KZN.

Table 3: Comparison between antenatal client ART initiation rates in 2014/15 and 2015/16
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2010 SAPMTCTE 2011-2 SAPMTCTE 2012-3 SAPMTCTE

Province 2014/15 2015/16

EC 91.9 93.9
FS 88.7 86.8
GP 87.4 92.4
KZN 95.2 97.6
LP 92.9 92.8
MP 92.9 95.9
NC 89.8 92.2
NW 90.2 86.9
WC 82.8 77.5
RSA 91.2 93.0

Source: DHIS
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Source: DHIS

Annual comparisons (Figure 6), illustrates that the provincial antenatal client ART initiation rate ranged from 49.6% (Free 
State) to 98.5% (Northern Cape) in 2010/11, increasing to between 82.8% (Western Cape) and 95.2% (KwaZulu-Natal) in 
2014/15 and to between 77.5% (Western Cape) and 97.6% (KwaZulu-Natal) in 2015/16. These data describe the 
proportion of antenatal clients eligible for ART who were initiated on ART and thus describe adherence to the national 
PMTCT policy. Figure 6, in contrast, presents data on overall uptake of ART by all HIV positive postpartum women knowing 
their HIV status.

The estimates from Western Cape need further interrogation and understanding as the low proportion may show the effect 
of different interpretations of the numerator (ART only initiated during pregnancy) or denominator.

Figure 6: Annual provincial antenatal client initiation on ART rate, 2010/11- 2015/16

The gradual increase in provincial antenatal client ART initiation rate between 2010/11 and 2014/15 is also demonstrated 
by the Box and Whisker plots which illustrate increased ART initiation rates with less intra- and inter-provincial variation 
between 2010/11 and 2014/15 (Figure 7): as years progressed the median uptake increased and the range of variability 
(inter-quartile – Q1-Q3 - and maximum and minimum) decreased.
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Source: DHIS

Figure 7: Provincial Box and Whisker plot of antenatal client initiation on ART rate, 2010/11- 2014/15

At district level, during 2014/15, 29 (55.8%) of the 52 districts had rates below the 2014/15 target (93%) for antenatal 
client initiated on ART rate whilst 19 (36.5%) had rates below the corresponding global EMTCT process indicator (which 
recommends 90% and more access to ART for pregnant and lactating women for 2 years) (Table 4).

In 2015/16 27 (51.9%) districts had antenatal client initiated on ART rate less than the national average (93%) and 13 
(25%) districts had ART initiation rates less than 90%, which is one of the global EMTCT process indicator targets.

Plots of district-level antenatal client initiated on ART rates illustrate more than 100% uptake in Chris Hani, Buffalo City and 
Joe Qqabi district in the Eastern Cape, all districts in KwaZulu-Natal and in Pixley Ka Seme district in the Northern Cape in 
2010/11, due to issues with the denominator.

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 11



Table 4 also illustrates districts with a antenatal client initiated on ART rate above the national target of 93% or that the 
district has achieved more than 10% increase in antenatal client ART initiation between 2010/11and 2015/16. The rows 
highlighted in orange illustrate reduced access to antenatal client ART initiation between 2010/11and 2015/16. The red 
font highlights districts that have not yet achieved the 90% EMTCT target.

Table 4: Antenatal client initiated on ART rate by district, 2010/11-2015/16 (%)

  2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 

Eastern Cape 
 

Alfred Nzo 69.6 68.3 87.4 73.9 87.0 92.5 
Amathole 81.3 74.1 61.9 89.4 95.9 97.7 
Buffalo City 107.0 72.2 69.3 79.6 98.2 99.7 
Chris Hani 124.8 90.5 92.6 80.0 92.6 91.8 
Joe Gqabi 97.6 66.7 77.6 88.3 96.0 96.5 
Nelson Mandela Bay 63.3 76.9 94.6 93.9 96.4 96.1 
OR Tambo 75.2 58.8 86.2 69.2 86.6 90.6 
Sarah Baartman 43.2 69.9 74.5 76.1 90.1 90.6 

Eastern Cape Total   82.1 70.4 80.5 79.0 91.7 93.9 

Free State 
 

Fezile Dabi 44.0 58.4 65.0 73.3 87.9 76.4 
Lejweleputswa 50.6 73.5 81.0 83.6 89.2 91.7 
Mangaung 58.8 72.4 99.6 79.9 87.3 91.7 
Xhariep 74.1 88.0 85.6 85.9 93.9 91.7 
Thabo Mofutsanyana 41.1 63.2 79.4 82.7 89.3 90.4 

Free State Total   49.6 68.4 82.1 80.8 88.7 86.9 

Gauteng 

Ekurhuleni 81.0 82.7 87.3 69.1 85.4 86.2 
Johannesburg 48.3 77.7 73.3 65.6 86.9 92.1 
Sedibeng 54.8 81.5 92.6 65.2 90.0 97.7 
Tshwane 62.5 79.5 95.7 45.2 86.2 96.6 
West Rand 56.7 83.4 81.5 68.9 98.3 103.9 

Gauteng Total   60.1 80.5 83.0 63.1 87.4 92.4 

KwaZulu-Natal 
 

Amajuba 137.0 89.6 81.8 92.4 94.2 92.6 
eThekwini 154.7 96.0 89.6 72.9 92.1 97.4 
iLembe 148.6 78.2 78.2 96.2 100.3 100 
Ugu 206.5 105.3 74.6 91.3 98.0 98.3 
uMgungundlovu 207.2 96.9 80.1 102.9 98.7 97.2 
uMkhanyakude 129.7 84.4 83.7 73.1 90.0 98.8 
uMzinyathi 213.5 103.0 83.5 93.5 98.3 95.5 
uThukela 168.5 100.9 71.0 98.9 95.9 98.6 
uThungulu 126.3 73.9 80.3 94.0 96.5 99.3 
Zululand 156.3 96.9 84.9 85.6 98.1 99.3 
Harry Gwala 154.6 104.2 74.8 96.3 97.6 93.4 

KwaZulu-Natal Total   160.0 93.6 83.2 85.4 95.2 97.6 

Limpopo

 
 

Capricorn 87.2 81.8 79.0 77.0 92.3 95.7 
Mopani 74.0 76.1 54.0 80.0 92.7 94.1 
Vhembe 50.2 85.6 68.9 82.0 96.7 90.8 
Waterberg 58.1 64.0 70.5 74.9 88.5 91.4 
Sekhukhune 109.8 57.7 75.7 78.7 93.8 91.3 

Limpopo  Total   76.6 73.1 69.4 78.6 92.9 92.8 

Mpumalanga 
 

Ehlanzeni 63.2 80.1 85.6 67.9 95.4 98.3 
Gert Sibande 43.3 55.9 73.6 75.1 85.9 89.6 
Nkangala 37.6 52.0 80.5 86.5 95.6 98 

Mpumalanga Total   54.6 66.5 81.1 74.2 92.9 95.9 

Northern Cape 
 

Frances Baard 47.6 56.7 84.8 76.2 88.5 91.5 
JT Gaetsewe 41.1 50.6 84.3 86.0 87.7 95.2 
Namakwa 51.2 45.5 73.2 80.0 94.4 96.6 
Pixley Ka Seme 100.0 69.0 72.2 66.2 90.5 88.3 
ZF Mgcawu 49.7 54.3 87.3 89.1 95.5 90.9 

Northern Cape Total   51.0 55.3 83.1 80.3 89.8 92.2 

North West 

Bojanala 68.2 66.9 62.8 79.7 86.1 88.0 
Dr K Kaunda 73.5 86.2 89.3 85.7 93.2 95.0 
NM Molema 71.6 76.9 84.5 75.1 97.0 74.8 
RS Mompati 49.8 61.2 83.5 74.2 92.2 74.8 

North West Total   68.1 72.8 74.7 79.2 90.2 86.9 

Western Cape 
 

Cape Town 100.2 97.3 94.7 65.3 84.1 79.3 
Cape Winelands 95.4 99.8 98.7 85.9 80.1 69.8 
Central Karoo 100.0 100.0 100.0 79.7 64.2 46.3 
Eden 87.4 89.7 86.3 83.1 74.7 65.6 
Overberg 100.0 95.7 97.8 61.8 90.2 84.4 
West Coast 100.8 100.0 86.3 69.8 78.7 88.4 

Western Cap Total   98.5 97.0 94.2 68.5 82.8 77.5 
RSA Total 86.7 80.4 81.6 76.3 91.2 93 

     2015/16 proportion>93% 
(national average) OR >10% increase 
between 2011-2015/16. 

     indicator decreased between
2011-2016. 

     2015/16 proportion
<90% (EMTCT target). 

Source: DHIS
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Source: DHIS

Of interest is that nationally, by 2014/15 and 2015/16 there appeared to be less differential uptake of antenatal client 
initiated on ART rates by socio-economic quintile in 2014/15 compared with 2010/11 (Figure 8), with uptake ranging from 
88% in SEQ1 to more than 94% in SEQ4 (second most deprived quintile). No confidence intervals are provided, but 2015/16 
uptake amongst quintiles is quite close. This means equity is being achieved.

Figure 8: Trends in average district values by SEQ for antenatal client initiated on ART rate, 2011/12 –2015/16

Key findings

It should be noted that this indicator measures the proportion of eligible antenatal clients initiated on ART and thus the 
denominator differs based on eligibility criteria. Earlier figures from 2010/11 – 2012/13 measures ART coverage amongst 
HIV positive pregnant women eligible for ART, whilst figures from 2013/14 onwards measures ART coverage amongst all 
HIV positive pregnant women. It is for this reason that the proportions represented by the DHIS data do not increase 
drastically according to PMTCT policy changes between 2010/11 and 2015/16, and do not mirror the increases seen in 
the SAPMTCT Evaluation data.

Furthermore, there may be different interpretations of the numerator with some provinces including only women initiated 
during pregnancy, whilst others including all pregnant women on ART. This might also explain the lower coverage of 
antiretroviral treatment initiation in the Western Cape where the numerator might only represent pregnant women initiated 
on ART during pregnancy.

There is an overarching trend towards increasing antenatal client ART initiation rates, which increased from 80.4% in 
2011/12 to 91.2% in 2014/15 and to 93.0% in 2015/16.

Despite this trend the spatial distribution of this indicators and the district-level tabulation demonstrates key areas that have 
sub-optimal antenatal ART client initiation. Some of these may be due to denominator problems or differences in definition 
(e.g. Western Cape), and this needs to be interrogated.

The gradual increase in provincial antenatal client ART initiation is accompanied by less intra- and inter-provincial 
variation between 2010/11 and 2015/16, illustration less inequity.

In 2014/15, 29 (55.8%) of the 52 districts had rates below the 2014/15 target of 93% for antenatal client initiated on ART 
rate whilst 19 (36.5%) had rates below the corresponding global EMTCT process indicator of 90%. In 2015/16, 27 
(51.9%) districts had ART initiation rate less than the national average (93%), 13 (25%) districts had ART initiation rates less 
than 90%, which is one of the global EMTCT process indicator targets, and eight had rates below the national target of 
88%. The change in national target between 2014/15 and 2015/16 should be noted (93% in 2014/15 and 88% for 
2015/16).

• 

• 

• 

• 

• 

• 

F Y  2007 F Y  2008 F Y  2009 F Y  2010 F Y  2011 F Y  2012 F Y  2013 F Y  2014 F Y  2015 F Y  2016
F inancial year

ANC  initiate
AR T  rate

60

70

80

90

100

110

In
di

ca
to

r 
va

lu
e

110.2

83.7

94.1
94.4

107.3

62.4

75.8

94.6

91.5

S E Q
S E Q 1 (most deprived)

S E Q 2 (deprived)

S E Q 3

S E Q 4 (well off)

S E Q 5 (least deprived)

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 13



A systematic review of 34 qualitative or quantitative studies, drawn from the published or gray literature in high, middle or 
low income countries, demonstrated that factors that hinder or facilitate ART initiation can be identified at individual, 
interpersonal, community and structural levels (Table 5). These factors include low age, poor knowledge of PMTCT, HIV 
denial, feeling too healthy, lack of partner support, anticipated stigma, negative health worker attitudes and facility-based 
delays.

This review and the table below provides a road map that policy makers and health care providers can use when 
developing interventions to increase antenatal client ART initiation rates.

Table 5: Factors associated with enabling or hindering ART initiation

Recommendations:

Districts and provinces need to interrogate and understand how this indicator is interpreted and what is used as the 
numerator and denominator.

Districts and provinces need to identify the individual, inter-personal, community or structural factors that hinder ART 
initiation, operate at individual level and within each health facility,

Interventions to obviate factors that can be addressed easily by health promotion, support and education should be 
intensified without delay e.g. poor knowledge of PMTCT, feeling too healthy, reluctance to start ART. These factors should 
be sought and interventions implemented during every individual consultation with pregnant women, and during every 
supportive facility visit by the District Clinical Specialist Team.

Youth friendly services that promote sexual and reproductive health amongst adolescents should be supported to prevent 
HIV infection or eliminate any delay with HIV diagnosis and treatment initiation amongst younger women.

Data on antenatal ART initiation can only be interpreted properly alongside data on antenatal ART adherence and 
retention in care. These data are not yet available nationally and should be collected at facility, district provincial and 
national levels.

• 

• 

Level Hinders ART initiation Facilitates ART initiation

Lower age
Poor knowledge of PMTCT
Denial of HIV
Fear of job loss
Reluctance to start lifelong treatment
Feeling too healthy

Individual level Knowledge of PMTCT and referral processes
Desire to protect the child
Higher education level

Permission needed from partner
Non-disclosure to partner
Partner / family not involved in care

Inter-personal level Partner involved in care

Actual or anticipated stigmaCommunity-level Partner involved in care

Poor ANC attendance
Negative health worker attitudes
Long queues at the health facility
Transportation problems

Structural level Participation in support group
Treatment support / counselling
Encouragement from a traditional birth 
attendant

Adapted from Hodgson et.al. 2014

• 

• 

• 

• 

• 
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Source: DHIS

Ute Feucht1, 2 Linda Mureithi3, 1Paediatrician, Tshwane District Clinical Specialist Team 2Adjunct Professor, Department of Paediatrics and Child Health, University of Pretoria 

3Health Systems Trust

This section will covers two indicators, namely Infant 1st PCR test around 6 weeks uptake rate and Positive infant PCR test 
around 6 weeks rate.

Infant 1st PCR test around 6 weeks uptake rate

This indicator measures the percentage of HIV-exposed infants who receive an early HIV test (around 6 weeks of age). It is 
calculated by dividing the number of polymerase chain reaction (PCR) tests performed in infants around 6 weeks (numerator) 
by live births to HIV-positive women (denominator). It can be used as a proxy for early infant diagnosis (EID) coverage. 
Different data sources can be used to calculate EID coverage. The EID coverage presented here first is calculated using the 
DHIS data. In previous years the District Health Barometer (DHB) reported on data generated by the National Health 
Laboratory Service (NHLS) data; however, discrepancies between NHLS and DHIS values on this indicator have reduced over 
time.

The reporting period for this indicator is limited to 2007/08 to 2014/15. The reason for that is due to the implementation 
of new birth PCR testing policy3 in June 2015 that resulted in the non-collection of data by some provinces. The national 
average for 2014/15 was reported as 100.6% (Table 6). Provincial rates ranged from 90.8% in the Northern Cape to 
107.9% in KwaZulu-Natal.

Table 6: Infant 1st PCR test around 6 weeks uptake rate, 2007/08 - 2015/16 (%)

Besides possible suboptimal data recording at facilities, babies born outside of health facilities (home births and 
born-before-arrivals (BBAs)) are not accounted for in the number of live births to HIV-infected women in the DHIS. The 
reported in-facility delivery rate for the country in 2014/15 was 85.9% (ranging from 74.8% in the North-West Province to 
96.8% in the Gauteng)c. This implies potentially significant effects on the denominator (live births to HIV-positive women) 
that is used for calculation of the 6 weeks-PCR uptake rate, with variations across provinces. Additionally it is important to 
remember that the DHIS data accounts for births in the public sector, and that migration between public and private sector 
healthcare is not well defined, potentially leading to changes in both the numerator and the denominator. Depending on 
the district, these factors may have varying impacts on the calculation of the PCR uptake rate.

Districts ranged widely in terms of the 6-week PCR uptake rate: From 26.3% in Buffalo City (EC) to 228.1% in Xhariep (FS), 
see Figure 9. All the provinces, except Free State with Xhariep as outlier, have annual trends with limited inter-district 
variation. Seventeen districts showed an increase compared with 2013/14, with Namakwa (NC) having a percentage point 
increase of 17.1 (from 67.1% in 2013/14 to 84.1% in 2014/15). Xhariep district in particular has persistently reported rates 
over 200% since 2010/11. This is because all complicated deliveries were referred to other districts and no Caesarean 
sections were performed in the district in 2014/15. However, the infants were then tested for HIV in the district. This 
exemplifies the migration of patients between districts and provinces to access health care, and is not limited to the Xhariep 
district.

EARLY DIAGNOSIS OF HIV INFECTION IN HIV-EXPOSED INFANTS

 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 

Eastern Cape  64.3 84.0 75.6 69.5 81.4 84.2 91.7 95.2 
Free State  5.1 29.4 92.5 97.6 103.4 101.2 103.0 91.3 
Gauteng  73.1 78.5 87.2 95.6 93.6 97.3 97.8 98.6 
KwaZulu - Natal 33.8 88.2 105.9 91.7 107.6 114.6 113.1 107.9 
Limpopo    0.9 44.5 74.5 84.4 91.5 94.9 93.9 
Mpumalanga  0.6 40.8 67.1 64.0 88.9 102.2 106.1 106.0 
Northern Cape    19.4 79.1 80.2 95.8 94.0 87.1 90.8 
North West  69.2 79.2 80.4 97.0 103.4 103.0 109.4 100.1 

88.0 93.1 95.8 93.9 37.0 55.0 94.7 96.5 
RSA

Western Cape

 43.4 70.4 85.7 86.0 92.8 98.7 102.5 100.6 
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Almost half of all districts (24 out of 52) reported coverage rates over 100%. This suggests data errors due to either 
underestimation of HIV-exposed infants, over-reporting of PCR testing or patient migration.

Figure 9: Annual trends: Infant 1st PCR test around 6 weeks uptake rate (%)

c 2014/15 District Health Barometer data file
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Reasons reported for poor uptake of the 6-week PCR test refer to data-quality, human-resource, technical and cultural 
issues. Data-quality issues include that in some districts a high proportion of births are referrals from other districts. This may 
result in an underestimation of the denominator (live births to HIV-positive women) in one district relative to another. 
However, some districts report that delivering mothers may also remain in the district, meaning that PCR testing is then also 
done in the referral district. Human-resource issues refer to high staff turnover, which leads to inadequately trained 
replacement staff. Technical issues refer to poor technique on the part of healthcare workers when performing PCR tests, 
resulting in rejection of samples by the laboratory and the need for repeat testing. Unreliable courier services have also been 
cited as a system barrier. Cultural issues may refer to mothers only bringing their babies for their first visit after six weeks. 
Inability to obtain parental/caregiver consent is an additional reported barrier to early childhood HIV testing, while other 
barriers relate to infants cared for by the grandparents or other family members, who are not aware of the need for PCR 
testing.

Laboratory data, available from the corporate data warehouse of the NHLS, can additionally be used to analyse PCR-testing 
coverage in infants (Figure 10). The number of PCR-tests done before the age of 2 months is then used as an estimate of 
programmatic 6-week testing. The disadvantage is that deduplication of data is not possible due to lack of unique patient 
identifier, therefore children with multiple PCR tests will be counted repeatedly. This is specifically true for positive PCR tests, 
with repeat confirmatory PCR test being the standard of care since December 2014. In practice, PCR tests are often repeated 
on HIV-infected children presenting for care with symptomatic disease due to unavailability of previous PCR results.

Figure 10: Early diagnosis of HIV-infection in infants at 6 weeks of age by province for the month of December 2014, in comparison 

to the month of December 2013 (LY) (data source: NHLS)
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Due to the possible uncertainty regarding the documentation of live births to HIV-infected women in the DHIS, the 
denominator to calculate the 6-week PCR coverage can also be obtained by using the recorded live births from DHIS and 
multiplying this by the HIV prevalence as recorded in the national antenatal HIV prevalence survey. Caution should however 
be used when calculations are done using the average provincial HIV prevalence, as this impacts the calculation of the 
target population and therefore the PCR uptake rate. The variation in HIV-prevalence, as shown in the national antenatal 
survey, is large – from 1.5% in Namakwa (NC) to 40.7% in uMgungundlovu (KZN), with the national average of 29.5% 
(Figure 11).

Figure 11: HIV-prevalence in women at antenatal care by district, South Africa, 2012 (Source NDoH, 2013)

Source: DHIS
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In Figure 12 the red markers indicate the target population (HIV-exposed infants) in the Gauteng Province, using the average 
provincial antenatal HIV prevalence. Tshwane District however has the lowest HIV prevalence in the province (provincial 
average= 29.9%, Tshwane= 25.5%, variation between GP districts= 10.1%). The use of the provincial average leads to 
an overestimation in the target population of 130-150 children, and thus falsely-low testing coverage rates.

Figure 12: Early diagnosis of HIV-infection in infants at 6 weeks of age for the Gauteng Province for the month of December 2014, in 

comparison to the month of December 2013 (LY)

Source: DHIS
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The use of birth registration data from the Department of Home Affairs to estimate the number of HIV-exposed infants has 
also previously been explored. The birth registration data however includes births in the private sector as well as births 
outside of health facilities, with potentially varying effects on the accuracy of estimations of public sector births and probable 
differences between rural and urban districts.

Moving forward

The revised algorithm for HIV testing in infants recommends that PCR testing should be conducted at birth in all HIV-exposed 
neonates in order to identify intra-uterine infections, as this will allow for early initiation of ART and reduction in early infant 
mortality. A second PCR test is then done at 10 weeks (except in infants already diagnosed as HIV-infected) in order to 
identify intra-partum infections. These new guidelines were implemented countrywide in June 2015,3 except for 
KwaZulu-Natal (earlier implementation) and WC (later implementation). This will impact on future estimation of EID 
coverage and vertical HIV transmission (intra-uterine, intra-partum and postpartum). It is hoped that implementing PCR 
testing at birth will circumvent some of the health system barriers to accessing the first PCR test. However, some of the 
aforementioned technical, administrative and data-quality issues may persist if not addressed, and the need for tracing of 
infants through the health system will require great attention if the birth testing protocol is to be successful. The majority of 
infants do not return for follow-up at the birthing site, but rather at primary health care facilities, as in many instances it is 
not possible for the birthing sites to give return dates to approximately one-third of mother-infant pairs solely for the purpose 
of results checking.

Achieving good coverage of birth PCR testing relies on the maternal HIV-positive status being known at the time of delivery, 
which in turns depends on antenatal testing coverage as well as meticulous recordkeeping of the maternal HIV-status on the 
antenatal records. The current PMTCT protocol includes a routine HIV-test at delivery for all women not known to be 
HIV-infected, which adds to the workload at delivery sites but leads to potentially improved coverage of PMTCT interventions 
and infant testing. The birth PCR test entails a new location for PCR testing (midwife obstetric units and hospital labour 
wards), necessitating training of staff members previously not involved in the EID programme. Babies who are not born 
within health facilities are at risk of missing the early PCR testing, therefore safety nets need to be in place to ensure testing 
at first contact for infants who are born-before-arrival as well as home births.

Moving forward, the risk of PCR data inaccuracies in the DHIS are high due to the changeover in the early infant diagnosis 
protocol. The recording tools within the public health system were not changed over simultaneously, as the national indicator 
list had already been finalized when the decision was taken to adapt the infant testing protocol. The NHLS statistics will be 
very helpful to verify DHIS birth PCR data during the implementation and stabilization phases of the new testing algorithm. 
The NHLS indicates birth PCR tests as tests that were done within the first 7 days of life, which necessitate the accurate 
capturing of demographic data on laboratory forms, including the infant’s date of birth.

Due to change-over of testing algorithm it will in future be more difficult to compare data trends recorded since PMTCT 
programme inception in 2002. The target population of HIV-exposed infants requiring testing will however not change, 
therefore the absolute numbers should remain similar (for comparisons in trends). However, infants now require additional 
PCR tests, as the 6-week PCR test now having been replaced by two tests (birth and 10 weeks), with high risk infants receiving 
a third test after cessation of nevirapine prophylaxis (at 18 weeks). For DHIS data this means that birth and 10 week tests 
need to be captured accurately, with currently no data element available to record the 18 week test in high risk infants. Due 
to the unavailability of a unique patient identifier it is currently not possible to use the NHLS data to identify which infants 
had missed their 10 week tests or other cohort monitoring activities.
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This indicator measures the percentage of early infant PCR tests recorded as having a positive result. It is used as a proxy for 
early vertical (intra-uterine and intra-partum) transmission for those infants who access an early PCR test. The indicator can 
be calculated using either DHIS or NHLS data; however, the data reported here are primarily sourced from the DHIS. It is 
worthwhile to remember that the DHIS is designed for monitoring and evaluation, and not as a case-management tool. The 
data is prone to underreporting on this indicator, as the HIV-infected infant needs to return to a health facility in order for the 
PCR-positive result to be recorded on the facility statistics. Due to the drop on HIV-transmission rate, with resultant lower 
absolute numbers of HIV-infected children, any underreporting will increasingly affect the DHIS data in terms 
HIV-transmission rate.

A for the Infant 1st PCR test around 6 weeks uptake rate, the reporting period for this indicator is limited to the period 
2007/08 – 2014/15. In 2014/15, the national positive infant PCR test around 6 weeks rate was 1.5%. The provincial rate 
varied from 1.3% in Free State, Gauteng and KwaZulu-Natal to 2.1% in the Northern Cape (Table 7). Only Limpopo (LP) 
and Northern Cape had not achieved the national target of 1.8% in 2014/15.

Table 7: Positive infant PCR test around 6 weeks rate, 2007/08 - 2014/15 (%)

At district level, the infant 6 week PCR test positivity rate ranged from 0.8% reported in uMgungundlovu (KZN) to 4.1% in 
Namakwa (NC) (Figure 13). Almost two-thirds of all districts (33 out of 52) had rates below the target rate of 1.8% in 
2014/15. Of these, only one province, Free State, had all districts that achieved this target. The PCR positivity rate per 
district, however, needs to be interpreted within the context of the local PCR testing coverage.

POSITIVE INFANT PCR TEST AROUND 6 WEEKS RATE

  2007/08  2008/09  2009/10  2010/11  2011/12  2012/13  2013/14  2014/15  
Eastern Cape  13.1 9.8 9.7 6.7 3.9 3.0 2.0 1.7 
Free State  33.1 11.4 7.3 6.2 3.0 2.3 2.8 1.3 
Gauteng  13.3 10.3 9.8 6.4 4.1 2.4 2.0 1.3 
KwaZulu -Natal 6.7 5.9 10.1 6.8 4.0 2.2 1.6 1.3 
Limpopo      27.9 21.1 4.2 2.4 2.6 2.0 
Mpumalanga  25.9 17.4 17.0 7.9 4.6 3.0 2.1 1.7 
Northern Cape    12.8 9.3 6.6 5.3 2.7 2.5 2.1 
North West  14.9 16.6 13.3 6.1 3.9 2.8 2.3 1.8 
Western Cape  4.8 4.1 3.3 2.7 2.1 1.7 1.9 1.4 
RSA  10.4 9.0 10.9 7.6 4.0 2.5 2.0 1.5 

Source: DHIS
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Source: DHIS

Nine districts had rate increases varying between 0.1 percentage points to 1.2. In Central Karoo (WC) the rate increased 
from 2.1% in 2013/14 to 3.4% in 2014/15, probably due to the small absolute numbers. When assessing trends over the 
last seven years the MTCT rate decreased progressively, indicating a sustained improvement in the PMTCT programme and 
progress towards elimination of MTCT.

It is hoped that with the implementation of the new infant testing guidelines, intra-uterine transmission will be identified 
through birth PCR testing, with the subsequent 10-week PCR test used to identify intrapartum and early postnatal 
transmission. For estimation of the in-utero transmission the NHLS data has the potential to be a very reliable data source 
in future, as repeat testing within the first 7 days of life will be minimal. It will, however, rely on good coverage being reached 
in terms of the testing of all HIV-exposed infants at or just after birth.

Tracing of HIV-infected children has previously been described as suboptimal within health services. PCR tests are often 
repeated due to suboptimal linkages to care, which then subsequently influences NHLS PCR positive statistics. NHLS data 
on PCR testing done after the first week of life will therefore be unreliable until the issue of unique identifiers of patients within 
the health system is adequately addressed. The limitations to the recording of the positive PCR tests in the DHIS data have 
already been discussed. Despite the very extensive EID programme South Africa will still struggle to accurately estimate the 
HIV-transmission rates to children, except if cohort-monitoring is introduced as a standard of care.

Figure 13: Annual trends for infant 6 week PCR test positivity rate, 2007/08 – 2014/15 (%)

 2016 22

P
er

ce
nt

ag
e

0

100

200

300

EC FS

�
� � � � � � �

GP

0

100

200

300

KZN

�
�

� � � �

LP MP

0

100

200

300

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

NC

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

NW

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

� � � � � � � �

WC

EC Alfredo Nzo
EC Amathole
EC Buffalo City
EC Chris Hani
EC Joe Gqabi
EC Nelson Mandela Bay
EC OR Tambo
EC Sarah Baartman
FS Fezile Dabi
FS Lejweleputswa
FS Mangaung
FS Thabo Mofutsanyana
FS Xhariep

GP Ekurhuleni
GP Johannesburg
GP Sedibeng
GP Tshwane
GP West Rand
KZN Amajuba
KZN eThekwini
KZN Harry Gwala
KZN iLembe
KZN Ugu
KZN uMgungundlovu
KZN uMkhanyakude
KZN uMzinyathi

KZN uThukela
KZN uThungulu
KZN Zululand
LP Capricorn
LP Mopani
LP Sekhukhune
LP Vhembe
LP Waterberg
MP Ehlanzeni
MP Gert Sibande
MP Nkangala
NC Frances Baard
NC JT Gaetsewe

NC Namakwa
NC Pixley Ka Seme
NC ZF Mgcawu
NW Bojanala
NW Dr K Kaunda
NW NM Molema
NW RS Mompati
WC Cape Town
WC Cape Winelands
WC Central Karoo
WC Eden
WC Overberg
WC West Coast

�

�

�



Farhana Goga1, 2, Ameena Goga2, 3  1 Independent Consultant: Population Health and Wellness 2 Health Systems Research Unit, South African Medical Research Council 3 

Department of Paediatrics, University of Pretoria

The ‘delivery rate in facility under 18 years’ indicator measures the proportion of all facility-based deliveries that occur in 
girls younger than 18 years of age. The numerator is the number of facility-based deliveries in girls under 18 years, while 
the denominator is all deliveries recorded in health facilities.

This indicator is important as it is used as a proxy to track success in the prevention of teenage pregnancies. This would 
include the availability, effectiveness, quality of care, and accessibility of both family planning and termination services 
(sexual health and reproductive services including support) for young girls. This facilitates tracking of progress towards 
Millennium Development Goal 5b,20 and towards achieving Sustainable Development Goals 3.1-3.3, 3.7 and 3.8.d

Teenage pregnancy and termination

Youth are a specific subset of the population. The South African Demographic and Health Survey (SADHS) findings from 
1998e to 2003f indicate that most young girls become sexually active by the age of 18 years, and that one in three women 
will be pregnant by the age of 18 years. Most women start using a contraception method at the age of 20 and half of all 
women who give birth will have their first child before their 21st birthday.25

Teenage pregnancy, is often not by choice, and has definite long-term socio/psychological and economic consequences for 
mother, child and sometimes the extended family. The integration of sexual and reproductive health services into the School 
Health programme26 has been mandated since 2012. The indicator ‘delivery rate in facility under 18 years’ is potentially 
also a way to track the effectiveness and reach of the programme, as well as to explore the level and type of service available 
to youth around sexual and reproductive health.

Documents reporting the prevalence of teenage pregnancy in South Africa vary in their estimates:

Trends documented by the United Nations suggest that in South Africa between 10 – 19% of teenagers are likely to fall 
pregnant before 18 years of age.27

A review of teenage pregnancy in South Africa28 reported 30% of teenagers (15 – 19 years old) report having been pregnant 
at some point in their youth.

The 2014 Statistics South Africa (Stats SA)g data indicates that approximately 4.3% of teenagers between 14 – 18 years 
report being pregnant the year before the census (and 5.6% of 14 – 19 years olds).

The 2010 - 2012/2013 nationally representative South African PMTCT Evaluations ‘SAPMTCTE’ conducted by the South 
African Medical Research Council (SAMRC)29 investigating health facility visits by mothers with their 6 week old babies to 
document mother-to-child transmission of HIV, report that in 2011, 16.84% of visits were made by mothers under 19 years 
of age and in 2012/13 this reduced to 14.6%. These data could serve as a proxy for the proportion of pregnancies in 
adolescents under the age of 19. Thus, it is potentially this figure that may be a direct comparison for the information 
gathered for the DHIS.

While the South African data above may be looking at teenage pregnancy through varying lenses, or perhaps different 
sections/socio-economic groups of the population, using different denominators (teenagers under18 years; teenagers 
under 19 years; total deliveries) the information is useful in creating a context and overview of our knowledge of teenage 
pregnancy, and bringing to our awareness that there is still much to be done in the prevention of teenage pregnancies, while 
acknowledging that a significant proportion of girls under the age of 18 are likely to be sexually active and are needing 
support and guidance as they do.

DELIVERY IN FACILITY FOR UNDER 18 YEARS

d Universal Sustainable Development Goals. Available from https://sustainabledevelopment.un.org/content/documents/1684SF_-_SDG_Universality_Report_-_May_2015.pdf. [Accessed 4 April 2016].
e South African Demographic and Health Survey. Cape Town: Medical Research Council, 1998. Available from: www.mrc.ac.za/bod/dhsfin1.pdf) [Accessed 29 July 2016].
f South African Demographic and Health Survey. Cape Town: Medical Research Council, 2003. Available from: http://www.mrc.ac.za/bod/sadhs.htm_[Accessed 29 July 2016].
g Stats SA: General Household: 2014. Available from http://www.statssa.gov.za/publications/P0318/P03182014.pdf. Accessed 5 April 2016.
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Globally teenage pregnancies are on a downward trend. The government of the United Kingdom recognized the 
vulnerability of youth and the risk of youth-related pregnancy and introduced strategies to address these in “Teenage 
Pregnancy Strategy: Beyond 2010”.h In this strategy it was recognized that half of teenagers’ pregnancies end with abortion 
and that most deliveries lead to long-term negative consequences (economically, socially and psychologically) for mother 
and child.

The 2015/16 DHB25 reported that in 2001 far more girls under 18 than over 18 years of age opted for legal abortions in 
SA. A study by Rambau30 reported an overall trend of 78 voluntary abortions per 10 000 pregnancies in 2013.

The question remains, would more teenagers choose termination if access, accessibility and care was more readily 
available? And would there be fewer pregnancies if young girls (and boys) felt more included and cared-for in health care 
(including sexual and reproductive health)?

Factors Contributing to Teenage Pregnancy

Figure 14 by Flanagan et al31 is a useful indicator of the complex factors that impact teenage pregnancy. It demonstrates 
that sexual activity and a complex combination of social and structural forces are at play in the contributing factors of 
teenage pregnancy.

Figure 14: Factors contributing to teenage pregnancy

Youth friendly services

Willian28 reports that most health care facilities focus on providing contraception for teenagers. This is often done with very 
little education and support. Teenagers receive their sex and reproduction education from teachers, who they do not trust in 
this regard. Further many teenagers report that they don’t use contraception and often only begin using contraception after 
they have fallen pregnant. She further reports that the barriers to access to care and contraceptives are linked to opening 
times (accessibility of facilities) as well as staff attitudes. Teenagers, while often aware of contraception, also have 
misinformation in this regard.

h UK Government, Teenage Pregnancy Strategy: Beyond 2010. Crown Copyright. 
http://webarchive.nationalarchives.gov.uk/20130401151715/http://www.dcsf.gov.uk/everychildmatters/healthandwellbeing/teenagepregnancy/teenagepregnancy/
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Goga32i states that teenagers are a vulnerable group and are subject to social, psychological and economic conditions, 
which can enhance or hinder their development into healthy adults.

Health facilities are an avenue that could provide youth (male and female) with the space of non-judgment and helpful 
information and sharing around issues of sexual and reproductive health.28,25

The development of youth friendly services is important for service delivery and can impact the experience of youth in Health 
Care as well as how they engage with themselves and the world around them.

Goga29 outlines the underlying characteristics of Youth Friendly Sexual and Reproductive Health Services, as those that attract 
young people, respond positively to them (in a way that is helpful, addresses their needs, answer “difficult” questions (or 
perhaps those which make adults uncomfortable)) and retain young clients for continued care. Youth friendly services should 
include motivation; health education, counselling and practical services, which needs to be done consistently and with the 
appropriate and youth friendly attitude. There is international recognition that youth have specific needs and understanding 
and interventions should meet and address these needs and experiences. The key components of youth friendly services are 
listed in Text Box 3.

Text Box 3: Key components of youth friendly services• Accessible – opening hours, location, adequate space and friendly comfortable 

Youth are involved in program design

Boys and girls are welcome

Singles and couples are welcomed

Group discussions are available

Affordable fees, and if possible no one should be turned away

Administrative interventions need to be friendly and easy to use and contain relevant information

Parental/care-giver involvement can be encouraged but is not required

Peer education and life skills

Integrated with other services and sectors – a wide range of services and to be available and referral sources need to be close by and
readily available

An adequate supply of commodities are available

Waiting times are short

Drop ins are welcome

There is a youth friendly waiting room, or area, even if that is outside, which is accessible, accepted and communicated

Educational material is available on site

Services are well-promoted in areas where youth gather

Health providers trained in youth friendly approaches, counselling & communication

Linkages are made with schools, youth clubs, and other youth friendly or youth focused institutions

There are alternative ways to access information, counseling and services

Private, confidential, non-judgmental, accepting, affirming and validating, open and helpful

Quality of care

Trust

Confidentiality

Privacy

Creative ways to get around the legal constraints often faced with working with youth in a helpful way

Chandra-Mouli et al,33 reports that there is a limited effect of youth friendly services. Rates of contact and reach of young 
people are neither effective nor wide enough, making knowledge and use of services limited. More boys access the services 
and these are mostly older boys. Furthermore, delivery of services is often piecemeal, delivered ineffectively and with a low

i Goga, F. Working with Youth. Working & Training Document for Wits Reproductive and HIV Institute Counseling and Prevention Team, 2011.
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intensity or a short duration resulting in a limited or transient effect. They go on to report that a number of evaluations have 
shown that adolescent use of Sexual Reproductive Health services can be increased, especially when the following 4 
complementary approaches are implemented together:

• Providers are trained and supported to be nonjudgmental and friendly to adolescent clients.
• Health facilities are welcoming and appealing.
• Communication and outreach activities inform adolescents about services and encourage them to make use of services.
• Community members are supportive of the importance of providing health services to adolescents.

Most facilities do not incorporate all 4 aspects. Chandra-Mouli et al33 further state that the trend has been on single-focused 
interventions, emphasizing one problematic behavior and addressing that. They recommend a complementary, integrated 
and coordinated approach, that has wide reach, creating a high dose (high intensity and for a long time) and covering all 
of the above 4 aspects. It has to not only cover problematic areas but general well-being of the adolescent.

In South Africa, the DHB is the process that is used to gather and track trends in Public Health. The 2013/14 DHB20 showed 
a national target of 6.9% for the indicator for that financial year, however, no target was set for 2014/15 or 2015/16.

The national delivery in facility under 18 years rate has been declining over the last few years. The national average for 
2015/16 was 7.1%, having dropped from 8.1% in 2009/10 (Table 8).

Table 8: Delivery in facility under 18 years rate, 2009/10 - 2015/16 (%)

In 2015/16 of 1 000 births in facilities, 71 would be teenagers. This translates to 64 177 births by under 18’s in 2015/16.
It is interesting to pause and examine the 2014/15 data. During 2014/15, 7.4% of deliveries have been by girls under 18 
years. In other words, of 1 000 births in facilities, 74 would be by teenagers (under 18 years). The 7.4% rate equates to
71 583 births by under 18 year olds. Of interest are the results from a study done by Goga, A et al,29 at the SAMRC, where 
the percentage of postnatal visits by mothers under 19 years old, with a 6 week old infant was 14.9%. This is almost double 
the DHIS indicator. While the extension of age to 19 in the SAMRC data could explain some of this doubling, as there is 
likely to be a high proportion of births for mother aged 19, this may also indicate a large percentage of ‘non-facility’ births 
or under-reporting of this indicator.

Map 1 shows that there is clustering of delivery in facility under 18 years rate in 2015/16, with most deliveries in facilities 
under18 years occurring in the most rural parts of the country. This indicates that there is an urban and rural difference. 
Perhaps this translates to a difference in access, level and type of knowledge and services available in rural versus urban 
areas.

  2009/10Province  2010/11  2011/12  2012/13  2013/14  2014/15  2015/16  
Eastern Cape  10.1 10.6 10.6 10.3 10.1 9.6 9.0 
Free State  7.9 7.7 7.7 7.3 7.1 7.1 6.5 
Gauteng  5.5 5.7 5.6 4.8 5.7 4.8 5.0 
KwaZulu-Natal  9.1 8.7 9.3 9.3 9.3 8.9 8.7 
Limpopo  8.2 8.2 8.1 7.8 7.9 7.5 7.1 
Mpumalanga  10.1 10.1 9.5 8.9 9.1 9.1 8.6 
Northern Cape  9.8 9.3 10.1 10.2 10.2 9.6 9.3 
North West  8.3 8.1 7.2 7.2 7.0 6.9 6.3 
Western Cape  7.3 6.8 6.7 6.5 6.3 6.1 5.5 
RSA  8.1 8.0 8.1 7.7 7.8 7.4 7.1 

Source: DHIS
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Map 1: Delivery in facility under 18 years rate by sub-district, 2015/16

There is generally (albeit at times a very small 0.1%) a decline from year to year in all districts as indicated by Figure 15, 
making the statistical significance of these changes unlikely. Districts within such as Gauteng and Western Cape show a 
consistently decreasing trend in delivery in facility under 18 years rate.

In 2015/16 the range was 4.4% in Tshwane (GP) to 12.1% in Alfred Nzo (EC). Johannesburg (GP) increased from 4.0% to 
4.6%. Within provinces that have a delivery in facility above the national average some districts have achieved a lower 
national average delivery in facility rate e.g. Nelson Mandela Bay and Buffalo City ( both EC). It would be interesting to study 
and understand the differences between districts within a province that are below compared with above the national 
average.

Taking a closer look at Eastern Cape, which has had the highest proportion of deliveries in the last few years, the results 
indicate a range of delivery in facility under 18 rate for 2014/15 ranged from 5.7% in Nelson Mandela Bay district to 12.8% 
in Alfred Nzo district. Four districts in the Eastern Cape Province had the highest delivery in facility under 18 years rate in 
2014/15. Whilst OR Tambo district was the second highest in 2013/14 at 12.9% the rate dropped to 11.5% in 2014/15 
and was the third highest nationally, it is back to the second highest, while the rate remains on the decline at 11.1%. In 
2015/16 the rate ranges from 5.1% in Nelson Mandela Bay to 12.1% in Alfred Nzo. Both Nelson Mandela and Buffalo city 
had rates below the national average for this indicator. These are metropolitan areas and the assumption is that they have 
better health and school services. Joe Gqabi had the second highest rate at 11.7% in 2014/15, and in 2015/16 this 
dropped to 10.7%. It would be interesting to see what was done to bring this rate down.
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Source: DHIS

Figure 15 : Annual trends: delivery in facility rate under 18 years by province and district, 2006/07 – 2015/16
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Specific districts with rates of concern are listed in the Table 9:

Table 9: Districts with delivery in facility rate under 18 years rates of concern, 2012/13 – 2015/16

Province and District 2012/13 2013/14 2014/15 2015/16

Eastern Cape

Alfred Nzo 13.4 12.9 12.8 12.1

Amathole 11.8 11.3 9.8

Chris Hani 10.5 10.2 9.1

Buffalo City 6.4 5.9 6.4

Joe Gqabi 10.9 12.4 11.7 10.7

Nelson Mandela Bay 7.1 5.7 5.1

Sarah Baartman 7.7 7.9 8.2 7.2

North West

Bojanda 6.3 6 5

Dr K Kaunda 6.2 6.1 5.3

NM Molema 7.7 7.6 7.2

RS Mompati 9.7 10 8.7 9.2

Western Cape

Cape Winelands 9.5 7.3 6.1

Central Karoo 9 7.6 9.2 9.8

Eden 8.2 7.4 6.8

Overberg 8 8 7.4

West Coast 9.1 8.4 9.1 8

Gauteng Province

Ekurhuleni 4.9 5.1 5.6

Johannesburg 4 6.5 4 4.6

Tshwane 4.9 5 4.4

West Rand 5.8 5.6 4.8

Free State

Fezile Dabi 7.4 6.9 6.1

 Lejweleputswa 6.8 7.9 6.5

Xhariep 9.4 5.6 8.9 6.5

Thabo Mofutsanyana 8.1 7.8 7.6 7.2

Northern Cape

Frances Baard 8.4 8.4 8

Namakwa 9.8 8 9.1

Pixley Ka Seme 10.1 9.4 9.6 10.7

ZF Mgcawu 11.8 11.5 10.7 9.3

Mpumalanga Province

10.2 9.8 9

Limpopo Province

Mopani 8 7.9 7.2

Sekhukhune 7.6 7.2 6.8

KwaZulu-Natal

Ugu 10.5 10 9.4

uMzinyathi 9.7 10 9.8 8.8

uThungulu 8 7.9 8.5

Harry Gwala 10.8 10 9.7 9.9

Gert Sibande
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Observations observed in Table 7 raise the following questions for review:

• What happened in the areas showing an increase in the delivery under 18 years rate?
• What are the reasons for the decrease in the delivery under18 years rate from 8.3% in 2006/07 to 4.0% in 2014/15 but
   with annual fluctuations? What interventions occurred in districts with a decreasing trend in delivery under 18 rate? Some
   districts such as Thabo Mofutsanyana has a steady decline over the years, are there lessons to be learnt?
• What is going on in the areas with large fluctuations?

This information could facilitate learning and provide a way forward to decrease the rate and proportion of deliveries for 
under 18 years. Further, is there a way or perhaps ways to increase the rate of decline?

The most deprived areas (SEQ1) have the highest rates and the difference between the most deprived areas versus the 
wealthiest (SEQ5) is 4.2% (Figure 16). While we continue to focus on all areas, particular attention needs to be paid to the 
poorest/most deprived areas. This would include education, access and type of care.

Figure 16: Trends in average district values by socio-economic quintile for delivery in facility under 18 years rate

Key findings

• There is a general decline year on year in the number of deliveries in facilities by young girls, under the age of 18.

• There is a difference in rural, metro and urban areas and strategies need to put in place to close the gaps between
   these areas.

• There is a need to further explore if this is a decline of pregnancies and if it can be linked to the interventions at schools,
   or if perhaps there are just a decline in the number of births in facilities.

• The delivery by under 18 year rate in Eastern Cape, especially in Alfred Nzo district needs special attention.

Recommendations

Given the range within the Eastern Cape, it may be beneficial to investigate the socio/economic conditions and access to 
health services within the province to understand, learn and develop intervention strategies to impact the proportion of 
deliveries in the Province.

Further investigations may be needed to understand the areas where an increase or a decline has been reported, and to 
use this as a learning opportunity.

Furthermore, if the intention is to reduce the number of teenage pregnancies, a deeper understanding and intervention 
may be needed on national, provincial and district levels. These would need to also take the form of structural and social 
engagement and awareness.

• 

• 

• 
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• Given all the different numbers available on teenage pregnancy and delivery in facility under 18 years rate (DHIS 
compared with SAMRC data compared with data reported by S Willan) further clarification and investigation of 
percentages and numbers is suggested.
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of Pretoria

The delivery by Caesarian section (C-section) rate indicator measures the proportion of births that are delivered by 
Caesarean section. The numerator is the number of C-sections conducted in the facility, and the denominator is the number 
of deliveries that took place in that facility, thus a hospital (and not population) based indicator.

The indicator measures C-sections at two levels, namely the C-section rate at all hospitals and the C-section rate at district 
hospitals.

It is important to note that routinely collected data, made available through the DHIS, continues to be of variable quality, 
and missing numerators and denominators for a number of district hospitals over various years are observed, all of which 
affect the overall indicator values.20

The WHO issued a Media Releasej in April 2015 stating that C-section is one of the most common surgeries in the world, 
with rates continuing to rise, particularly in high- and middle-income countries. Although it can save lives, C-section is often 
performed without medical need, putting women and their babies at-risk of short- and long-term health problems. In 
particular unnecessary elective (planned) Caesarean sections that are conducted prematurely compromise optimal maternal 
and child health and should be limited.

In the same statement, they stated that the average rate of C-sections in a country should be about 10%-15%. They further 
emphasized the importance of deciding on a case-by-case basis for mother and child long-term health. This was a different 
approach to WHO April 2010 information, which stated that there should be no targets as C-sections should be conducted 
on a case-to-case basis and as needed.

The overall national C-section rate in all facilities (public and in a small number of private facilities who submit data to 
the DHIS) has increased steadily from 18.5% in 2007/08 to 23.2% in 2012/13 to 24.7% in 2014/15 and to 26.2% in 
2015/16 (Table 10). This is far higher than the WHO recommended rate of 10-15%.

In 2015/16 the overall provincial C-section rates varied from 19.6% in Limpopo and Mpumalanga to 30.7% in 
KwaZulu-Natal Province. KwaZulu-Natal and Western Cape Provinces had the highest C-section rates at 30.7% and 29.7% 
respectively. In 2014/15 Limpopo and Mpumalanga Provinces had the lowest rates at 17.2% and 17.3% respectively, both 
have increased to 19.6%.

Table 10: Overall Caesarean section rate, 2007/08 – 2015/16 (%)

DELIVERY BY CAESARIAN SECTION RATE

j World Health Organisation Media centre. Caesarean sections should only be performed when medically necessary. News release 10 April 2015, Geneva. 
Available from http://www.who.int/mediacentre/news/releases/2015/caesarean-sections/en/. Accessed 12 April 2016

2007/08Province 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Eastern Cape 18.5 20.5 22.3 24.3 25.0 25.4 26.3 26.9 28.7

Free State 17.5 18.2 18.7 20.8 22.5 24.8 25.5 25.2 25.0

Gauteng 19.0 19.6 20.8 23.0 24.3 24.6 25.6 25.5 27.5

KwaZulu-Natal 24.3 24.8 25.8 26.9 28.6 29.2 29.9 29.5 30.7

Limpopo 13.9 13.8 14.7 14.6 14.9 15.4 16.5 17.2 19.6

Mpumalanga 12.7 14.3 15.6 15.8 16.4 16.7 17.6 17.3 19.6

Northern Cape 14.8 14.5 16.6 17.6 19.5 19.5 18.9 19.4 21.6

North West 14.3 14.6 15.4 16.1 16.7 16.7 19.2 21.4 21.5

Western Cape 19.9 19.9 20.8 22.9 24.5 25.6 28.6 29.1 29.7

RSA 18.5 19.2 20.3 21.6 22.7 23.2 24.4 24.7 26.2
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Figure 17 shows annual trends of the C-section rate in all hospitals, while there are fluctuations and decreases in some 
areas, the most common trend is an increase in C-sections. It would be interesting to explore areas with a high spike as well 
as those with a decrease or fluctuations. For example: Amathole (EC), Amajuba (KZN) Johannesburg (GP), ZF Mgcawu 
(NC) and Central Karoo (WC) seem to have interesting trends or fluctuations.

Figure 17: Annual trends for Caesarean section rate – all hospitals, 2007/08 – 2015/16
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The contribution of district hospitals, regional, provincial, national and private hospitals to percentage total deliveries versus 
percentage total Caesarean sections, respectively, is shown in Table 11. Of all the Caesarean sections performed, 37.7% 
occur in district hospitals, 35.8% are performed at regional hospitals whilst 2.8% are performed at private hospitals. 
Regional, provincial, national and private hospitals may appear to contribute disproportionately to Caesarean sections. 
Compared with their delivery ‘load’, private health facilities have a disproportionally high Caesarean section rate (almost 
triple their proportionate contribution to deliveries). In-fact, 61.21% of all births in private hospitals are done via Caesarean 
sections. Although thus reduced from 69.8% in 2014/15, it is still very high, and no uncertainty limits are available to 
comment on whether the decrease is significant.

Table 11: Caesarean section and deliveries by type of facility in 2015/16

District hospitals account for 41.1% of all deliveries and 37.3% of Caesarean sections. During 2014/15, 392 259 deliveries 
were performed in district hospitals, and in 2015/16 this number reduced to 371 804. Of these 88 945 (22.7%) were via 
C-section in 2014/15 and 89 458 (24.1%) were via Caesarean sections in 2015/16 (Table 12). Hence of 1 000 deliveries 
in district hospitals, 240 would be via Caesarean sections in 2015/16 whilst 227 would have been via Caesarean sections 
in 2014/15. So while there was a reduction in the number of overall deliveries in district hospitals, there was an increase in 
the number of deliveries via Caesarean sections in that time frame.

Type of Facility

% of C-section deliveries 
occurring in each facility 
type (denominator = total 
number of C-sections)

% of C-sections 
occurring in each 
facility type 
(denominator = total 
number of deliveries 
in facility type)

% of total deliveries 
occurring in each facility
type in facilities
(denominator  = Total 

Deliveries in country)

District Hospital 37.74 24.06 41.09

Regional Hospital 35.83 37.28 25.18

Provincial Tertiary Hospital                    11.41 38.55 7.76

National Central Hospital 11.02 46.38 6.24

Specialised TB Hospital 0.82 37 0.58

Private 2.79 61.21 1.19

Clinick 0.0 0.0 4.71

Community Health Centrec 0.8 0.1 12.48

Source: DHIS

k Of note is that C-sections are reportedly done at PHC clinics and community health centers. These facilities might be incorrectly classified in the DHIS.
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Source: DHIS

Table 12: Number of Caesarean section and total number of deliveries 2015/16

The proportion of Caesarean sections deliveries in private hospitals differs by province with very high rates in Eastern Cape, 
Gauteng, KwaZulu-Natal and Western Cape Provinces (Figure 18).

Category of facility Facility
Number of 

C-sections done
Total number of 

deliveries
Hospitals District Hospital 89 458 371 804

Regional Hospital 84 931 227 796

Provincial Tertiary Hospital 27 059 70 182

National Central Hospital 26 128 56 426

Specialised TB Hospital 1 953 5 270

Private Hospital 6614 10 805

Total 236 343 742 283

Main PHC facilities Clinicc 5 42 603

Community Day Centre 5 896

Community Health Centre c 213 112 881

Total 218 161 380

Other Midwife Obstetrics Unit 109

Health Post 2

Medical Centre 434 996

Total 434 1 107

Grand Total 236 995  904 770
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Source: DHIS

Figure 18: Caesarean section rate by level of care, 2014/15

In South Africa, in 2014/15 43.1% of deliveries in private hospitals were via Caesarean sections. This is especially high and 
seems more prominent in Eastern Cape, Gauteng, KZN and  Western Cape. KwaZulu-Natal seems to have most deliveries 
in district and regional hospitals and also seems to have a high proportion of delivery via Caesarean sections in most of their 
facilities (private, national central, provincial tertiary, regional, specialised and district hospitals).

In Northern Cape 18.5% of births were done at the provincial tertiary hospital, of all births done in that facility, 57.1% were 
via Caesarean section.

In most provinces, private, national central, regional and provincial tertiary hospitals account for most of the deliveries via 
Caesarean section. Mpumalanga and Limpopo provinces account for the least proportion of deliveries via Caesarean 
section.

The disproportionate percentage of C-sections occurring at private hospitals (in 2015/16 61.2% of all births in private 
hospitals were via C-section compared with 24.1% and 37.3% in district and regional hospitals respectively) could reflect 
the complexities of care amongst the growing generation of women accessing private health care, who the media term are 
‘too posh to push’.l A retrospective cohort study conducted amongst 30 053 women who had given birth between 2008 and 
2011, in Ireland demonstrated that 23% of women receiving publically funded care had a C-section, compared with 34% 
of women receiving private care (OR 1.57, 95% CI 1.45 to 1.70). The greatest difference seen between women who 
received private and public care was in scheduled or planned Caesarean sections (private 21%, compared with public 9%, 
OR 1.99, 95% CI 1.80 to 2.18). The researchers disagreed with the term ‘too posh to push’ which implies a sense of 
laziness or entitlement. They concluded that privately funded obstetric care is associated with higher rates of operative 
deliveries that are not fully accounted for by medical or obstetric risk differences. They speculated that private patients may 
be more willing to agree to have a Caesarean section if it was recommended by their doctors. On reflection, the authors of 
this DHIS paper cannot imagine that people from poor communities would actually disagree to a C-section if recommended 
by their doctors.

The national C-section rate at district hospitals has increased from 15.6% in 2007/08 to 24.1% in 2015/16 (Table 13). In 
2014/15 C-section rates in district hospitals range from 14.3% in the Northern Cape to 27.9% in KwaZulu-Natal. In 
2015/16 the delivery by C-section rate in district hospitals ranged from 16.0% in the Free State to 28.8% in KwaZulu-Natal.

l Murphy DJ, Fahey T. A retrospective cohort study of mode of delivery among public and private patients in an integrated maternity hospital setting. BMJ Open. Published online25 November 2013. 
Available from ttp://bmjopen.bmj.com/content/3/11/e003865.long
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Table 13: Caesarean section rate for district hospitals, 2007/08 – 2015/16 (%)

The C-section rates between the districts varied from 6.6% in Lejweleputswa (FS) to 43.9% in Nelson Mandela Bay (EC) 
(Figure 19). Among the 10 districts with the highest C-section rates, five were metropolitan districts (Nelson Mandela Bay 
(EC), Johannesburg (GP), eThekweni (KZN), Cape Town (WC) and Buffalo City (EC), and five were from KwaZulu-Natal 
province. uMgungundlovu district in the outer west of KwaZulu-Natal has two referral hospitals, supporting 22 district 
hospitals. This might be one reason for the high C-section rate in this district.

Only seven of the 52 districts in South African had C-section rates between zero and 15%. These were Xariep (FS) (0%), ZF 
Mgacawu (NC) (0%), Lejweleputswa (FS) (6.6%), Thabo Mafutsanyana (FS) (8.3%), Frances Baard (NC) (10.4%), Joe Gcabi 
(EC) (12.7%) and Dr K Kaunda (NW) (14.5%). These districts are amongst the poorest, and some do not have facilities for 
C-section so these data mostly reflect lack of access to C-section rather than appropriate practice.

  2007/08Province  2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 

Eastern Cape  11.3  11.9  13.4  13.6 16.2  18.5  19.4  20.6  22.7  
Free State  11.8  12.1  11.7  12.6  13.9  16.2  17.6  17.1  16.0  
Gauteng  14.2  14.7  16.2  19.3  21.8  21.2  22.3  24.0  25.6  
KwaZulu-Natal 20.9  22.4  23.8  24.4  26.0  27.0  27.7  27.8  28.8  
Limpopo  15.7  14.8 16.5  17.2  17.7  18.1  19.4  19.7  22.3  
Mpumalanga  12.5  14.6  16.2  15.8  17.2  17.6  18.1  17.9  19.3  

Northern Cape  10.7  11.4  13.1  12.1  13.7  13.3  14.0  14.3  16.3  
North West  14.2  14.3  15.8  18.7  18.2  20.2  23.2  27.9  27.6  

Western Cape  20.4  20.7  21.9  23.3  23.7  24.1  25.6  27.7  28.1  
RSA  15.6  16.3  17.6  18.5  19.9  20.8  21.8  22.7  24.1  

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 37



P
er

ce
nt

ag
e

0

10

20

30

40

EC FS

� �
�

�

�

�
� � �

�

GP

0

10

20

30

40

KZN

�
� �

� �
�

� � �

�

LP MP

0

10

20

30

40

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

NC

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

NW

20
06

/0
7

20
07

/0
8

20
08

/0
9

20
09

/1
0

20
10

/1
1

20
11

/1
2

20
12

/1
3

20
13

/1
4

20
14

/1
5

20
15

/1
6

�
� � �

�
� �

�
�

�

WC

EC Alfred Nzo
EC Amathole
EC Buffalo City
EC Chris Hani
EC Joe Gqabi
EC Nelson Mandela Bay
EC OR Tambo
EC Sarah Baartman
FS Fezile Dabi
FS Lejweleputswa
FS Mangaung
FS Thabo Mofutsanyana
FS Xhariep

GP Ekurhuleni
GP Johannesburg
GP Sedibeng
GP Tshwane
GP West Rand
KZN Amajuba
KZN eThekwini
KZN Harry Gwala
KZN iLembe
KZN Ugu
KZN uMgungundlovu
KZN uMkhanyakude
KZN uMzinyathi

KZN uThukela
KZN uThungulu
KZN Zululand
LP Capricorn
LP Mopani
LP Sekhukhune
LP Vhembe
LP Waterberg
MP Ehlanzeni
MP Gert Sibande
MP Nkangala
NC Frances Baard
NC JT Gaetsewe

NC Namakwa
NC Pixley Ka Seme
NC ZF Mgcawu
NW Bojanala
NW Dr K Kaunda
NW NM Molema
NW RS Mompati
WC Cape Town
WC Cape Winelands
WC Central Karoo
WC Eden
WC Overberg
WC West Coast

�

�

�

Figure 19: Trends in Caesarean section rate (district hospitals) by district, 2006/07 – 2015/16
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Source: DHIS

Map 2 clearly shows the clustering of high C-section rates in urban-based district hospitals, and particularly high rates in 
district hospitals within metropolitan districts.

Map 2: Delivery by Caesarean section rate (district hospitals) by district, 2015/16

Table 14 highlights provinces with variations of more than five per cent in the C-section rate between 2012/13 to 2013/14 
and 2013/14 to 2014/15 in hospitals. The highest increase in C-section rate in the two periods occurred at district hospital 
level, with the highest increase in North West province at 20.1%. North West province also showed the highest per cent 
increase in the C-section rate for all hospitals (11.3%).

The Free State and Mpumalanga provinces showed a decrease in the C-section rate at district hospitals and in all hospitals 
between 2013/14 and 2014/15. The C-section rate also decreased, when measured as an aggregate of all hospitals, in 
Mpumalanga, Gauteng and KwaZulu-Natal provinces, during this period.

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016
39

CPT

NMA

BUF

DC1

DC10

DC12

DC13

DC14

DC15

DC16

DC18 DC19

DC2

DC20

DC21

DC22

DC23

DC24

DC25 DC26

DC27

DC28

DC29

DC3

DC30

DC31

DC32

DC33

DC34

DC35

DC36

DC37

DC38

DC39

DC4

DC40 DC42

DC43

DC44

DC45

DC47

DC48

DC5

DC6
DC7

DC8
DC9

EKU

ETH

JHB

MAN

TSH

Legend
Prov ince

Districts

CAESECR_DH_2015
0 - 10

11 - 21
22 - 27
28 - 33
34 - 44

DC42

DC48

EKUJHB

TSHGauteng



 4.8%

8.1% 
5.2% 
2.6%  
6.9% 
2.8%  
5.8% 

14.8% 
6.4% 

3.9%  
2.9% 
3.9%  
2.3% 
7.0% 

5.0% 
-3.1%  
14.9% 
11.9%  

Table 14: Provinces with an increase in Caesarean section rate of more than 5 per cent between 2012/13 – 2013/14 and 

2013/14 - 2014/15 (all and district hospitals)

Table 15 highlights districts with variation of more than 5% between 2013/14 to 2014/15 in the C-section rate in all and 
district hospitals. The highest increases between the two financial years in district hospitals were at NM Molema (NW) 
(42.5%), Joe Gqabi (EC) (26.7%) and Amajuba (KZN (26.1%). Xhariep (FS) district did not perform C-sections in 2013/14 
and 2014/15.

Table 15: Districts with an increase in Caesarean section rate of more than 5 per cent between 2013/14 and 2014/15

 Province  
% difference between 

2013/14 and 2014/15 
Caesarean section rate  
(Data for district 
hospitals only)  

Eastern Cape  
Free State  
Gauteng  
KwaZulu-Natal  
Limpopo  
Mpumalanga  
Northern Cape  
North West  
Western Cape  

Caesarean section rate 
(Data for all facilities)  Eastern Cape  
  Free State  
  Gauteng  
  KwaZulu-Natal  
  Limpopo  
  Mpumalanga  
  Northern Cape  
  North West  
  Western Cape  

% difference between 

2012/13 and 2013/14  
6.3%  
-2.8%  
7.8%  
0.4%  
1.5%  
-1.1%  
1.9%  

20.1%  
8.1%  

2.3%  
-1.0%  
-0.5%  
-1.5%  
4.4%  
-1.3%  
2.8%  

11.9%  
1.8%  

Source: DHIS. (– shows a decrease in C-section rate (as a percentage)

Province District All hospitals District hospitals

Eastern Cape 15.4% 15.7%

Amathole 14.6% 20.0%

Buffalo City -0.8% 5.6%

Chris Hani -1.2% 0.7%

Joe Gqabi 26.1% 26.7%

Nelson Mandela Bay 0.6% 0.0%

OR Tambo 0.0% -3.9%

Sarah Baartman 0.7% 0.7%

Alfred Nzo
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Province District All hospitals District hospitals

Free State Fezile Dabi -2.2% 1.6%

Lejweleputswa 2.9% -16.2%

Mangaung 1.3% -0.1%

Xhariep -100.0% -100.0%

Thabo Mofutsanyana -6.3% -18.8%

Gauteng
Ekurhuleni -1.2% 12.6%

Johannesburg -1.7% 6.9%

Sedibeng 0.3% 4.2%

Tshwane 2.3% -2.0%

West Rand -2.1% 9.6%

KwaZulu-Natal
Amajuba 28.3% 26.1%

eThekwini -7.9% -10.2%

iLembe 3.4% 11.6%

Ugu -1.0% 3.4%

uMgungundlovu -5.1% 1.8%

uMkhanyakude -5.2% -5.7%

uMzinyathi 12.6% 12.6%

uThukela 3.9% -6.6%

uThungulu -6.0% -0.2%

Zululand -2.7% -2.3%

Harry Gwala 0.1% 3.4%

Limpopo Capricorn 9.1% 12.8%

Mopani 6.8% 4.8%

Vhembe -0.4% -0.6%

Waterberg 7.7% 3.0%

Sekhukhune 0.2% -11.1%

Mpumalanga Ehlanzeni -3.7% -7.4%

Gert Sibande 3.8% 4.6%

Nkangala -1.3% 4.1%

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 41



Province District All hospitals District hospitals

Northern Cape Frances Baard 1.8% 2.9%

JT Gaetsewe 11.5% 5.9%

Namakwa -8.8% -13.1%

Pixley Ka Seme 6.6% 3.2%

ZF Mgcawu -2.2% -

North West Bojanala 10.1% 16.9%

Dr K Kaunda -2.4% -7.5%

NM Molema 27.6% 42.5%

RS Mompati 13.0% 1.9%

Western Cape
Cape Town 2.0% 9.5%

Cape Winelands 0.3% -3.3%

Central Karoo -1.8% -1.8%

Eden 1.1% -2.4%

Overberg 9.1% 9.8%

West Coast 8.3% 8.3%

Source: DHIS. (– shows a decrease in C-section rate (as a percentage)

Key findings

The overall national C-section rate in all facilities has increased steadily from 18.5% in 2007/08 to 23.2% in 2012/13, 
to 24.7% in 2014/15 and 26.2% in 2015/16. This is far higher than the WHO recommended rate of 10-15%. The 
reasons for this require further investigation.

Most C-sections occur at district hospitals, and the national C-section rate at district hospitals increased from 13.9% in 
2005/06 to 20.8% in 2012/13, 22.7% in 2014/15 and 24.1% in 2015/16.

Compared with percentage of deliveries, a disproportionate percentage of C-sections occur at private hospitals (61.2% 
of all births in private hospitals are via C-section compared with 24.1% and 37.3% in district and regional hospitals 
respectively). The indications require further investigation as women receiving private health care are not usually the 
population at highest risk.

C-section rates in South Africa surpass the WHO recommended rate of 10-15%, and the only districts that fall below the 
WHO recommended rate have poor access to C-section deliveries; thus these data reflect lack of access rather than 
appropriate delivery decision making.

Recommendations

C-section rates in South Africa have been quantified and we know where they are conducted. The remaining 
epidemiological gaps (‘who’, ‘why’, ‘when’) need urgent investigation.

In-depth investigations should be conducted to determine the reasons for the increasing C-section rate especially in the 
metropolitan districts and in Free State and KwaZulu-Natal provinces.

• 

• 

• 

• 

• 

• 
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Special attempts should be made by the National Department of Health to collect C-section data from private hospitals 
and to understand reasons for high rates.

Provinces and districts with large increases in C-section rates since 2012 (Provinces: Gauteng, North West, Eastern Cape, 
Western Cape; Districts: Alfred Nzo, Amathole, Joe Gqabi, Amajuba, iLembe, uMzinyathi, Capricorn, Bojanala, 
Overberg and West Coast) need further exploration to document whether this increase reflects better access to emergency 
care or unnecessary C-sections.

Unnecessary elective (planned) Caesarean sections that are conducted prematurely compromise optimal maternal and 
child health and should be limited. This principle should be born in mind when investigating/exploring C-section rates in 
provinces and districts, and within public and private facilities.

• 

• 

• 
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The internationally applied definition for maternal mortality ratio is the number of women who die from pregnancy-related 
causes while pregnant or within 42 days of pregnancy termination per 100 000 live births. Thus the international definition 
includes only those pregnancy-related deaths until 42 days post-delivery, and includes mothers who die of septic abortions.

The National Indicator Data Set (NIDS) indicator ‘maternal mortality in facility ratio’ measures the women who died in a 
health facility (i.e. in a health institution) while pregnant or within 42 days of termination of pregnancy, irrespective of the 
site of the pregnancy, from any cause related to or aggravated by the pregnancy but not from accidental or incidental causes 
that occur while in a health facility (numerator) per 100 000 live births in facility (denominator). The national South African 
target for 2014/15 was 100 per 100 000 live births, reducing to a national target of 80 per 100 000 live births in 
2015/16.20

This NIDS indicator may be different from the maternal mortality ratio reported using the international definition or reported 
by the National Committee on the Confidential Enquiry into Maternal Deaths (NCCEMD) in the Saving Mothers Reports,m 

as the NIDS indicator specifically documents maternal deaths in facilities, and does not necessarily include deaths during 
pregnancy and the puerperium, up to six weeks post-delivery. In contrast, the Saving Mothers Reports includes all maternal 
deaths that occur at any level of the health care system or outside the health care system during pregnancy, childbirth or the 
puerperium, from any cause (pregnancy or non-pregnancy related). Another aspect that differs is that the data collection for 
the NIDS is per financial year whereas the NCCEMD report covers data for a calendar year. These definitions are 
summarized in Text box 4 below.

Text Box 4: Indicator definitions

The theoretical, and thus practical difference between the NCCEMD and the NIDS indicator is that NCCEMD captures 
maternal deaths during pregnancy, childbirth and the pueperium, reported to the secretariat; these deaths may be facility or 
community-based, whereas the NIDS data mainly relies on maternal deaths during childbirth, reported to facilities/ 
occurring at facilities. There should however be large degrees of overlap as the NCCEMD data mostly arises from health 
facilities, and much work is being conducted to ensure that the NIDS definitions correlate with the NCCEMD definitions.

Global estimates demonstrated a declining trend in maternal deaths between 1980 and 2008, with a 1.8% rate of decline 
between 1980 and 1990 and 1.4% between 1990 and 2008; the reduced decline between 1990 and 2008 was a 
consequence of HIV infection (Figure 20).34 Globally maternal mortality ratio was estimated as 208 (95% uncertainty 
estimate 131-316), 121 (73-190), 155 (95-248) and 237 (146-372) per 100 000 live births in 1980, 1990, 2000 and 
2008, respectively.34

MATERNAL MORTALITY IN FACILITY RATIO

Numerator: number of women 
who die from pregnancy-related 
causes while pregnant or within 42 
days of pregnancy termination

Denominator: Live births 
expressed per 100 000 live births

Numerator: number of women 
who die within or outside the health 
system during pregnancy, childbirth 
or the puerperium, from any cause 
(pregnancy or non-pregnancy 
related) within 42 days of delivery.

Denominator: Live births
expressed per 100 000 live births

Numerator: women who died in a 
facility while pregnant or within 42 
days of termination of pregnancy, 
irrespective of the site of the 
pregnancy, from any cause related 
to or aggravated by the pregnancy 
but not from accidental or incidental 
causes that occur while in a health 
facility

Denominator: Live births in facility
expressed per 100 000 live births

Internationally applied definition NCCEMD definition NIDS definition

m NCCEMD. Saving Mothers reports. Available from https://www.google.co.za/search?sourceid=navclient&aq=&oq=saving+mothrs+reports%2c+south+africa&ie=UTF-
8&rlz=1T4CKMB_enZA514ZA514&q=saving+mothrs+reports%2c+south+africa&gs_l=hp...0i22i10i30.0.0.0.3024...........0.vFg2tNIVMNM
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Figure 20: Global Maternal Deaths 1980-200834

In South Africa the National Department of Health conducts regular audit of maternal deaths, using data reported to the 
NCCEMD secretariat. The sixth report on the Confidential enquiry into maternal deaths, South Africa,35 reported 4 452 
deaths in pregnancy, childbirth and the puerperium for the period 2011-2013. The institutional maternal mortality ratio 
(iMMR) (NCCEMD) was reported to have decreased from 176.22/100 000 live births in 2008-2010 to 154.06/100 000 
live births in 2011-2013. The iMMR decreased in district and tertiary hospitals but there was a slight increase in regional 
hospitals.

The sixth report on the Confidential enquiry into maternal deaths, South Africa documents the five most 
important causes of maternal deaths as:

• non-pregnancy related infections (NPRI) (34.7%), which account for maternal deaths due to HIV infection complicated 
   by Tuberculosis (TB), Pneumocystis carinii pneumonia and pneumonia. Almost 90% of women who died from NPRI were 
   HIV positive. Of these, 55% were on maternal triple antiretroviral therapy compared to 36% in 2008-2010
• obstetric haemorrhage (15.8%),
• complications of hypertension in pregnancy (14.8%),
• medical and surgical disorders (11.4%) and
• pregnancy related sepsis (9.5%, includes septic miscarriage and puerperal sepsis)

These five causes account for 86.2% of maternal deaths. Of the 87% of women who died with known HIV status, 65% 
were positive in 2011-13 compared with 70% in 2008-2010.

The report documents that poor clinical assessment, delays in referral, not following standard protocols and not responding 
to abnormalities in monitoring of patients were the most common health care provider-related avoidable factors associated 
with maternal death. The most recent 2014 NCCEMD report observes that the correlation between DHIS and NCCEMD 
data is improving in most provinces, with 83 more maternal deaths captured in the NCCEMD reports than in DHIS data 
(Robert Pattinson, personal communication 11 April 2016). The institutional maternal mortality ratio reported in the 2014 
NCCEMD report is approximately 140 per 100 000 live births. Non-pregnancy-related infections contribute to 29% of 
maternal mortality measured by the NCCEMD, and of these Tuberculosis Pneumocystis pneumonia are commonest. Indirect 
non-obstetric causes contribute to approximately 58 maternal deaths per 100 000 live births.

This section examines national, provincial and district DHIS data and trends, drawing attention to any specific changes. It 
does not provide a full understanding of maternal mortality ratio and the causes thereof. The latter is provided by the 
NCCEMD Saving Mothers reports.n

The national average for this indicator in 2014/15 was 133 per 100 000 live births. This is above national targets for 
2015/16 and 2014/15, and compares closely with the 140 per 100 000 live births measured by the 2014 NCCEMD 
Saving Mothers report.

n https://www.google.co.za/search?sourceid=navclient&aq=&oq=saving+mothrs+reports%2c+south+africa&ie=UTF-8&rlz=1T4CKMB_enZA514ZA514&q=s
aving+mothrs+reports%2c+south+africa&gs_l=hp...0i22i10i30.0.0.0.3024...........0.vFg2tNIVMNM.
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Source: DHIS

Spatial distribution of the indicator ‘maternal mortality in facility ratio’ in 2015/16 (Map 3) illustrates that ratios above 176 
per 100 000 live births are mainly found on the border between Western and Eastern Cape and in the North Eastern areas 
of South Africa. Remote rural areas such as the far northern area of the Northern Cape and the far north eastern part of the 
country seem to be worst affected with clustering of high maternal mortality in facility ratios in the far north east and eastern 
part of the country.

Map 3: Maternal mortality in facility ratio by sub-district, 2015/16

Figures 21 illustrates that the lowest maternal mortality in facility ratio occurs in the least deprived socio-economic quintile. 
In 2015/16 the highest occurred in SEQ2 (deprived). The higher maternal mortality in facility ratio did not occur in the most 
deprived socio-economic quintile (SEQ1). Is this because few women in the most deprived socio-economic quintile lack 
access to care, so do not die in facilities? Without further in-depth study it is difficult to explain these counter-intuitive 
findings.

Figure 21: Maternal mortality in facility ratio by socio-economic quintiles, 2006/07 -2015/16
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A comparison between ‘maternal mortality in facility ratios’ across provinces between 2008/09 and 2015/16 demonstrates 
the highest overall ratios in the Free State, Northern Cape and North West provinces in 2010/11 and 2011/12 (Figure 22).

Figure 22: Provincial distribution of maternal mortality in facility ratio, 2008/09-2015/16

Between 2010/11 and 2015/16 maternal mortality in facility ratio decreased by between 1.3% and 45.1%, with the largest 
decline in the Free State, and the smallest in Limpopo. Three provinces, namely Gauteng, Northern Cape and Western Cape 
reported increases in their maternal mortality in facility ratios. (red shading in the table attached to Figure 22). These 
measurements reflect absolute changes in percentages, and do not take uncertainty estimates into consideration. It is worth 
noting that the Western Cape, Gauteng and Northern Cape are the only three provinces that met the national target for this 
indicator in 2015/16. The apparent increase in the indicator may relate to the small number of maternal deaths; thus small 
increases in numbers appear to be large percentages.

Between 2008/09 and 2013/14 maternal mortality in facility ratios decreased by 3.7% (Eastern Cape) to 42.2% (Northern 
Cape), with three provinces, Limpopo, North West and Western Cape demonstrating an increase in maternal mortality in 
facility ratio.

At district level in 2014/15, 27 of the 52 districts have maternal mortality in facility ratios less than the South African average 
(133 per 100 000 live births), while only 16 district have ratios below the national target of 100 per 100 000 live births 
(Table 16). Thirty-three of the 52 districts (63.4%) did not meet the national target for this indicator.
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KZN 155.1 166.0 196.9 192.2 165.5 148.4 124.9 121.1 -38.5% 
LP ND 3.3 142.1 184.6 177.9 152.0 165.2 140.2 -1.3% 
MP 110.3 119.0 161.1 135.0 175.8 149.1 115.4 125.3 -22.2% 
NC 4.6  90.7 147.7 144.6 118.9 254.1 112.5 24.0% 
NW ND 67.9 204.6 189.7 166.6 184.9 167.1 148.1 -27.6% 
WC 28.6 8.7 68.6 54.4 69.6 28.6 8.7 69.6 1.5% 
ZA  144.9 132.9 133.3 132.5 119.1 144.9 132.9 119.1 -10.7% 

2010/11 - 2015/16

ND: no data; re  indicates maternal mortality in facility ratio increased between 2010/11 and 2015/16. Source: DHIS.

ND
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Source: DHIS.

Table 16: District maternal mortality in facility ratios from DHIS data using the NIDS indicator

District 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Eastern Cape

Alfred Nzo 103.5 134.9 155.6 153.7 55.5 123.2 67.9
Amajuba 88.6 88.7 146.6 173.4 124.6 109.8 143.2
Amathole 53.6 76.0 120.2 97.5 18.6 86.3 58.8
Buffalo City 213.5 110.3 204.5 164.2 196.9 133.3 206.7
Chris Hani 36.9 95.2 68.7 118.8 162.3 168.5 199.8
Joe Gqabi 81.1 231.6 91.0 121.0 140.3 105.2 104.6
Nelson Mandela Bay 93.6 93.3 148.1 117.5 126.0 132.9 125.3
OR Tambo 97.8 164.1 195.5 88.8 68.5 229.7 198.5
Sarah Baartman 47.1 173.3 121.7 61.7

Free State

Fezile Dabi 147.8 216.1 256.7 90.0 125.2 117.8 221.2
Lejweleputswa 193.3 207.4 182.2 223.5 159.2 192.2 211.1
Mangaung 238.1 173.2 203.1 187.5 103.3 148.4 230.7
Xhariep 581.0 81.0 329.2 93.2 0.0 0.0 115.5
Thabo Mofutsanyana 153.5 352.9 293.0 263.5 157.5 123.3 213.1

Gauteng

Ekurhuleni 93.5 189.3 197.8 202.0 218.7 165.9 169.3
Johannesburg 4.5 29.8 68.0 61.8 76.9 90.4
Sedibeng 6.0 250.8 170.0 160.3 195.0 122.5 122.3
Tshwane 21.3 55.0 95.5 62.0 63.3 63.7
West Rand 26.3 129.7 60.1 94.4 128.6

KwaZulu-Natal

eThekwini 204.9 196.8 225.5 251.6 174.8 174.4 100.1
iLembe 174.8 289.8 91.7 112.5 95.5 194.1 151.2
Ugu 159.9 198.1 276.4 177.9 155.9 161.0 111.7
uMgungundlovu 181.6 261.7 181.7 193.5 279.4 208.3 185.9
uMkhanyakude 134.1 118.0 128.3 68.1 96.7 53.6 59.4
uMzinyathi 89.3 141.2 70.9 96.3 34.7 71.6 79.6
uThukela 105.4 180.2 209.7 132.8 221.9 123.0 175.8
uThungulu 126.9 31.7 411.2 332.5 266.5 186.6 216.5
Zululand 133.2 140.7 90.2 152.2 111.6 123.3 60.3
Harry Gwala 89.1 77.1 86.5 127.9 92.5 84.0 137.9

Limpopo

Capricorn 3.7 280.9 354.2 292.2 353.7 312.5
Mopani 3.8 136.7 150.9 134.8 95.7 131.3
Vhembe 6.5 68.8 149.7 146.3 111.2 93.4
Waterberg 136.8 150.1 156.6 121.4 133.4
Sekhukhune 87.6 98.8 151.5 61.8 149.2

Mpumalanga
Ehlanzeni 87.7 106.6 188.8 124.8 170.9 123.0 100.1
Gert Sibande 65.8 70.8 102.6 76.4 187.6 197.1 54.6
Nkangala 191.8 185.9 160.4 203.6 174.5 156.1 198.1

Northern Cape
Frances Baard 175.7 185.5 204.1 186.0 166.1
JT Gaetsewe 87.1 191.4 260.5 93.2 135.0
Namakwa 65.5 0.0 61.2 65.5
Pixley Ka Seme 34.7 31.9 67.6 64.4
ZF Mgcawu 27.4 27.4 137.6 24.3 78.2 788.3

North West
Bojanala 142.9 213.1 172.4 164.1 160.5 156.5
Dr K Kaunda 32.9 340.6 258.0 222.3 257.4 232.2
NM Molema 36.9 142.9 199.7 141.4 206.9 153.8
RS Mompati 112.7 123.3 142.9 110.7 129.1

Western Cape

Cape Town 30.7 6.4 74.2 56.4
Cape Winelands 16.9 0.0 35.5 20.8
Central Karoo 0.0 0.0 0.0 371.1
Eden 60.4 11.9 105.4 62.9
Overberg 0.0 0.0 63.9 0.0
West Coast 0.0 62.3 38.9 75.6

     ≥10% reduction in the ratio.     experienced a ≥10% increase in the ratio. The remaining districts in white experienced a less than 10% change in the 
ratio during these years (2008/09-2014/15), or present insufficient data. There is an error with ZF Mgacawu, and Central Karoo data. For Overberg 
district there were no maternal deaths in 2014/15.
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Xhariep

An analysis of the change in district level maternal mortality in facility ratios from 2011 till 2014 (Table 17), using NCCEMD 
data available from the 2014/15 District Health Barometer data fileo, illustrates that the change in maternal mortality in 
facility ratio is not consistent across districts; 12 districts, highlighted in orange in Table 16, documented a 10% and more 
increase since 2011.

Table 17: District maternal mortality in facility ratios from NCCEMD data captured within the DHIS

District 2008 2009 2010 2011 2012 2013 2014

Eastern Cape

Alfred Nzo 143.4 143.3 106.5 131.4 39.3 117.8 60.2
Amajuba 240.4 139.3 36.7 166.8 78.9 121.9 114.5
Amathole 98.2 142.4 160.2 114.9 32.9 123.6 67.3
Buffalo City 231.7 220.6 326.1 201.0 236.8 178.5 224.9
Chris Hani 103.2 95.2 106.8 134.1 159.5 175.1 222.6
Joe Gqabi 145.9 231.6 91.0 139.8 139.2 175.4 175.2

114.9 199.9 180.5 127.3 118.5 124.7 166.1
OR Tambo 316.9 352.1 283.1 285.5 218.2 244.1 227.8
Sarah Baartman 48.0 98.0 32.9 95.1 155.3 140.1 106.9

Free State

Fezile Dabi 295.7 264.2 293.4 254.7 87.2 208.0 130.2
Lejweleputswa 298.7 452.4 202.4 293.6 169.3 259.4 220.6
Mangaung 278.9 346.4 231.1 240.5 184.5 160.6 172.7
Thabo Mofutsanyana 226.9 345.7 293.0 229.7 144.0 154.5 251.8

Gauteng

Ekurhuleni 174.6 238.3 151.1 161.9 236.6 158.2 198.5
Johannesburg 118.5 141.0 126.9 124.3 104.8 81.9 165.9
Sedibeng 138.9 119.1 196.1 134.5 281.4 162.5 41.1
Tshwane 134.0 106.4 148.0 125.2 149.1 98.9 92.8

o http://www.hst.org.za/sites/default/files/DHB_annual_district_1Sep2015.xlsx

West Rand 94.0 136.1 184.3 137.9 78.3 92.9 173.4

KwaZulu-Natal

eThekwini 165.9 215.1 293.4 216.6 196.2 180.0 139.4
iLembe 156.4 193.2 193.5 116.9 103.5 189.5 61.8
Ugu 298.9 315.6 290.9 196.3 149.0 169.5 112.4
uMgungundlovu 210.0 206.9 278.6 295.3 346.4 178.1 234.0
uMkhanyakude 84.7 66.3 121.2 72.8 69.3 20.2 52.6
uMzinyathi 97.4 141.2 106.4 106.6 60.5 62.4 71.1
uThukela 263.6 164.6 241.9 135.1 182.8 129.8 192.3
uThungulu 309.6 301.1 189.8 321.0 265.7 163.9 172.3
Zululand 145.4 177.4 126.3 202.2 48.8 136.1 66.4
Harry Gwala 33.4 0.0 86.5 153.1 163.1 131.2 94.0

Limpopo

Capricorn 274.2 299.0 251.3 354.0 269.1 418.5 319.7
Mopani 163.5 157.2 121.1 160.5 186.6 134.5 147.3
Vhembe 71.7 65.3 78.7 130.3 134.6 131.2 87.4
Waterberg 229.0 124.8 216.0 184.4 196.4 149.3 73.6
Sekhukhune 191.9 150.6 183.4 153.8 188.7 154.0 107.9

Mpumalanga
Ehlanzeni 189.2 151.4 174.7 175.0 134.8 103.8 100.6
Gert Sibande 185.3 188.9 295.8 248.0 205.0 169.6 109.5
Nkangala 145.1 154.0 215.7 203.9 234.4 221.5 163.7

Northern Cape

Frances Baard 360.5 431.0 225.9 249.4 215.7 259.8 155.4
JT Gaetsewe 222.0 121.9 435.3 148.8 239.9 123.0 75.1
Namakwa 120.6 0.0 63.4 0.0 64.2 0.0 193.2
Pixley Ka Seme 322.2 235.8 189.7 174.5 65.0 66.2 32.7
ZF Mgcawu 164.7 249.0 192.1 223.4 98.7 129.4 147.5

North West

Dr K Kaunda 49.0 246.9 253.2 134.4 82.1 255.0 273.4
NM Molema 6.0 375.2 210.9 205.6 190.7 165.3 168.9
Bojanala 398.6 251.4 280.6 191.9 205.3 155.2 161.5
RS Mompati 63.9 205.8 180.3 122.8 139.0 90.8 119.1

Western Cape

Eden 108.3 148.1 107.5 78.7 71.8 43.9 134.9
Central Karoo 0.0 182.3 389.5 0.0 0.0 0.0 273.2
Cape Town 67.2 123.9 92.8 70.7 92.7 95.7 64.1
Cape Winelands 14.6 89.7 85.9 48.3 42.2 67.4 34.5
Overberg 32.2 69.2 67.8 0.0 34.6 66.9 ND
West Coast 57.6 81.6 20.7 19.2 101.3 81.1 57.6

363.1 242.9 246.9 71.8 0.0 ND ND
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Footnote: ND: no data. Districts highlighted in green experienced a 10% or more reduction in the ratio. Districts highlighted in orange experienced a 10% or more 
increase in the ratio. The remaining districts in white experienced a less than 10% change in the ratio during these seven years (2008-2014), or present insufficient data. 
Red font = above national target

Except for the Free State all provinces contain districts that demonstrate increased maternal mortality ratios since 2011.

Notwithstanding this, in the Free State, all districts with reliable consistent data, have maternal mortality in facility ratios that 
are higher than the national average and much higher than the national target of 100 per 100 000 live births.

The Western Cape province has small numbers of maternal deaths, and although this is the only province that has achieved 
the national target, the district-level data in Tables 12, 13 and 14 show that the reducing trend is not consistent across all 
Western Cape districts.Thus no province is absolved from addressing the maternal mortality problem.

Districts experiencing a 10% and more increase in maternal mortality ratio since 2011, according to NCCEMD and DHIS 
data are Chris Hani (EC), Sarah Baartman (EC), iLembe (KZN), Cape Town and Cape Winelands (both WC) (Tables 16 and 
17).

Additional districts experiencing a 10% and more increase in maternal mortality ratio since 2011, according to NCCEMD 
or DHIS data are Amatole (EC), Buffalo City (EC), Joe Gqabi (EC), OR Tambo (EC), Sedibeng (GP), Mangaung (FS), Xhariep 
(FS), Johannesburg (GP), Capricorn (LP), uThukela (KZN), Harry Gwala (KZN), Dr K Kaunda (NW), Sekhukhune (LP), Pixley 
Ka Seme (NC), Overberg and West Coast (both WC).

Tables 16 and 17 illustrate differences in maternal mortality in facility ratios, depending on source of data (NCCEMD or 
DHIS), and Table 16 illustrates that DHIS data is often incomplete and fluctuating for this indicator. This could indicate poor 
DHIS data quality at facility level.

The decline in maternal mortality ratio between 2012/13 and 2015/16, determined using DHIS data (Table 18) illustrates 
that 25 of the 52 districts experienced an overall increase in maternal mortality in facility ratio over these 3.5-4 years 
(highlighted in orange in Table 18). Some districts have data that show a more than 100% increase and these need 
investigation to iron out numerator / denominator problems.

Table 18: Difference in maternal mortality in facility ratio drawn from DHIS data between 2012/13 and 2014/15

District

% difference in maternal 
mortality in facility ratio 

between 2012/13 and 
2013/14

% difference in maternal 
mortality in facility ratio 

between 2013/14 and 
2014/15

Eastern Cape

Alfred Nzo 122.2% -44.9%
Amathole 364.0% -31.8%
Buffalo City -32.3% 55.0%
Chris Hani 3.8% 18.5%
Joe Gqabi -25.0% -0.5%
Nelson Mandela Bay 5.5% -5.7%
OR Tambo 235.1% -13.6%
Sarah Baartman -29.8% -49.3%

Free State

Fezile Dabi -5.9% 87.7%
Lejweleputswa 20.8% 9.8%
Mangaung 43.8% 55.4%
Xhariep Not available Not available
Thabo Mofutsanyana -21.7% 72.8%

Gauteng

Ekurhuleni -24.2% 2.1%
Johannesburg 24.5% 17.4%
Sedibeng -37.2% -0.2%
Tshwane 2.0% 0.7%
West Rand 57.0% 36.2%
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o http://www.hst.org.za/sites/default/files/DHB_annual_district_1Sep2015.xlsx

Key findings
There are differences in estimates based on the source of the data and the different indicators need to be synchronized.

There has been progress in at least 6 provinces, illustrated by declining maternal mortality in facility ratios.

Despite this progress only one province (Western Cape) has attained the national target in almost all districts. The high 
ratio in some districts e.g. Capricorn (LP), Central Karoo (WC) and ZF Mgcawu (NC) districts could be explained by poor 
data quality.

All provinces need intensified attention and interventions, although the worst affected are Eastern Cape and Limpopo 
provinces. Gauteng, Northern Cape and Western Cape data need to be further analysed so that measured increases in 
the indicator can be clearly understood.

-25.4% -10.8%

uMzinyathi 106.2% 11.2%
uThukela -44.6% 43.0%
uThungulu -30.0% 16.0%
Zululand 10.5% -51.1%
Harry Gwala -9.2% 64.1%

Limpopo

Capricorn 21.1% -11.6%
Mopani -29.0% 37.2%
Vhembe -24.0% -16.0%
Waterberg -22.5% 9.9%
Sekhukhune -59.2% 141.6%

Mpumalanga
Ehlanzeni -28.0% -18.6%
Gert Sibande 5.1% -72.3%
Nkangala -10.5% 26.9%

Northern Cape

Frances Baard -8.9% -10.7%
JT Gaetsewe -64.2% 44.8%
Namakwa Not available 7.1%
Pixley Ka Seme 111.7% -4.8%
ZF Mgcawu 222.1% 907.8%

North West

Bojanala -2.2% -2.5%
Dr K Kaunda 15.8% -9.8%
NM Molema 46.3% -25.7%
RS Mompati -22.5% 16.6%

Western Cape

Cape Town 1059.2% -23.9%
Cape Winelands Not available -41.4%
Central Karoo Not available Not available
Eden 788.2% -40.3%
Overberg Not available -100.0%
West Coast -37.5% 94.1%

      overall increase in maternal mortality ratio between 2012-13 and 2014-15
      overall decrease in maternal mortality in facility ratio

Source: DHIS.

NKwaZulu- atal
uMgungundlovu
uMkhanyakude -44.6% 10.8%

eThekwini -0.2% -42.6%
iLembe 103.2% -22.1%
Ugu 3.3% -30.6%

Amajuba -11.8% 30.4%

District

% difference in maternal 
mortality in facility ratio 

between 2012/13 and 
2013/14

% difference in maternal 
mortality in facility ratio 

between 2013/14 and 
2014/15
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At district level in 2014/15, 27 of the 52 districts have maternal mortality in facility ratios less than the South African 
average (133 per 100 000 live births), while only 16 district have ratios below the national target of 100 per 100 000 live 
births. In 2015/16 there was a slight improvement as 32 districts reported a maternal mortality in facility ratios less than 
the national average and less than the national target. However, it should be noted that the national target had increased 
to 120 per 100 000 live births in 2015/16.

The 15 districts needing the most attention, drawn from Table 16 and Map 3 are those with ratios above the national 
average and have shown an increase or stagnant measures for this indicator. These include Buffalo City, Chris Hani, OR 
Tambo (all in Eastern Cape)), Fezile Dabi, Mangaung, Xhariep (all in Free State), iLembe, uThukela, Harry Gwala, 
uMgungundlovu, Uthukela, Amajuba (all in KwaZulu-Natal) Central Karoo (Western Cape), Bojanala, Dr K Kaunda, NM 
Molema (all in North West), ZF Mgcawu (Northern Cape), and Sekhukhune and Capricorn (Limpopo) districts.

Continued close monitoring of this indicator is critical to optimise maternal and child health.

The beneficial effect of lifelong antiretroviral therapy on reducing maternal mortality is not yet apparent, and needs to be 
monitored.

Recommendations

Continued attention to the NCCEMD report and its recommendations are needed. The NCCEMD reports provide further 
breakdown of the place and causes of maternal mortality, and the broader definition provides an opportunity to optimize 
maternal health.

The DHIS data cannot replace the NCCEMD reports regarding maternal mortality as the later provide more detailed 
epidemiological information that is important for programme management. However, the two should corroborate each 
other, and ideally the DHIS data should feed into the NCCEMD reports.

Action and investigation should start within the districts highlighted in orange in Tables 16, 17 and 18, and in the districts 
with maternal mortality in facility ratio >120 in Map 3.

Facility-level interrogation of every maternal death is critical. This should be conducted with involvement from the District 
Clinical Specialist Team.
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Neil H McKerrow1  1Head:  Paediatrics & Child Health, Department of Health, KwaZulu-Natal

A stillbirth, the death of a potentially viable foetus, is a result of foetal and maternal factors or a failure of the healthcare 
system. The stillbirth rate (SBR) thus has good correlation with maternal and neonatal mortality as well as health systems 
functioning and is therefore a good indicator of care during the latter stages of pregnancy and the intrapartum period.

Two common definitions of a stillbirth36 are:

The International Classification of Diseases, 10th revision (ICD-10) refers to foetal deaths with a focus on the last two 
trimesters of pregnancy. A stillbirth is defined by a birthweight of 500g or more or a gestational age of 22 completed weeks 
or a crown-heel length of 25cm or more.

This definition is widely used in high and select middle-income countries where the limit of viability is lower.

The WHO has a focus on late foetal deaths, those occurring in the third trimester. A stillbirth is defined by a birthweight of 
1 000g or more or a gestational age of 28 completed weeks or a crown-heel length of 35cm or more.

This definition recognises low-income setting where resources do not support lower levels of viability. This stricter definition 
allows for international comparisons between low, middle and high-income settings.

As a middle-income country South Africa has opted for a compromise and according to the Births and Deaths Registration 
Act,37 Act 51 of 1992, a stillbirth is defined as the death of a foetus with an intrauterine existence of 26 or more weeks. As 
birthweight is known more often than gestational age the National Department of Health has modified this in the national 
indicator data set which uses a gestational age of 26 weeks or a weight of 500g or more.

The SBR measures the number of babies born dead per 1 000 total births and is a reflection of a number of foetal, maternal 
and healthcare system factors. The SBR in facilities reported in this Barometer only reflect the reported stillbirths which 
occurred in public sector facilities and do not represent the picture in the private sector or broader community.

Stillbirths, inclusive of all causes comprise the fifth commonest cause of death across all ages. Globally, there are an 
estimated 2.65 million stillbirths each year, 98% occurring in low income countries and three-quarters in sub-Saharan Africa 
and south Asia.36 The global stillbirth rate is estimated at 19.1 per 1 000 total births with a range from 2.0 in Finland to 
46.1 in Pakistan. There is marked variation in the stillbirth rate within regions and countries with a marked rural bias and 
two-thirds of all stillbirths occur in rural families.

Given the strong link to social deprivation, poor maternal wellbeing, 
limited access to and poor standards of healthcare the stillbirth rate 

serves as a sensitive marker of inequality.

Over half of all foetal deaths occur in the third trimester with 45% occurring during labour. This changes with the SBR and 
the lower the SBR the smaller the contribution of intrapartum foetal deaths. In high-income countries just 13.7% of stillbirths 
occur during labour compared to 46.5% in sub-Saharan Africa and 56.6% in south Asia.

The causes of foetal deaths are closely linked to the causes of maternal and newborn deaths. Third trimester deaths are 
associated with foetal anomalies, maternal infections, antepartum haemorrhage and maternal hypertension. Intrapartum 
deaths are associated with foetal anomalies, intrapartum infections and intrapartum hypoxia.

Based on death notifications Statistics South Africa38 recorded 14 604 stillbirths in South Africa in 2013 with an estimated 
SBR of 17 per 1 000 total births. This is most likely an overestimation as it does not account for the late registration of births 
and the actual number of stillbirths has not changed substantially since 2003. Whilst there have been slight variations in the 
number of stillbirths, the SBR and the contribution of stillbirths to perinatal mortality from year to year, as shown in Table 19, 
the overall picture in 2013 is similar to that a decade earlier.

STILLBIRTH RATE
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Table 19: Trend in stillbirths, stillbirth rate and perinatal deaths, 2003 – 2013 (Stats SA)

Although the weight of the stillborn baby is unknown in a quarter of cases (26.9%) most stillbirths (52.6%) occur in the  
1000g – 4 000g weight category, 18.6% in the 500g – 1 000g weight category and 1.9% in the 4 000g and more category. 
Three-quarters occur within health facilities, 8 – 10% at home and in 11-13% the place of death is unknown.39

Data from the Perinatal Problem Identification Programme (PPIP),40 reporting on mortality audits of 75% of perinatal deaths 
in 2012 and 2013 in the public health sector, records a SBR of 23.1 per 1 000 total births for all birthweight categories 
dropping to 17.6 in babies with a birthweight above 1 000g. The SBR increases with an increase in the level of care (Figure 
23). For all birthweight categories it increases from 8.4 per 1 000 total births in community health centres to 42.9 in national 
tertiary hospitals and amongst babies with a birthweight above 1 000g from 6.2 in community health centres to 28.6 per 1 
000 total births in tertiary hospitals.

Figure 23: Comparison of stillbirth rate and level of care (PPIP)

YEAR STILLBIRTHS
(NUMBER)

TOTAL BIRTHS
(NUMBER)

STILLBIRTH RATE
(PER 1 000 TOTAL 

BIRTHS)

% PERINATAL DEATHS

2003 14 661 936 002 16 64.3%

2004 15 849 1 024 627 15 65.7%

2005 13 828 1 068 701 13 58.3%

2006 14 383 1 096 807 13 58.8%

2007 14 354 1 082 010 13 59.2%

2008 14 931 1 098 605 14 59.7%

2009 14 277 1 032 024 14 56.4%

2010 15 112 1 019 950 15 62.7%

2011 14 212 1 023 941 14 63.7%

2012 14 663 1 088 549 13 63.3%

2013 14 604 874 997 17 66.0%
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The cause of foetal death is unexplained in most macerated stillborn babies, who represent third trimester deaths. 
Intrapartum deaths or fresh stillbirth are most commonly due to intrapartum hypoxia at lower levels of care and antepartum 
haemorrhage and maternal hypertension at higher levels of care (Figure 24).

Figure 24: Comparison of the number of stillbirths (500g +) per disease category by level of care (PPIP)

The 2015/16 DHIS data recorded a stillbirth rate in facilities of 21.1 per 1 000 total births which is higher than the 2013 
Stats SA SBR of 17 which includes births in the private health sector as well as those outside the heath sector. This is an 
increase from the 2014/15 stillbirth in facility rate and reverses the overall trend of a declining SBR since 2005, (Figure 25).

Figure 25: Annual change in national average stillbirth in facility rate, 2005/06 – 2015/16 (DHIS)

The provincial average for the stillbirth in facility rate ranges from 17.5 in the Western Cape to 27.1 per 1 000 total births 
in the Free State (Table 20). This represents a 55% difference between the best and worst performing provinces. Just three 
provinces had an average provincial stillbirth in facility rate that was below the national average. Five provinces (Eastern 
Cape, Free State, KwaZulu-Natal, Mpumalanga and Western Cape) experienced an increase in the SBR and the remaining 
four showed a decline in the SBR from 2013/14. This reinforces the annual variation in SBR and the lack of any discernible 
trend in the change in SBR over the past decade, (Table 21).
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Source: DHIS.
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Table 20: Stillbirth in facility rate by province, 2007/08 - 2015/16 (DHIS) (per 1 000 total births)

Table 21: Annual change in average provincial stillbirth in facility rate, 2007/08 – 2015/16 (DHIS)

Although there is no obvious consistent correlation between the SBR and maternal mortality both indicators increased in 
Mpumalanga and the Western Cape between 2014/15 and 2015/16 and both declined in Gauteng, Limpopo, the North 
West and the Northern Cape provinces.

Figure 26 shows the stillbirth rate in facilities at the district level and reveals a 2.5 fold variation from a low of 12.6 per
1 000 total births in the Overberg in the Western Cape to a high of 32.1 per 1 000 total births in Lejweleputswa in the Free 
State. All districts in Gauteng and four of the five districts in the Western Cape had rates that were below the national 
average whilst all districts in the Free State had rates that were above the national average.

There is no consistent trend in the change in SBR from year to year and in most districts this fluctuates widely. In 2015/16 
there was a decline in 18 districts across the country. This included at least one district in each province and two in the 
Eastern Cape (Nelson Mandela Bay and Alfred Nzo), the North West (Bojanala and Dr K Kaunda) and the Western Cape 
(Cape Town and West Coast) and three in KwaZulu-Natal (iLembe, uMgungundlovu and uMzinyathi), Limpopo (Mopani, 
Sekhukhune and Waterberg) and the Northern Cape (JT Gaetsewe, Namakwa and Pixley Ka Seme).

 
2007/08 

2008/09
 

2009/10
 2010/11 

2011/12
 

2012/13         
 

2013/14 2014/15 2015/16 

Eastern Cape  24.6  21.9  21.6  22.4  22.3  21.8  20.6  19.6  21.6  
Free State  30.7  27.3  29.3  30.9  29.1  25.1  27.4  25.4  27.1  
Gauteng  21.3  21.4  21.1  20.3  21.2  19.9  20.2  19.6  19.5  
KwaZulu -Natal  25.0  22.3  24.1  22.8  23.4  23.3  23.2  21.1  22.3  
Limpopo  21.7  21.7  21.7  21.9  21.3  21.8  21.1  21.4  20.3  
Mpumalanga  23.9  24.5  24.8  24.3  24.1  24.3  21.3  21.1  21.8  
Northern Cape  24.1  21.7  22.0  27.3  25.0  25.3  26.1  25.5  24.3  
North West  23.7  23.5  24.7  25.2  24.6  23.5  23.5  22.8  22.5  
Western Cape  20.6  20.7  22.9  20.8  19.1  17.6  17.4  17.2  17.5  
RSA  23.4  22.3  23.0  22.7  22.5  21.8  21.5  20.7  21.1  

Province

Province

 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 

Eastern Cape  -9.5% -11.1% -1.5% 4.0% -0.4% -2.6% -5.3% -4.9% 10.1% 

Free State  9.0% -11.2% 7.2% 5.4% -5.8% -13.6% 9.1% -7.2% 6.7% 

Gauteng  -3.1% 0.3% -1.4% -3.8% 4.4% -6.0% 1.7% -2.8% -0.7% 

KwaZulu-Natal  -2.2% -10.7% 8.0% -5.6% 2.8% -0.5% -0.6% -8.8% 5.5% 

Limpopo  0.5% 0.2% 0.1% 0.9% -2.8% 2.3% -3.2% 1.5% -5.3% 

Mpumalanga  7.6% 2.3% 1.5% -2.0% -0.7% 0.5% -12.0% -1.3% 3.7% 

Northern Cape  1.2% -10.0% 1.5% 24.2% -8.6% 1.4% 3.1% -2.3% -4.6% 

North West  -4.9% -0.8% 4.8% 2.1% -2.2% -4.3% 0.0% -3.3% -1.1% 

Western Cape  2.6% 0.3% 10.5% -8.9% -8.4% -8.0% -0.9% -1.2% 2.0% 
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At 19.8 per 1 000 total births the SBR was lowest in the least deprived, SEQ1, districts and highest in well off, SEQ4, districts 
at 23.3 per 1 000 total births, (Figure 27). This paradoxical situation has existed since 2010 with the lowest SBR fluctuating 
on a year to year basis between SEQ1 and SEQ5 with SEQ4 having the highest SBR rates in 3 of the past 5 years.

Figure 26: Annual trends for stillbirth in facility rate by district, 2006/07 - 2015/16 (DHIS)
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Figure 27: Trends in average district values by SEQ for stillbirth in facility rate, 2015/16 (DHIS)

Key findings

Despite the availability and implementation of 13 simple, cost-effective interventions41 to prevent maternal and newborn 
deaths which could also reduce foetal deaths by 30% there has not yet been a specific focus on reducing foetal deaths in 
South Africa. These measures to improve maternal and neonatal outcomes have not yet translated into a reduction in 
stillbirths. Given that the major causes of intrapartum stillbirths are antepartum haemorrhage, maternal hypertension and 
intrapartum hypoxia the logical response in prioritising these interventions is the promotion of calcium supplementation in 
pregnancy and improved management of labour and delivery.

Recommendations
Thirteen Key interventions to reduce stillbirths and maternal and neonatal deaths41 are recommended (Text Box 5).

Text Box 5: Interventions for stillbirth and maternal and newborn health prevention

Interventions for still birth prevention
Syphilis detection and treatment
Hypertensive disease case management
Diabetes case management
Mg SO4 Management of pre-eclampsia
Fetal growth restriction detection and management
Labour and delivery management:

Essential care
Basic emergency obstetric care
Comprehensive emergency obstetric care

Induction of labor for pregnancies lasting 41+ weeks

Interventions for maternal and newborn health
Early detection and treatment of HIV in pregnant women
Tetanus toxoid immunization during pregnancy
Antibiotics for preterm premature rupture of membranes
Antenatal corticosteroids for preterm labor
Active management of the third stage of labor
Neonatal resuscitation
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Neil H McKerrow1  1Head:  Paediatrics & Child Health, Department of Health, KwaZulu-Natal

Neither South Africa, nor the world, achieved the fourth Millennium Development Goal target for a two-thirds reduction in 
under-5 mortality. However, major improvements in child survival were obtained and a 50% reduction was achieved in the 
global under-5 mortality rate (U5MR). Regrettably the neonatal mortality rate declined by only 37% and the greatest 
contribution to the reduction in the under-5 mortality rate resulted from a reduction in post neonatal, infant deaths.42 

Neonatal deaths account for 44% of under-5 deaths43 with the bulk of these occurring in low- and middle-income countries 
and any further improvement in the U5MR requires a similar reduction in neonatal deaths.

Seventy-three per cent of neonatal deaths occur in the first week of life and the day of one’s birth has been described as the 
most dangerous of one’s life. Very small babies account for 80% of these neonatal deaths with 35% due to conditions 
related to preterm birth, 24% due to intrapartum events, including asphyxia, and 20% due to neonatal infections.44

Early neonatal deaths are thus not only a significant contributor towards under-5 deaths but also provide an indication of 
the quality of antenatal, intrapartum and, to a lesser extent, post natal care.

In the aftermath of the MDGs new initiatives aim to achieve a global neonatal mortality rate of less than 1% or 10 per 
1 000 live births by 2035. The interventions with the potential to achieve this are known - antenatal steroids, neonatal 
resuscitation, chlorhexidine cord cleansing, Continuous Positive Airways Pressure (CPAP), Kangaroo Mother Care and the 
case management of sick and small newborns – but at present all these only have limited coverage. The challenge is 
therefore to ensure effective coverage of these programmes and in South Africa this has been advocated by the National 
Perinatal Morbidity and Mortality Committee (NaPeMMCo). Implementing the key recommendations from NaPeMMCo, the 
National Department of Health began to roll out Helping Babies Breathe (HBB) across the country in October 2013, the 
Management of Sick and Small Newborns (MSSN) in September 2014 and CPAP in October 2015. It is probably too soon 
to see any impact from these interventions.

Based on death notifications Stats SA38 recorded 10 503 neonatal deaths in South Africa in 2014 (Table 22). Almost 
three-quarters of these (71.3%) were early neonatal deaths, occurring in the first 7 days of life, and one quarter (25.7%) 
occurred within 24 hours of birth. This provides an estimated early neonatal mortality rate (eNMR) of 8.5 per 1 000 live 
births. This is most likely an overestimation as it does not account for the late registration of births. Whilst there has been 
little change in the number of total and early neonatal deaths over the past four years, the eNMR has declined slightly 
(assuming a correction of the 2014 eNMR for late birth registrations) and the proportion of deaths within 24 hours has 
dropped substantially.38,40 The fall in the proportion of deaths within the first 24 hours may reflect improved neonatal 
resuscitation following the introduction of HBB.

The majority of these deaths (71.0%) occurred in hospital, a small proportion at home (4.3%) and in a fifth (21.7%) of 
notifications the place of death was not specified.

Table 22: Trend in early neonatal death notifications, 2011-2014 (Stats SA)

EARLY NEONATAL DEATH RATE

YEAR LIVE BIRTHS NEONATAL DEATHS 
(ND)

EARLY NEONATAL 
DEATHS (END)

END/NND
(%)

ENMR % < 24
HOURS

2011 1 009 729 11 002 8 078 73.4% 8.0 41.6%

2012 1 073 886 11 256 8 504 75.6% 7.9 43.8%

2013 990 642 10 438 7 512 72.0% 7.6 37.2%

2014 886 202 10 503 7 495 71.3% 8.5 25.7%
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Data from the Perinatal Problem Identification Programme (PPIP),40 reporting on mortality audits of 75% of perinatal deaths 
in 2012 and 2013 in the public health sector, records a eNMR of 10.6 per 1 000 live births for all birthweight categories 
dropping to 7.3 per 1 000 live births in babies with a birthweight above 1 000g. Almost half of the early neonatal deaths 
(43.6%) occurred in level 1 health facilities and the eNMR increased with an increase in the level of care (Figure 28). For all 
birthweight categories it increases from 1.4 in community health centres to 22.3 per 1 000 live births in national tertiary 
hospitals; and amongst babies with a birthweight above 1 000g from 1.1 in community health centres to 13.5 per 1 000 
live births in national central hospitals.

Figure 28: Comparison of early neonatal death by level of care, 2012-13 (PPIP)

Preterm births account for 48.7% of neonatal deaths, intrapartum hypoxia for 28.9%, congenital abnormalities for 8.2% and 
neonatal infections for 7.4%. In the early neonatal period unexplained preterm birth and intrapartum hypoxia are the two 
commonest causes of death (Figure 29).

Figure 29: Comparison of early neonatal deaths (500g +) per maternal disease category by level of care, 2012-13 (PPIP)

An estimated 50% of early neonatal deaths are associated with modifiable factors 
and could theoretically have been prevented.

In 49.2% deaths due to intrapartum hypoxia these factors are health care provider associated including failure to detect or 
respond to foetal distress. Patient and family associated factors occur in 30.5% of deaths from preterm birth including 
inadequate attendance at antenatal care or a delay in seeking medical care during labour.

The early neonatal death rate measures the number of neonatal deaths occurring within seven completed days after birth 
per 1 000 live births.

The 2015/16 DHIS data recorded an inpatient early neonatal death rate (IP eNDR) of 10.5 per 1 000 live births. This is 
understandably higher than the 2014 Stats SA eNMR of 8.5 which includes births and deaths in the private health sector as 
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well as those outside the heath sector. This is an increase from the 2014/15 IP eNDR and continues the recent rise in the IP 
eNDR although there has been no consistent trend in the rate since 2005 (Figure 30). 

Figure 30: Annual change in national average early neonatal mortality in facility rate, 2006/07 – 2015/16 (DHIS)

The provincial average for the IP eNDR in 2015/16 ranges from 7.3 per 1 000 live births in the Western Cape to 14.3 per 
1 000 in the Northern Cape (Table 23). This represents a 2 fold difference between the best and worst performing provinces. 
Just four provinces had an average provincial early neonatal mortality in facility rate that was below the national average. 
Since 2005 the Western Cape has consistently had the lowest inpatient early neonatal death rate ranging between 4.8 in 
2013/14 and 7.3 per 1 000 live births in 2015/16. The Eastern Cape has had the highest IP eNDR for all years except 
2007/08, 2014/15 and 2015/16 ranging from 11.4 in 2007/08 to 16.4 per 1 000 live births in 2012/13. During this 
period there has been a 1.9 – 2.9 fold difference between the best and worst performing provinces.

Table 23: Inpatient early neonatal death rate (DHIS), 2007/08 – 2015/16
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-10.0%
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4.0%

6.0%

06/07 07/08 08/09 09/10 10/11 11/12 12/13 13/14 14/15 15/16

 2007/08Province  2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 

Eastern Cape 11.4 12.9 11.6 13.2 14.5 16.4 14.1 13.3 12.8 
Free State 11.3 10.9 10.8 12.4 11.7 10.8 12.3 10.5 10.6 
Gauteng 7.8 9.3 8.9 9.6 9.7 8.8 9.3 9.7 9.5 
KwaZulu-Natal 5.5 6.1 9.0 9.0 9.2 8.7 10.4 10.3 10.8 
Limpopo 10.8 10.7 10.7 10.7 11.0 11.5 11.7 11.6 12.6 
Mpumalanga 11.9 10.1 10.6 9.2 9.8 9.5 8.6 7.9 9.3 
Northern Cape 11.8 11.2 10.6 12.0 13.0 11.7 12.8 14.6 14.3 
North West 9.7 9.8 10.2 12.8 11.2 10.4 9.5 10.8 9.8 
Western Cape 6.3 5.4 5.2 4.9 5.1 6.2 4.8 5.3 7.3 
RSA 8.7 9.1 9.5 10.0 10.2 10.2 10.1 10.1 10.5 
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Gauteng, Northern Cape, North West and Western Cape provinces all experienced an increase in the eNMR and the Free 
State saw the greatest (14.8%) decline in the eNMR between 2013/14 and 2014/15. The eNMR has fluctuated on an 
annual basis with no province or the country experiencing a consistent trend for more than four years (Table 24).

Table 24: Annual change in average provincial early neonatal mortality in facility rate, 2006/07 – 2015/16 (DHIS)

Figure 31 shows the pattern of inpatient early neonatal deaths in the districts in 2015/16 with a 7.4 fold variation between 
the lowest rate of 2.7 per 1 000 live births in Xhariep (FS) to the highest rate of 22.0 in Capricorn (LP). Thirty two districts 
had an IP eNDR below the national average in the same period and the decline was more than 1.0 per 1 000 in eighteen 
of these. The greatest decline was in Xhariep (FS) which experienced a 70.8% reduction in IP eNDR compared to the 75.7% 
rise in the West Coast (WC). The IP eNDR declined in four of the five districts in the Northern Cape, one out of six districts 
in the Western Cape and none in Mpumalanga. Those districts with a higher rate were clustered in the Northern Cape and 
Eastern Cape which included five of the ten districts with the highest IP eNDR. The greatest increase in IP eNDR (129.8%) 
occurred in Central Karoo, the only district in the Western Cape with an IP eNDR above the national average. This increase 
rate represents an increase from 7 to 16 early neonatal deaths.

The annual trends in early neonatal death rates shows a similar picture to that at the provincial level with wide variations 
from year to year within individual districts. Only Mpumalanga and North West provinces have experienced a consistent 
trend suggesting a decline in IP eNDR across all districts. Over the past five years no district has maintained a consistent 
decline from year-to-year in the in the IP eNDR whilst eThekwini (KZN) is the only district that has seen an increase in the 
rate every year over the past five years.

Province  2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 

Eastern Cape  -13.8% -14.0% 13.1% -9.6% 13.0% 10.2% 13.3% -14.4% -5.7% -3.6% 

Free State  6.7% 19.5% -3.1% -1.1% 14.5% -5.6% -7.7% 14.3% -14.8% 1.2% 

Gauteng  -12.1% 0.3% 18.6% -4.1% 7.7% 1.6% -10.0% 6.0% 4.5% -2.3% 

KwaZulu-Natal -3.9% -35.3% 11.6% 47.1% 0.7% 2.1% -5.7% 19.0% -0.5% 4.8% 

Limpopo  8.6% -8.5% -1.2% 0.0% 0.2% 2.6% 5.4% 0.9% -0.2% 8.4% 

Mpumalanga 9.9% 18.0% -15.1% 4.3% -12.5% 6.1% -2.9% -10.2% -7.8% 18.0% 

Northern Cape  35.0% -0.1% -4.4% -5.3% 12.7% 8.9% -10.7% 9.5% 14.5% -1.9% 

North West  -7.6% -11.1% 1.0% 3.5% 25.2% -12.4% -6.5% -9.0% 14.0% -9.3% 

Western Cape  5.6% -9.1% -14.1% -3.4% -5.7% 4.9% 20.1% -22.3% 9.9% 38.4% 

RSA  -3.0% -9.3% 4.0% 4.4% 5.3% 2.4% -0.6% -0.3% 0.1% 3.9% 
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Figure 31: Annual trends: inpatient early neonatal mortality rates in facility, 2005/06 – 2015/16 (DHIS)
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The trend in inpatient early neonatal death rate has a more consistent correlation with socio-economic quintiles than the 
stillbirth rate. The IP eNDR was highest in the SEQ1 and SEQ2 and lowest in SEQ3 and SEQ5 (Figure 32). Although this 
pattern has persisted since 2009/10 the gap between quintiles has narrowed as the rate in the more deprived quintiles has 
dropped and that in better off quintiles has increased. There is no obvious explanation for this paradox which most likely 
reflects the net effect of patient behaviour, health systems performance and the quality of clinical care provided.

Figure 32: Trend in annual inpatient early neonatal death rate by SEQ (DHIS), 2007/08 – 2015/16

Key findings
Early neonatal mortality is a sensitive indicator of social circumstances, maternal wellbeing and standards of maternity 
care. Both the neonatal and the early neonatal mortality rates have fluctuated from year to year and neither has shown a 
sustained decline over the past decade. This most likely reflects failings in the health system with poor coverage of primary 
interventions and inconsistent standards of care.

Recommendations
Whilst specific interventions to improve foetal and neonatal outcomes have been identified and adopted their 
implementation is incomplete and their impact has been limited.

To improve this requires strengthening of the health system through the provision of appropriately resourced health 
facilities, knowledgeable and skilled health care providers and access to efficient inter-facility transport systems.
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Yages Singh1, Ameena Goga1, 2  1 South African Medical Research Council 2 Department of Paediatrics, University of Pretoria

The period soon after childbirth poses substantial health risks for both mother and newborn, and is thus critical in the lives 
of mothers and newborn babies. For both newborns and mothers, the highest risk of death occurs at delivery followed by 
the first hours and days after childbirth.45 Yet the postpartum and postnatal period receives less attention from health care 
providers than pregnancy and childbirth.46 Each year an estimated 289 000 women die worldwide from complications 
related to pregnancy, childbirth or the postnatal period and up to two thirds of such maternal deaths occur after delivery.p In 
low income countries, almost 40% of woman experience complications after delivery and an estimated 15% develop 
potential life threatening problems.p Lack of care during the post natal period may result in death or disability as a result of 
missed opportunities to promote healthy behaviours affecting woman, newborn and children.47 In fact, low coverage in the 
post natal period negatively influences other maternal, newborn and child health programmes.47 Compared with other 
maternal and infant health services, coverage of postnatal care tends to be relatively poor. Therefore, the delivery of 
sustained care services is critical during the post natal period. South Africa is one of the few developing countries that has 
made efforts in promoting the uptake of postnatal visits with 6 days postpartum.

Global Causes of neonatal deaths and global targets to reduce neonatal deaths

Global targets by Every Newborn Action Plan aim to reduce neonatal deaths to 12 or fewer per 1000 live births by 2030.48 

Liu et.al report that of the 6.3 million children who died before the age of 5 years in 2013, 56% died in the post-neonatal 
period, whilst 44% died in the neonatal period; overall, 51.8% died of infectious causes.48 Global causes of neonatal death 
include preterm birth complications, intrapartum related complications, neonatal sepsis or meningitis, congenital 
abnormalities, other neonatal disorders and tetanus.48They also report that the share of global live births in Sub Saharan 
Africa (SSA) has increased steadily between 2000 and 2013 and is predicted to rise to a third of all births in 2030. They 
further project that SSA will not achieve the 2030 target. If trends in cause-specific child mortality continue, families in SSA 
would account for more than 60% of the world’s deaths for children younger than 5 years.48

Figure 33: Global causes of child deaths in 201548

MOTHER POSTNATAL VISIT WITHIN 6 DAYS’ RATE

p Langlois ÉV, Miszkurka M, Zunzunegui MV, Ghaffar A, Ziegler D, Karp I. Bulletin of the World Health Organization. 2015/04/01 00:00; 93(4)259-270G
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Therefore, scale up of proven interventions to prevent and treat childhood diseases, and particularly neonatal disease is the 
key to accelerating progress towards improved child survival and achievement of the 2030 and 2035 targets.

Good quality care at birth is key to improve neonatal survival and is only effective if specific interventions are implemented. 
Neonatal deaths may be reduced by timely postnatal care including kangaroo mother care, improvements in maternal and 
child nutrition and scale up of new and low cost advances in neonatal care such as umbilical-cord care.48

Causes of neonatal deaths and targets to reduce neonatal deaths in South Africa

In South Africa the neonatal mortality rate is 14 per 1000 live births.q Stats SA reported that the perinatal mortality rate for 
2011, 2012 and 2013 was 22/1 000, 21/1 000 and 25/1 000 live births respectively.38 The report further states that over 
a three year period, more than 50% of early neonatal deaths occurred between 1-7 days after birth.

Since 2000 the SAMRC Unit for Maternal and Infant Health Care Strategies, in conjunction with the South African National 
Department of Health, has scaled up the use of a tool known as the PPIP to audit perinatal deaths at institutional level.40 
Participation is voluntary and thus far 588 sites participate nationally, capturing an estimated 75.6% of national births within 
institutions (using the DHIS denominator for total number of deliveries).The PPIP sites span across all 52 districts, and across 
all levels of care. Table 25 gives the distribution of live births in South Africa by type of facility and the  percentage that each 
facility type contributes to the PPIP data, demonstrating a preponderance of district hospitals and community health clinics 
in the PPIP data. This illustrates that PPIP data reflect scenarios that are closer to district and primary health care (PHC) levels 
than centralised and private hospital levels.

Table 25: Comparison between % deliveries that occur at each type of facility and % that each type of facility contributes to PPIP data

Late neonatal deaths are not included in the PPIP reports. Early neonatal death rates, which are measured during the first 
week (seven days) of life amongst live-born infants, are documented as 10.6 per 1 000 live births in South Africa, meaning 
that of 10 000 live births 106 children die within the first week of life.40 The main causes of early neonatal deaths are 
hypoxia and prematurity, followed by congenital abnormalities and infection (Table 26).40 Amongst infants born at 500 
grams or above, the most number of early neonatal deaths occurred at district and regional hospital levels; whilst amongst 
infants born at 1kg or above most deaths occur at district hospital level.40

q Velaphi S. Reducing neonatal deaths in South Africa – are we there yet, and what can be done? SAJCH 2012 6(3): Available from http://www.sajch.org.za/index.php/SAJCH/article/view/493/327. 
Accessed 5 April 2016.

Type of Facility

% of total deliveries occurring in 
each facility type in facilities 
(denominator  = Total deliveries
 in country)

% (number) that each facility type 
contributed to PPIP data between 
1 January 2012-31 December 
2013

District Hospital 40.7 46.3 (654 11) 
Regional Hospital 26.7 27.2 (389334)
Provincial Tertiary Hospital 5.9 4.9 (69 470)
National Central Hospital 6.1 5.1 (72 503)
Private 1.0 0
Clinic 5.0 0
Community Health Centre 13.2 16.2 (229933)

Data source: DHIS 2013-14 (Column 2) and Saving babies report 2012-13 (Column 3)
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Table 26: Main causes of early neonatal deaths by facility type, expressed per 1 000 live births for each level of care

A 6-day visit that provides quality health care could help reduce early neonatal and neonatal mortality rates amongst infants 
who were well at birth, discharged from birthing facilities and who are at risk of new infections, untreated perinatal 
infections, undiagnosed congenital abnormalities/inherited conditions, feeding problems and untreated HIV infection.

With the introduction of birth HIV testing of infants a 6-day visit would also facilitate return of results and early identification 
and treatment of HIV infected infants. Additionally a 6-day visit provides essential follow-up and care for the mother to 
ensure health recovery post-delivery, detect abnormal bleeding early, establish and check breastfeeding and ensure optimal 
antiretroviral therapy (if HIV positive).

The South African Maternity care Guidelines2 and the South African National policy to prevent HIV transmission from mother 
to child both recommend a postnatal visit for mother and infant within three to six days post-delivery.3 These guidelines 
promote the integration of prevention of mother-to-child transmission with maternal, newborn and child health services and 
suggest key interventions during this early postnatal visit (Text Box 6).

Text Box 6: South African guidelines on early postnatal care

Recommended interventions during the first (3-6 day) postnatal follow-up visit.
Maternity care guidelines: Health care providers should:
Check any orders or special concerns noted on the discharge summary.
Check temperature, heart rate, blood pressure, respiratory rate.
Palpate the abdomen and uterus for tenderness.
Examine the legs for evidence of thrombosis.
Check for vaginal bleeding and offensive vaginal discharge.
Check breasts and nipples for any problems.
Assess the baby’s condition.
Counsel and advise on self-care, mood problems, infant care and feeding, and the 6-week follow-up.
Call a senior midwife or doctor if there are abnormalities: consider transfer from a CHC to hospital.

Source: Saving Babies 2012-2013: Ninth report on perinatal care in South Africa
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CHC DH RH PT NC SA 

ENNDR 500g+       
Congenital abnormalities 0.09 0.69 0.96 1.81 2.90 0.83 
Hypoxia 0.48 3.63 3.34 4.35 4.35 3.11 
Immaturity related 0.51 4.94 6.85 7.47 11.20 5.17 
Infection 0.14 0.43 1.03 2.00 2.62 0.73 
Miscellaneous 0.11 0.48 0.54 0.68 0.64 0.46 
Trauma 0.02 0.07 0.08 0.15 0.03 0.07 
Unknown cause of death 0.07 0.22 0.16 0.27 0.54 0.20 
Total 1.43 10.47 12.96 16.74 22.28 10.56 

ENNDR 1000g+       
Congenital abnormalities 0.09 0.67 0.90 1.56 2.78 0.78 
Hypoxia 0.46 3.59 3.30 3.96 4.24 3.04 
Immaturity related 0.19 2.59 2.56 2.23 3.45 2.21 
Infection 0.13 0.40 0.82 1.49 2.03 0.60 
Miscellaneous 0.11 0.47 0.45 0.57 0.55 0.41 
Trauma 0.01 0.07 0.07 0.13 0.02 0.06 
Unknown cause of death 0.06 0.21 0.14 0.25 0.43 0.18 
Total 1.06 8.00 8.24 10.18 13.48 7.29 



Source: DHIS

2015 PMTCT guidelines state:
The first postnatal visit for the infant is scheduled for day 3, and should occur within 6 days of life at the 
health facility.
At the first postnatal visit: review feeding practices, check breast health, maternal health and child health, 
improve the quality of the mother’s health and reduce mortality by including family planning counselling, 
and provide general support
Mothers initiated on ART should have their CD4 and creatinine checked and reviewed at the 3-6 day 
postnatal visit

The ‘mother postnatal visit within 6 days rate’ measures the mothers who received postnatal care within 6 days after delivery 
as a proportion of deliveries in health facilities and thus monitors access to critical postnatal care. The numerator is total 
number of mothers with a postnatal visit within 6 days post-delivery and the denominator is total number of deliveries in the 
facility. The ideal ‘mother postnatal visit within 6 days rate’ is 100% i.e. 100% of mothers giving birth in a facility should 
return for a postnatal visit within 6 days. The difficulty with this indicator is that it does not necessarily measure the same 
mothers in the numerator and denominator:

Mothers may deliver in one facility, contributing to the denominator but may seek postnatal care elsewhere (another 
facility, sub-district, district or province), contributing to the latter’s numerator only. In this instance the delivery facility will 
have a low mother postnatal visit within 6 days rate whilst the postnatal care facility will have a higher rate than expected.

Thus an increase in this indicator rate could result from either an increased numerator or a decreased denominator. An 
increased numerator could mean that access to care has improved (more mothers are visiting the facilities within the first 
6 days after birth) or mothers from a referral centres are now accessing care at a lower level within the health system or 
mothers are moving between provinces accessing postnatal care elsewhere. For example mothers who gave birth at 
hospitals may return to clinics for post natal care; or mothers delivering in Western Cape province may move to Eastern 
Cape for postnatal care, resulting in miss-match between numerator and denominator, and the rate for this indicator may 
be more than 100% (large numerator and smaller denominator) at the clinic or in the Eastern Cape.

A decrease in this indicator rate could mean that the numerator has decreased or the denominator has increased. For 
example babies born at a clinic who were referred to hospital post-delivery and who remain hospitalised by 6-days 
post-delivery would be counted in the denominator in the delivery facility but would not contribute to the numerator. As 
with other indicators where just the numerator or denominator is hospital based, the ideal is not to analyse the indicator 
at facility level but rather from sub-district level and higher.

The South African target for the mother postnatal visit within 6 days rate was 80% in 2014/15 and 85% in 2015/16. In 
2015/16, the national average of mother postnatal visit within 6 days rate was 68.5% (Table 27). No province reached 
the national target of 85% in 2015/16. The lowest performing province in 2015/16 was Northern Cape with a rate of 
53.0% as the case since 2009/10.

Table 27: Mother postnatal visit within 6 days rate by province, 2009/10 - 2015/16 (%)

• 

• 

• 

• 

  2009/10Province  2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
Eastern Cape   17.1 48.5 55.5 54.6 58.0 58.2 
Free State 0.1 47.4 82.0 82.3 83.9 80.8 71.2 
Gauteng 0.0 14.4 72.0 85.1 86.5 85.5 76.9 
KwaZulu-Natal 25.7 40.6 57.3 69.4 72.2 66.4 69.8 
Limpopo 0.3 45.3 65.2 73.0 72.3 72.4 66.8 
Mpumalanga   4.8 51.9 61.6 53.9 59.7 62.6 
Northern Cape   25.6 42.7 51.7 51.2 56.5 53.0 
North West 2.9 52.3 76.4 78.9 74.0 74.7 69.4 
Western Cape         82.8 100.5 67.8 
RSA 5.6 26.3 56.4 65.2 73.0 74.3 68.5 
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With the exception of Western Cape (which has no available data before 2013/14), data from 2011/12 to 2014/15 
demonstrated a gradual increase in uptake of mother postnatal visit within 6 days in all provinces. Gauteng and 
KwaZulu-Natal, demonstrated a steep rise in the rate between 2011/12 and 2012/13 of 13.1 and 12.1 percentage points 
respectively. This rise may be due to an increase in uptake of early postnatal care or may reflect better documentation of this 
indicator, following district-based workshops (since 2012) to improve monitoring using routine data.49 It is postulated that a 
larger proportion of the rise is due to an increase in uptake rather than better documentation as the revised policy on 
postnatal care was initially introduced in 2010 and the timing of the steep uptake was closer to the timing of the policy 
introductions than the timing of the district-based workshops.

Only three provinces showed a slight increase in the rate between 2014/15 and 2015/16 namely Eastern Cape, 
KwaZulu-Natal and Mpumalanga with 0.2, 3.4 and 2.9 percentage points respectively. The rests of the provinces showed 
a decline with the highest percentage point drop in the Western Cape of 32.7 percentage points.

Figure 34 illustrates that all but two districts (Xhariep in Free State and Johannesburg in Gauteng) had a postnatal visit rate 
within 6 days rate below the national target of 85% in 2015/16. The rate in Xhariep was 190.9%. This reflects a 
numerator-denominator mismatch.13 The weakest performing district was Central Karoo at 26.0% and contributed largely 
to the decline in the rate of Western Cape in 2015/16. In 2015/16, 96% of the districts did not achieve the target compared 
to 85% in 2014/15. Increasing a target for already poor performing districts was unrealistic. Investigating the reasons for 
much lower postnatal care uptake should take precedence over aiming to achieve a target.

Data show varying district trends between 2011/12 and 2015/16 and large inter-district variations in almost all provinces. 
Table 28 summarises the changes that are most notable in the same period.

Figure 34: Annual trend: mother postnatal visits within 6 days, 2011/12-2015/16 per district
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Table 28: Trend changes in districts – mother postnatal visit within 6 days, 2011/12 – 2015/16
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Province District Upward trend in uptake Variations in uptake

Eastern Cape

Alfred Nzo 2011/12-2015/16
Amathole 2011/12-2014/15 2014/15-2015/16
Buffalo City 2011/12-2015/16
Chris Hani 2011/12-2014/15 2014/15-2015/16
Joe Gqabi 2011/12-2013/14 2013/14-2015/16
Nelson Mandela Bay 2011/12-2015/16
OR Tambo 2011/12-2015/16
Sarah Baartman 2011/12-2012/13 2012/13-2015/16

Free State

Fezile Dabi 2011/12-2015/16
Lejweleputswa 2011/12-2014/15 2014/15-2015/16
Mangaung 2011/12-2015/16
Xhariep 2011/12-2015/16
Thabo Mofutsanyana 2011/12-2015/16

Gauteng

Ekurhuleni 2011/12-2015/16
Johannesburg 2011/12-2014/15 2014/15-2015/16
Sedibeng 2011/12-2013/14 2013/14-2015/16
Tshwane 2012/13-2015/16
West Rand 2011/12-2015/16

KwaZulu-Natal

Amajuba 2011/12-2015/16
eThekwini 2011/12-2013/14 2013/14-2015/16
iLembe 2011/12-2013/14 2013/14-2015/16
Ugu 2011/12-2012/13 2013/14-2015/16
uMgungundlovu 2011/12-2012/13 2013/14 -2015/16
uMkhanyakude 2011/12-2013/14 2014/15 -2015/16
uMzinyathi 2013/14-2015/16 2011/12-2012/13
uThukela 2011/12-2015/16
uThungulu 2011/12-2015/16
Zululand 2011/12-2015/16
Harry Gwala 2011/12-2015/16

Limpopo

Capricorn 2011/12-2015/16
Mopani 2011/12-2014/15 2015/16
Vhembe 2011/12-2015/16
Waterberg 2011/12-2015/16
Sekhukhune 2011/12-2015/16
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Source: DHIS

Province District Upward trend in uptake Variations in uptake

Mpumalanga
Ehlanzeni 2011/12-2015/16
Gert Sibande 2011/12-2015/16
Nkangala 2011/12-2015/16

Northern Cape

Frances Baard 2011/12-2015/16
JT Gaetsewe 2011/12-2015/16
Namakwa 2011/12-2014/15 2015/16
Pixley Ka Seme 2011/12-2014/15 2015/16
ZF Mgcawu 2011/12-2015/16

North West

Bojanala 2011/12-2015/16
Dr K Kaunda 2011/12-2015/16
NM Molema 2011/12-2015/16
RS Mompati 2011/12-2012/13 2013/14-2015/16
Cape Town 2013/14-2015/16

Western Cape

Cape Winelands 2013/14-2015/16
Central Karoo 2013/14-2015/16
Eden: DC4 2013/14-2015/16
Overberg 2013/14-2015/16
West Coast 2013/14-2015/16

The mother postnatal visit within 6 days rate was lowest in the most deprived socio economic quintile (SEQ1) districts 
(61.7%), followed by SEQ4 (well off districts), and the highest in the least deprived SEQ5 districts at 86.0% (Figure 35). The 
least deprived SEQ districts attained the national target for this indicator. All SEQs showed upward trends between 2010/11 
and 2013/14 and although the rate in SEQ1 and 4 remained the lowest between 2013/14 and 2015/16, they continued 
to show an upward trend as the case with SEQ5. Socio economic quintiles 2 and 3 showed a downward trend in the same 
period.

Figure 35: Trends in average district valued by socio-economic quintile for mother postnatal visit within 6 days rate
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The South African PMTCT evaluation demonstrated that uptake of PMTCT services is high with more than 98% of women 
getting HIV tested during pregnancy.50 If integrating PMTCT services with mother and child health (MCH) service is the goal, 
then the variation between uptake of PMTCT services (more than 95% testing uptake) versus uptake of postnatal care 
services (68.5%) demonstrates a key gap in access to postnatal routine MCH services. Therefore the reasons for much lower 
postnatal care uptake needs to be further investigated. The reasons for variations in the number of visits 3-6 days postpartum 
in all districts need to be further investigated.

Key findings

This indicator is difficult to interpret because miss-match between numerator and denominator is ubiquitous. According to 
the data, the average uptake of postnatal visit within the first 3-6 day post-delivery is 68.5%, a decline compared to the SA 
average of 74.3% in 2014/15.

Gaps

The data for the last five years clearly indicates district-level gaps: what is the reason that only 4% of districts reached the 
target of 85%?

The data also show numerator and denominator miss-match, which lead to some provinces and districts having a rate of 
more than 100% for this indicator in 2014/15 and 2015/16. As explained in this indicator definition, mismatch between 
numberator and denominator could occur very easily for this indicator due to transfer between different levels of care.

Gert Sibande (MP), Frances Baard (NC), OR Tambo (EC), Namakwa (NC), Eden, West Coast and Central Karoo (all WC) 
are performing below 50% which require urgent attention and further investigations.

Only two districts achieve the national target in 2015/16, regardless of whether the target is taken as 80% or 85%, 
although the rate in Xhariep (FS) skewed the rate.

Recommendations

Districts with very high or very low uptake need to meet with their Monitoring and Evaluation Units / information officers, 
who should work with clinical specialists and programme managers to ensure that clinical understanding of the indicator 
is congruous and that recording and reporting is conducted accurately. Factors that increase numerators and 
denominators or vice versa should be discussed.

Discussions should occur across all levels of care, as an increase in this indicator at a referral hospital may be explained 
by a decrease at a referring clinic due to post-delivery referrals to referral hospitals, and vice versa. The persistence of 
<80% uptake at national level (where mis-matches should have disappeared), necessitates further in-depth explorations 
and possible qualitative work to understand this indicator, and the provincial and district-level variations across years.

The opportunity created by MOMCONNECT,51 a National Department of Health initiative to use cellphone SMS 
technology to register every pregnant woman in South Africa, to increase uptake of the first early postnatal visit should be 
explored. Messages on the importance of the first early postnatal visit should be communicated antenatally and 
immediately post-delivery.

The opportunties provided by community health workers (CHW) and ward based outreach teams (WBOTS) to track women 
at facility and district levels should also be examined, especially in low performing districts where CHW/WBOTS can 
bolster community-based care and encourage early postnatal care.
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This section covers three health and service delivery priorities highlighted in the Maternal, Newborn, Child, and Women’s 
Health and Nutrition (MNCWH&N) Strategic Plan52 namely contraceptive services, safe abortion services, and cervical 
cancer screening and treatment services.

Unless otherwise indicated, the data presented here largely represent services provided in public sector health facilities. 
These data are collected in facilities and collated at the national level in the DHIS, with selected data and analysis provided 
in the DHB series.

Although the analyses, commentary and recommendations in this section have focussed primarily on data and not on 
qualitative, programmatic and operational research, issues relating to health systems and quality of care are highlighted, 
especially where these potentially impact on improved health care delivery and outcomes.

Couple year protection rate

The definitions of contraceptive indicators in DHIS and additional, internationally recognised indicators are shown in Table 
29.
Table 29: Definition of indicator(s) (DHIS) and additional, internationally recognised indicators

WOMEN’S HEALTH

Couple Year Protection 
Rate (CYPR)

Women of reproductive age who are 
protected against pregnancy by using 
modern contraceptive methods(i), including 
sterilisations, in a given year

For a given year:
1. For each contraceptive method: 
    Total items dispensed (ii)method-specific
    conversion factor(ii)

2. Sum of all method-specific results (from step 1)
3. Divide results from Step 2 by population of
    women aged 15-49

Contraceptive prevalence 
rate (CPR)(iii)

Percentage of sexually active(iv) women of 
reproductive age who are currently using a 
modern method of contraception

Number of sexually active women aged 15-49 
reporting current contraceptive use. Total 
population of sexually active women aged 15-49

Unmet need for family 
planning (Unmet Need)(iii)

Proportion of married women of 
reproductive age who ‘need’(v) 

contraception but who are not currently 
using contraception

Number of women aged 15-49 who ‘need’ 
contraception but are not using a modern 
method currently. Total population of women 
aged 15-49 who ‘need’ contraception

Contraceptive indicator in the DHIS and additional, internationally recognised indicators

Indicator Definition Formula
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Percent of family planning 
(FP) need met by modern 
methods (Percent Met 
Need)(iii)

(i)The modern methods of contraception used to calculate CYPR in South Africa are those reported in the DHIS (see Table 30). The DHIS 
statistics are almost entirely composed of methods distributed from government facilities. See below for further detail. 

(ii)The “conversion factor” is method-specific and meant to annualize the protection offered by the method. For example, oral 
contraceptive pills have a conversion factor of 13 because one pack covers 28 days, and 13 packs are required to offer one year of 
contraceptive protection. The sum of all method-specific information, after conversion to annualize the data (i.e. the results of Step 2) 
is referred to as Contraceptive Years Equivalent in South Africa. 

(iii)These indicators are not calculated in the DHIS or published regularly for consideration. They are defined here for reference and 
comparison.

(iv)This is sometimes also expressed as both a proportion of married women or all women aged 15-49.

(v)Contraceptive ‘need’ is defined as women who are fecund, sexually active, and report not wanting more children or wanting to delay 
the next child.

Percentage of all demand for FP that is 
met with modern contraception where 
‘demand for FP’ is the sum of women who 
are currently using contraception and 
those with unmet need for contraception

Number of women aged 15-49 with unmet need 
for FP. (Number of sexually active women aged 
15-49 reporting current contraceptive use + 
Number of women with unmet need for FP)

Contraceptive indicator in the DHIS and additional, internationally recognised indicators

Indicator Definition Formula

A note on terminology

The use of the words contraception, contraceptive services and family planning are used as appropriate to the context. Although the term “family planning” is commonly used by 
international organisations including the World Health Organization, many women feel it excludes those not wishing “to plan a family”, but desire to prevent pregnancy. Based on 
this rationale, the South African National Contraception policy4 uses the term contraception or contraceptive and fertility planning services, and embraces both the planning of 
healthy pregnancies and prevention of unplanned pregnancies.

Empowering women to choose the number and spacing of pregnancies contributes to women’s health and well-being.53 In 
South Africa, HIV and complications in pregnancy are leading causes of maternal deaths.54 Providing access to quality 
contraceptive services is well recognised as an important and cost-effective primary prevention strategy to reduce 
unintended pregnancy, neonatal and maternal morbidity and mortality.55 This includes deaths related to unsafe abortions, 
poor antenatal care and the consequences of HIV.56,57

Sustainable Development Goals, to which South Africa is a signatory, build upon the global development agenda laid out 
in the Millennium Development Goals.58 One indicator under health-related SDG 3 is the percentage of all demand for 
family planning that is met with modern contraception (Per cent Met Need). Demand for family planning is the sum of 
women who are currently using contraception plus those with ‘unmet need’ for contraception (Table 29). For the Per cent 
Met Need indicator, it is proposed in SDG 3 that countries should aim for a benchmark of 75 per cent—that is, that at least 
three-quarters of all women who wish to avoid pregnancy are using a modern contraceptive method. Currently, South Africa 
does not track Per cent Met Need on a routine basis.

Contraceptive Prevalence Rate (CPR) is the indicator provided for contraception within the Maternal, Newborn, Child and 
Women’s Health Strategic Plan for 2012-2016.52 Contraceptive Prevalence Rate describes the percentage of sexually active 
or married or all women aged 15-49 years who are currently using a modern method of contraception (Table 29). National 
estimates of the CPR rely on end-user data. The 2003 SADHS provides the most recent available national measurement at 
64.6% for sexually active women using modern methods.59 Using a statistical model based on existing trends, the estimated 
CPR in married women or women in a union was 63.7% in 2010.60 In the MNCWH Strategic Plan for 2012-2016 the goal 
for this indicator was to reach 75% by 2016.52

Unmet need for contraception describes the percentage of women aged 15-49 years who are married or in a union, and 
who indicate that they either want no more children or want to wait for two or more years before having (another) child, but 
who are not currently using contraception (Table 29).61,59 When last measured in the 2003 SADHS, unmet need for 
contraception was 13.8%.62 The next SADHS is scheduled to begin data collection in 2016.
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Since CPR and unmet need for contraception are not routinely collected in South Africa and the available data are very 
outdated, the focus in this chapter is on the Couple Year Protection Rate (CYPR) indicator, which is defined in (Table 29).13 
Importantly, this indicator is based on dispensing rather than end user data. The way this rate is calculated for each method 
is shown in more detail in the District Health Barometer (DHB) 2015/16.13

Data on contraceptive method distribution at the facility level are routinely collected and collated in the DHIS. Figure 36 
shows CYPR by province based on DHIS data for 2011/12 to 2015/16.63,13

Figure 36: Couple year protection rate by province, 2011/12 – 2015/16

The South African national CYPR in the 2015/16 time period was 48.2%, increasing 1.4 percentage points from 46.8% in 
the previous year (2014/15). This was considerably less than the 10% increase between 2013/14 and 2014/15 which had 
been the largest increase over a one-year period seen in South Africa since calculation of this measure was reported in the 
District Health Barometer (2011/2012).64 Although there has been a steady increase over most years in CYPR, most year on 
year increases have been smaller increases of less than 5%. In 2015/16 the Western Cape had the highest CYPR at 58.6%, 
however this shows a slight decrease from 60.0% in the previous year. The North Western Province was the lowest in 
2015/16 at 35.1%, dropping down from 42.2% in the previous year (Figure 36). Although Western Cape has been leading 
the provinces in CYPR for many years and by a considerable percentage, the WC provincial rate has gained little ground 
over the last five years and other provinces are closing the gap. KwaZulu-Natal, which was one of the lowest CYPR 
performing provinces in 2011/12 (24.8%), has made the greatest gains with an increase of over 30% up to its highest level 
of 57.8% in 2014/15, yet has dropped down by 5.7 percentage points in 2015/16 to 52.1%. The CYPR mid-term target 
of 60% set in the annual performance plan 2014/15-2016/1765 has been reached and exceeded by only three provinces 
to date (Western Cape, KwaZulu-Natal and Free State), however as reported above KwaZulu-Natal has dropped below the 
target after exceeding it in 2014/15. Eastern Cape increased by the largest percentage points over the last two years and is 
now at 53.5%, almost at the target of 60%, moving from the second poorest performing province in 2013/14 to being third 
from the top in 2015/16. Some other provinces are still considerably below the 60% target.

The CYPR by district is shown in the Reproductive Health chapter in the District Health Barometer.13 In 2014/15 in every 
district, the CYPR was over 30%, however this year (2015/16) three districts have dropped below this percentage including 
Alfred Nzo (EC) at 29.8%, Bojanala (NW) 8.8% and ZF Mgcawu (NC) at 26.9%.
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While many districts fall below the 48.2% current national average CYPR, 11 are over 60% including uMzinyathi (KZN) 
which is the highest performing district overall at 85.2%. Interestingly uMgungundlovu (KZN) which was leading the field at 
152.7% in 2014/15 has fallen by half to 62.9% in 2015/16. The reasons behind the high figure in uMzinyathi (KZN) and 
the significant change in fortunes for uMgungundlovu over a one year period will be discussed in the section below.

The DHIS contains information on the type of site that contraception is dispensed from (i.e., hospital, main PHC facilities, or 
other). All sites are government facilities aside from the ‘other’ category which includes government partnerships with private 
and non-governmental organisations (NGOs) where contraceptives are procured by the NDoH but distributed outside 
public health facilities. Contraceptive methods distributed via the private sector are not included in the SA’s CYPR as they are 
not required to report to the DHIS. This results in a gap in reporting, and as SA moves towards the National Health 
Insurance, it will be important to capture and monitor this segment of contraception provision.

As expected the majority of contraceptive methods are dispensed at PHC facilities, aside from male and female sterilisations 
which are predominantly performed in hospitals.25 The proportions of where most methods are dispensed has remained 
relatively stable over the three-year period of 2013/14 through 2015/16. The intrauterine contraceptive device (IUCD) has 
experienced the greatest fluctuations in terms of type of facility/level of care where they are inserted: the proportion inserted 
at PHCs (as opposed to hospitals) has increased from 64.6% in 2013/14 to 83.2% in 2014/15 and then dropped back 
again to 59.8% in 2015/16. The proportion of condom (male and female) dispensed from sites other than the public sector 
has also shown year on year increases in the last three years. Non-public sector sites (e.g. NGOs, private companies, 
pharmacies) now account for 32.3% of male and 29.5% of female condom distribution. The sub-dermal contraceptive 
implant is a newly introduced method as of 2014, and in its first year of availability, the majority (89%) were inserted in PHC 
facilities, however, this figure dropped to 76.2% in 2015/16.

Figure 37 shows CYPR by SEQ’s. Between 2007/08 and 2011/12, districts in SEQ5 (least deprived) had the highest 
contraceptive coverage rates, and SEQ1 (most deprived) the lowest. There have been some changes since that time; with a 
widening of the gap between SEQ3 which led both the least deprived least deprived and most deprived SEQs by 8 
percentage points at 57.8% in 2014/15. However, in 2015/16 SEQ3 fell by 12 percentage points from highest to lowest 
position, whilst the most deprived-SEQ1 increased by almost 12% to take the lead (53.9%).

Figure 37: Couple year protection rate by socioeconomic quintile, 2006/07 – 2015/16

Contraceptive method-specific contribution to the CYPR

To understand the possible reasons behind the changes in CYPR over the last five years we need to better interrogate the 
data from which the indicator is calculated and explore the factors that affect its estimation over time. Table 30 shows the 
CYPR from 2011/12 through 2015/16. For the last two years (2014/15 to 2015/16) the percent change between the years 
is shown on the far right of the table. The contraceptive years equivalent is also shown. This is essentially the numerator for 
CYPR (i.e. the total years of contraceptive protection afforded by the methods dispensed before dividing by the population 
of women of reproductive age (See Table 29)). Contraceptive years equivalent across all methods increased by 4.4% 
between 2014/15 and 2015/16, from 6 980 735 to 7 286 939 (Table 30). In the previous year the change was much 
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higher (25.8%). The next section describes the method-specific changes in contraceptive years equivalent over time and their 
influence on CYPR.

Table 30: Couple year protection rate 2011/12 – 2015/16, Contraceptive years equivalent and data elements contributing to CYPR by 

contraceptive method

Data Element 2011/12 2012/13 2013/14 2014/15 2015/16

%
Change 

(2014/5 –
2015/6)

Couple year protection 
rate 28.7 32.7 37.3 46.8 48.2 1.4

Contraceptive years* 
equivalent 4 757 064 5 550 663 6 980 735 7 286 939 4.4

Female condoms 
distributed Not reported Not reported 13 254 328 21 099 517 27 005 805 28.0

IUCD inserted 10 139 18 141 41 817 39 168 15 150 -61.3

Male condoms 
distributed 273 354 013 387 576 754 506 431 299 712 387 234 839 874 751 17.9

Medroxyprogesterone 
injection provided 5 567 473 5 642 204 5 762 721 5 510 430 5 578 228 1.2

Norethisterone 
enanthate injection 
provided

4 280 071 4 265 963 4 277 194 3 834 005 3 676 445 -4.1

Oral pill cycle provided 4 369 965 4 249 143 3 815 539 3 560 421 3 591 382 0.9

Sterilisation, female 19 446** 28 279 31 551 32 074 33 134 3.3

Sterilisation, male 906 863 1 120 877 772 -12.0

Sub-dermal 
contraceptive implant 
inserted

Not available Not available Not available 175948*** 87 189 -50.4

*Calculated based on all methods distributed and a conversion factor which annualises their contraceptive protection 
(see Steps 1 and 2 under CYPR in Table 1).

** WC data missing
***Data from 4 provinces only included in this year

Condoms and dual protection

The large increase in CYPR between 2013/14 and 2014/15 on closer inspection can be seen to be based largely on 
increases in male (40.7%) and female (59.2%) condom distribution. This increase in condom distribution (both male and 
female) has continued between 2015/16 but at a lower rate – just less than half of the previous years’ increase with male 
condom distribution increasing by 17.9% and female condoms by 28%. While female condom distribution has more than 
doubled since 2013/14, the number of female condoms distributed relative to male condoms distributed still remains low. 
At provincial level, 2013/14 DHIS condom distribution data found that the proportion of female condom distribution to 
male condoms ranged between 2.1% and 5.2% with the Free State recording this highest proportion.66

Condoms are one of the pillars, along with other biomedical, behavioural, social and structural interventions, in the 
National Strategic Plan (NSP) for HIV, STIs and TB (2012-2016).67 The National Contraception and Fertility Planning Policy 
and Service Delivery Guidelines4 (hereafter the National Contraceptive Policy) which embrace both the prevention of 
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unwanted pregnancy (through contraception) and planning for a healthy pregnancy (conception), describe condoms as 
central to the effective delivery of quality and comprehensive sexual and reproductive services, particularly for protection of 
unintended pregnancy and HIV/STI prevention (i.e. dual protection).

The National Contraceptive Policy lists the male condom as a core contraceptive method that should always be available in 
public sector facilities, and although when published the policy stated the female condom was a method to be only available 
in selected facilities, they are now available in almost all health care facilities in South Africa.68 Finally, unlike other 
contraceptive methods there is a strong social marketing sector for male condoms which complements the public sector 
distribution. The principal social marketing male condom brand in South Africa is ‘Lovers Plus’ which is sold through a range 
of distribution channels including private pharmacies and garages.

Many initiatives have been put in place in recent years to strengthen the condom programme including the establishment of 
the Condom Forum at the national level. The Forum is composed of key role players involved in condom distribution in the 
public and non-public sector. The purpose of the forum is to support, coordinate and monitor the implementation of the 
Comprehensive Condom Programme and the National Condom Distribution Strategy. As part of its brief, the Condom 
Forum has worked with provinces and districts to improve not only distribution, but reporting of distribution. Condom 
distribution is supported by many non-governmental and private organisations, most of whom distribute male and female 
condoms that have been obtained from the National Department of Health at no cost. As the South African government is 
the source of the condoms, organisations are asked to report distribution to districts, who then report the information to the 
DHIS. This trend has been observed in the CYPR data elements as discussed earlier with the increase in reporting of condom 
distribution outside of PHC and hospitals facilities.

Condom promotion and distribution have been key elements of the PEPFAR Country Operational Plans, historically, and 
currently.69,70 Many of the organisations funded by PEPFAR distribute and report on male condom distribution as a key 
indicator for HIV prevention, and this also has impacted on condom distribution and reporting.

This increase in condom distribution undoubtedly affects the South African CYPR. South Africa’s current CYPR would look 
very different if condoms were removed from the calculation. The increase in condom distribution can be interpreted in 
several ways. One possibility is that this increase is a result of dual protection (dual method use - condoms and another 
method of contraception) or condom use on its own to protect from pregnancy and STIs/HIV. Dual protection is a key public 
health message in South Africa, supported by the MCNWH Strategic Plan and the National Contraception Policy and the 
National Family Planning Campaign launched in 2014. An increase in dual protection would be an important and positive 
outcome if it were the case. Unfortunately, data on dual protection practice at population level is scanty, with indicators for 
pregnancy and HIV protection rarely measured, analysed and presented together. The Demographic and Health Surveys 
(DHS) conducted globally, collect in-depth data on fertility preferences, contraception and HIV prevention. However, 
although the data could be linked, they are rarely presented in a linked manner in key DHS reports. In the first South African 
DHS (SADHS) conducted in 199871,72 across all age groups, 10.5% of all sexually active women aged 15-49 years used a 
condom at last sex, and 6.3% used a condom as well as another contraceptive method. The analysis showed condom use 
was more likely among younger, more educated, more affluent, and urban women, and among women who changed 
partners more frequently. In the next SADHS in 200372 although 49.2% of 15-19 year olds said they used a condom at last 
sex, only 18% mentioned condom used as their only contraceptive method.73 The data from these two surveys are 
considerably out of date as no DHS has been conducted in South Africa since 2003. However, more recent national data 
on condom use specifically for contraception has been collected in the current four-yearly South African National HIV 
Prevalence, Incidence, Behaviour and Communication survey. This survey focuses primarily on measures of sexual and 
reproductive health (SRH) indicators. Last conducted in 2012, it has collected some information on contraception; however, 
this information is not published in its key reports. In a household survey in four provinces among 18-24 year olds (published 
in 2013), 14.3% of youth using a hormonal method were also using condoms for dual protection.74

Another possible reason for lack of data on actual condom use is that rates of dual protection with condoms only or with 
condoms plus another contraceptive method (e.g. hormonal contraceptives) are not easy to assess. For instance, many 
women using both a hormonal method and condoms may only report the hormonal method when asked about pregnancy 
prevention. In one South African national study of adolescent women, only 7% reported using dual methods; however, this 
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increased to 28.1% when those who only mentioned a hormonal method were asked about condom use at last sex.75

The increased distribution needs to be critically reviewed alongside data that indicate actual use of condoms. Data from the 
National HIV Prevalence, Incidence and Behaviour Survey 2012 suggest that condom use declined between 2008 and 
2012, after a steady increase since 2001.76 Overall, 36.2% of respondents indicated that they had used a condom at last 
sex with the most recent sexual partner, compared with 45.1% in 2008. This was significantly higher in males than females, 
in younger age groups (58.4% of 15-24 year olds compared with 34.4% of 25-49 year olds), and in urban and rural 
informal areas compared with urban and rural formal areas. Amongst priority population groups at high risk of HIV 
exposure, unmarried but cohabiting individuals of reproductive age had the lowest reported rate of condom use at last sex, 
at 33.8%. Overall, 27.4% of respondents reported consistent condom use with their most recent sexual partner, whereas 
4.5% reported ‘almost every time’, 15.2% reported ‘sometimes’, and 52.9% reported ‘never’.77 This decrease in condom 
use, between 2008 and 2012 has prompted a number of initiatives to increase condom use and dual protection. One of 
these campaigns was launched in 2015 in KwaZulu-Natal aiming to reduce teenage pregnancy and sexual transmitted 
infection/HIV.S

Hormonal Contraception-injectables and pills

Medroxyprogesterone acetate 3-monthly and norethisterone enanthate 2-monthly injection: South African women have 
been strongly dependent on hormonal injectable contraceptives for many decades, with Medroxyprogesterone acetate 
(3-monthly injections) dominating the method mix. A major reason for the high injectable use has been the limited range of 
other contraceptive methods available in the public sector. Of the two injectable methods available in South Africa, 
norethisterone enanthate injections have dominated use. Although injectables represent a large proportion of contraceptive 
use, the CYPR masks the discontinuation rates of these methods among users. A secondary analysis of 262 South African 
adolescent new users of hormonal contraception found continuation rates after one year for Medroxyprogesterone acetate, 
norethisterone enanthate, or combined oral contraceptives of 40.4%, 64.4%, and 64.6%, respectively.78

While the CYPR attributable to Medroxyprogesterone acetate has fluctuated a little over the last five years, the distribution in 
2015/16 is almost identical to that reported 5 years ago. Norethisterone enanthate on the other hand dropped by 10.4% 
between 2013/14 and continued to fall in 2014/15 but by a smaller percentage (4.1%). These recent fluctuations in 
attributable CYPR may be due to injectable users switching to the newly introduced implant from 2014. Although the number 
of implants provided in 2014/15 (Table 30) does not equal the loss in injections seen across the two injectable methods, we 
need to remember that only data for four provinces is included in this table for 2014/15.

Oral contraceptive pills: The oral contraceptive uptake declined slightly from 2013/14 by 6.7% but has stabilised in 
2015/16 with a very small increase of under 1%. In the 2003 SADHS the oral contraceptive pill contributed only 12% to the 
total current contraceptive use in sexually active women South Africa.73

Long-acting reversible contraceptives

Long-acting reversible contraceptives (LARCs) include the IUCD and subdermal contraceptive implants. Long-acting 
reversible contraceptives are an essential part of the contraceptive method mix because they include both hormonal and 
non-hormonal options, are highly effective for several years at a time, are removable at any time, and there is an immediate 
return to fertility after removal. (Although some definitions of LARC include the shorter acting hormonal injections, this 
chapter deals with LARCs referring to IUCDs and implants).

Sub-dermal contraceptive implants: The NDoH introduced the single rod Implanon NXT effective for three years in a phased 
approach starting in February 2014.79 Over 175 thousand insertions were reported in the year 2014/15 (Table 30). 
However, only four provinces contributed data to this total and so it is an under-representation of the true number of implant 
insertions in that year. In 2015/16 all provinces reported implant insertions. The data shown in Figure 38 show some 
interesting patterns. Looking firstly at the four provinces in year one of the programme, Northern Cape reported the lowest 
number of implant insertions; however, there is less variation on a month-by-month basis in that province as compared to 
others. In Gauteng, KwaZulu-Natal and Limpopo peaks can clearly be seen about 4-6 months after introduction, which is 
followed by decreases down to levels similar to that at the start of introduction. As the other provinces came on board in     

s http://www.kznhealth.gov.za/mediarelease/2015/New-dual-protection-billboards-will-help-young-people-graduate-alive-04082015.htm
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with 2015/16 with reporting implants, we need to be aware that they may also have had peaks as did the other provinces 
in 2014/15 but what can only be seen now is the very low levels of insertions, however this would need to be verified. The 
overall picture however is a 50% drop in insertions between 2014/15 and 2015/16, bearing in mind also that in 
2014/2015 data from only four provinces is included.

More concerning is that in many districts less than 20 implant insertions are recorded in some months, and there are wide 
variations between districts, with one district of the total 52 districts - Cape Town - reporting a total of 11 560 insertions - 
13% of the total for the whole year, while others are contributing less than 1%. Reporting is also observed to be patchy in 
some districts - no data reported is some months, while other months’ data is reported. Although it may be quite possible 
no insertions were done in those months, it may also indicate lack of reporting and that numbers may be higher than 
observed. There may be many reasons behind the change in implant uptake. This may be attributed to the pool of women 
interested in this method being saturated by 2015/16, and that insertions will continue to stabilize at the lower distribution 
levels. We do not have data on reasons why the uptake of this method has dropped nor the reasons for early removals - an 
area that should have been evaluated from the time the implant was introduced. However, internationally the most common 
reasons relate to side-effects and inadequate counselling.80,81 Although there have been reports of high levels of removals82 
the number of actual removals (0.1%) appears to be lower than data available from other countries.83,84 For example, in 
Ethiopia, based on the average number of implants inserted during the reporting period, the proportion of early removal (≤ 
6 months’ post insertion) was 2%.85 In addition, the concept of ‘early removals’ is complex. Long-acting reversible 
contraceptives remain effective for a stipulated number of years, but women may choose to have them removed for all sorts 
of reasons relating to preference and fertility choices, not only because they experience problems.86

Figure 38: Sub-dermal implant trends by province per quarter: 2014/15 – 2015/16

Intra-uterine copper devices

Intra-uterine copper devices have been an under-used method historically in South Africa. However, the recently revised 
National Contraception Policy promotes long-acting reversible methods including the IUCD. Despite low uptake in 
comparison with other methods, following a training intervention to increase the number of health care providers skilled in 
IUCD insertion, both the number of CYPs offered by IUCDs and the contribution towards overall protection increased rapidly 
between 2012/13 to 2013/14 from 17 000 to 41 000 and remained relatively stable with a drop of just over 6% in 
2014/15. However, in the last year the number of insertions has dropped significantly, with a decrease in uptake of 61.3% 
between 2014/15 – 2015/16. This decrease may also have been impacted on by the introduction of the implant as women 
looking for an effective long-term method now have an alternative to the IUCD.
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Vasectomy and tubal ligation (male and female sterilisation)

The contribution of tubal ligation remains low but relatively stable. There was a small increase of 3.3% tubal ligations 
performed between 2014/15 and 2015/16. Vasectomies are playing an increasingly insignificant role in contraceptive 
service provision in South Africa; there has been year on year decreases in uptake since 2013/14 with a drop of 12.0% in 
2015/16 from the previous year.

Emergency contraception: Emergency contraception is available in South Africa either as oral pills or the IUCD. The 
contribution of oral contraceptive pills used as emergency contraception is not included in the CYPR as it is not seen to be 
a continuous method of contraception. However, extending access to emergency contraception is a key component of the 
MNCWH Strategic Plan’s priority intervention on contraception, designed to reduce unintended pregnancies and abortions. 
Oral emergency contraception has been available in public sector clinics and over-the-counter at pharmacies in South 
Africa since 1999 as a combined oestrogen/progestogen product, and since 2001 as a levonorgestrel-only pill.87

Data limitations

There is a lack of up-to-date useful data – for example, contraceptive prevalence data – to verify CYPR.

The data do not show rates of contraceptive switching and discontinuation which are known to be high in South Africa; 
CYPR rates are unable to account for continuation.

Distribution of methods does not indicate method utilisation – for example, condom and oral contraceptive distribution 
does not indicate actual use.

Difficulty in interpreting condom data: Increases in condom use may partially be due to improved reporting. There is lack 
of data on dual protection. A condom may be used for HIV/STI prevention, rather than pregnancy prevention, but 
condoms have a higher failure rate if not used in combination with a reliable method of contraception.88

Data from the private sector/non-public sector for contraception provision is not available, other than where there is a 
private/public partnership agreement.

Key findings

CYPR is important in monitoring progress in the delivery of contraceptive services. This measure is currently one of the most 
widely used indicators of output in international contraceptive programmes, and so it is important for comparisons to 
benchmark progress in South Africa. There is a need to better understand the data used to estimate CYPR to ensure that 
reporting of those data is as complete as possible. This will contribute to improved confidence that South Africa’s CYPR is 
not underestimated due to lack of reporting or overestimated due to poor data recording.

South Africa has one of the highest rates of condom (male and female) distribution globally and this has no doubt 
positively impacted on the country’s CYPR. Little is known about how much of the increase in condom distribution can be 
attributed to dual method (condoms plus another method of contraception) use or an increase in women using condoms 
for contraception only versus condom use alone for prevention of STI/HIV infection. The latter will concomitantly prevent 
pregnancy and should contribute to CYPR; whereas the use of two methods (condoms and another method of 
contraception) may inappropriately inflate CYPR estimates.

The single most important indicator of progress in contraception is an accurate national CYPR. This has not been available 
in South Africa since 2003. Statistics South Africa, in collaboration with the SAMRC, will be conducting the next SADHS in 
2016 on behalf of the National Department of Health. Earlier this year a dwelling frame update was conducted as a 
requirement prior to the fieldwork which is due to commence later this year.89

The upcoming SADHS aims to provide a better understanding of the health status of the population in South Africa. Key 
topics will include child health, reproductive health, adult health and nutrition. The information collected will assist the 
National Department of Health to plan and prioritise health programmes and service delivery.

We need more data on dual protection as most recent research has revealed a low prevalence of use of dual methods of 
protection in South Africa.90,91,92,93,94,95,96 It has been noted that incidences of STIs, HIV, teenage and unintended pregnancies 
are clearly at odds with high reported condom use in national surveys, suggesting that inconsistent and incorrect condom 
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use and over-reporting in surveys remain key challenges impeding the condom programme’s success. Several studies 
indicate that discontinuation of condom use in longer-term partnerships is common.97 This suggests that condoms are used 
for STI/HIV protection and not for contraception. The data collected in the next SADHS can be used to estimate the 
proportion of dual protection which could be used together with CYPR to create better understanding of CYPR which is 
available on a yearly basis.

Recommendations

Adjust CYPR in relation to condom use - as condom use increases, report CYPR adjusted for estimated dual protection 
rates from recent reliable studies.

Encourage national research to obtain more local data on rates of method switching and continuation.

Improve data collection on LARCs in DHIS by recording removals -including reasons for removals of implants and 
IUCDs.

Refine and update estimates of ‘CPR’, ‘Unmet Need’, and ‘Percent Need Met’ in order to better understand who does 
and does not need contraception in South Africa and if the need for contraception is being met.

Establish stronger ties with the private sector in order to broaden the data available on contraceptive uptake and access 
to services.

Disaggregate data by age to analyse trends in contraception utilisation for adolescents. This is particularly important to 
identify gaps in provision, uptake and access, and provide guidance for interventions to better meet the needs of young 
people.
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Definition

Terminations of pregnancy 
(abortions) performed (N)*

Absolute number of abortions performed 
per year

Sum of all abortions per year

Abortion rate**

Per cent of pregnancies 
ending in abortion***

The proportion of all pregnancies that end 
as a result of induced abortion per year

Abortions performed per year
Estimated total pregnancies per year

Number of induced abortions occurring in 
one year per 1,000 women of reproductive 
age98

Abortions per year x 1 000
Population of women aged 15-44

Indicator Formula

Table 31 shows the definitions of the NIDS and other additional, internationally recognized indicators.

Table 31: Abortion indicators in the DHIS and additional, internationally recognized indicators

The South African Choice on Termination of Pregnancy Act99 (CTOPA) of 1996 allows for abortion on request up to 12 
weeks of gestation and abortion up to 20 weeks in cases of socio-economic hardship, rape, incest and for reasons related 
to the health of the pregnant woman or foetus. After 20 weeks, abortion is available under very limited circumstances.

The Standard Treatment Guidelines and Essential Medicines List for South 
Africa provide guidance on how and where abortion services can be 
provided.100 In the public sector, first-trimester abortion is largely provided by 
trained midwives and registered nurses at the primary care level. Abortion in 
the second trimester must be provided by doctors, who are often supported by 
nursing teams. The Act specifies that abortion procedures must be provided 
in “designated” facilities, i.e. facilities deemed to meet a list of requirements 
by the Executive Council.101 Although the requirements for designation could 
in theory allow for primary-level facilities to offer first-trimester services, in 
practice, most operational public-sector services are found in hospital 

settings. 

There are also many private sector abortion providers in the country operating in private hospitals, clinics or individual 
practices. Marie Stopes South Africa (MSSA), a not-for-profit private provider of SRH services, is likely the largest private 
abortion provider and is operational in six provinces. In some locations, services are provided in MSSA clinics on behalf 
of the government – free of charge to women – through a successful public-private partnership.

Shortly after the CTOPA was ratified, Varkey (2000)143 indicated that, “although the law has undoubtedly made abortion 
services more available in South Africa, the question of how accessible these services are remains to be answered”. 
Unfortunately accessibility remains a problem today. South Africa is one of few places globally where, despite a 
progressive abortion law, women continue to die from unsafe abortion.102,103,104,105 Assessing the precise extent and nature 
of factors contributing to South Africa’s abortion access problem is complex, in part because of insufficient data. Although 
several recent qualitative and clinical studies have highlighted challenges contributing to poor access to abortion services 
in some locations, national data are consistently of poor quality or non-existent.

For each abortion performed, health care providers are required to complete a report (referred to as Annexure A). This 
report anonymously captures basic information regarding the woman and the abortion procedure. Regrettably there are 
many questions about the accuracy and consistency of Annexure A data at the provincial and national level, and the only 
“raw” data made available from these forms in the DHIS are the number of abortions provided by district.

TERMINATIONS OF PREGNANCY

* This indicator as presented in the DHIS represents both medical and surgical abortions performed in the first (≤ 12 weeks gestation) and second trimesters (13-20 weeks).
** This indicator is not currently calculated or made available for consideration in South Africa. It has been calculated using DHIS data specifically for this publication.
*** This indicator is also not currently calculated or available for consideration in South Africa.

A note on terminology
Although the South African CTOP Act refers to 
“terminations,” internationally “abortion” is the 
preferred terminology and is used throughout 
this document. In 2010 Grimes and Stuart 
stated that language in the abortion field is 
important and meaningful. They indicated that 
“termination” terminology is out-of-date and 
somewhat incorrect as “all pregnancies 
terminate, but not all abort.”

Grimes DA, Stuart G. Abortion jabberwocky: The 
need for better terminology. Contraception 
2010;81:93–6.
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Two abortion-related indicators are useful for tracking abortion over time as well as making international comparisons: (i) 
the abortion rate and (ii) the per cent of pregnancies that end in induced abortion (Table 31). The abortion rate is the 
frequency of abortion among women of reproductive age. It is presented as a rate per 1 000 women aged 15-44. The per 
cent of pregnancies ending in abortion captures the proportion of all pregnancies which result in induced abortion. These 
indicators are not generally calculated at the national level in South Africa making routine, international comparisons 
difficult. For this publication, the abortion rate has been calculated using South Africa’s DHIS data, and is presented below 
along with the actual number of abortions performed.

Table 32 contains the actual number of abortions performed by district and province for the period of 2011/2012 to 
2015/2016. Table 33 summarises the data provided in Table 32. Major changes in service delivery happened in some 
districts/provinces during the 5-year period. Marie Stopes South Africa reported providing service provision on behalf of 
facilities in three districts: Eden (2010/11-2014/15) and the Cape Town Municipality (2014/15) (both WC) and eThekwini 
(KZN) (2010/11-2014/15) [Personal communication, MSSA, July 2016]. Also, medication abortion for first-trimester 
abortion became available in the following provinces: Western Cape (2013), Eastern Cape (2013), Free State (2014), 
Northern Cape (2015), KwaZulu-Natal (2015), and North West (2015) [Personal communication, MediChallenge, July 
2016]. In theory, both the services provided by MSSA on behalf of the public sector and medication abortions provided in 
public facilities should be captured on Annexure A forms and included in the DHIS data; however, it is unclear if that is 
happening correctly and consistently.

For South Africa as a whole, the total number of abortions provided annually increased between 2011/12 and 2013/14. 
However, from 2013/14 to 2015/16 the total number of abortions per year decreased by 6% (or 5 364 procedures). In all 
years, the majority of districts reported providing services; however, service volume varied greatly across districts. The 
number of districts providing very few procedures (i.e. 60 procedures per year, or five procedures per month) decreased by 
one district, from 5 (10%) in 2011/12 to 4 (8%) in 2015/16. Those four districts were Xhariep (FS), Namakwa and Pixley 
Ka Seme (both NC), and Central Karoo (WC).

From 2013/14 to 2014/15, almost two-thirds (62%) of districts experienced a reduction in the total number of abortions 
reportedly provided. From 2014/15 to 2015/16 48% of districts experienced a reduction in reported abortions, and one in 
five districts (21%) experienced a drop of more than 25%. Conversely, 17% of districts experienced an increase of 25% or 
greater in service volume in between 2014/15 and 2015/2016. Finally, three districts over the 5-year period reported years 
in which there was no abortion provision at all. Those districts and years were: Namakwa (NC) and Central Karoo (WC), 
Central Karoo again in 2014/2015, and Namakwa and Central Karoo again in 2015/16.

Table 32: Abortions reported by district and province, recent annual per cent change, and locations with MSSA partnerships 

(2011/12- 2015/16*)

District
2011/12 2012/13 2013/14 2014/15 2015/16

N N N N N %
change

Eastern Cape*** 12 000 14 357 16 632 14 096 12782

Alfred Nzo 723 1 178 1 328 927 537 -42.1

Amathole 984 1 070 1 302 1 282 1 152 -10.1

Buffalo City 3 137 3 162 3 447 3 310 3 292 -0.5

Chris Hani 1 860 1 758 1 785 1 246 932 -25.2

Sarah Baartman 899 931 1 006 668 698 4.5

Joe Gqabi 3 003 3 535 3 280 3 411 3 496 2.5

Nelson Mandela Bay 1 155 2 505 3 984 2 700 2 112 -21.8
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OR Tambo 239 218 500 552 563 2.0

Free State*** 5 598 5 588 6 682 6 144 5 621

Fezile Dabi 604 649 664 587 663 13.0

Lejweleputswa 1 252 1 479 1 372 752 410 -45.5

Mangaung 2 425 2 065 3 008 3 008 2 914 -3.1

Thabo Mofutsanyane 1 311 1 390 1 614 1 777 1 622 -8.7

Xhariep 6 5 24 20 12 -40.0

Gauteng*** 20 672 21 794 20 590 18465 14 750

Ekurhuleni 4 605 6 557 4 671 3 744 3 194 -14.7

Johannesburg 8 324 7 705 8 283 6 974 4 766 -31.7

Sedibeng 2 249 2 140 1 782 1 941 2 368 22.0

Tshwane 4 217 4 282 4 758 4 577 2 750 -39.9

West Rand 1 277 1 110 1 096 1 229 1 672 36.1

KwaZulu-Natal*** 6 183 8 675 9 910 9 590 12 381

Amajuba 707 1 008 1213 1 154 1 129 -2.2

eThekwini 2 290** 3 071** 3 204** 3 117** 3 241** 4.0

Harry Gwala 37 31 93 63 599 15.6

iLembe 104 358 497 320 729 127.8

Ugu 133 173 178 231 267 15.6

uMgungundlovu 1 290 1 710 2 141 1 454 1 738 19.5

Umkhanyakude 105 175 154 96 243 153.1

Umzinyathi 5 316 393 377 426 13.0

Uthukela 735 737 879 834 864 3.6

Uthungulu 606 1 094 948 1 489 1 957 31.4

Zululand 171 2 210 455 1 188 161.1

Limpopo 8 412 8 226 8 718 8 387 9 864

Capricorn 1 577 1 575 2 173 1 893 2 756 45.6

Sekhukhune 1 995 1 440 1 582 1 534 1 547 0.9

Mopani 1 054 1 073 797 877 1 315 49.9

Vhembe 2 360 2 809 2 844 3 171 3 317 4.6

Waterberg 1 426 1 329 1 322 912 929 1.9

Mpumalanga 3 331 3 158 2 702 2 405 1 806

Ehlanzeni 2 124 1 933 1 484 1 223 657 -46.3

Gert Sibande 703 667 660 549 506 -7.8
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Nkangala 504 558 558 633 643 1.6

North West*** 6 873 6 812 7 887 8 294 6 666

Bojanala Platinum 3 331 2 823 3 792 4 638 3 660 -21.1

Dr K Kaunda 1 795 1 885 2 352 1 992 1 707 -14.3

N M Molema 1 127 1 413 998 875 579 -33.8

R S Mompati 620 691 745 789 720 -8.8

Northern Cape 1 009 855 1 433 1 756 1 362

Frances Baard 457 330 526 837 364 -56.5

J T Gaetsewe 259 179 508 653 676 3.5

Namakwa 0 6 4 2 0 -100.0

Pixley Ka Seme 33 65 102 63 11 -82.5

ZF Mgcawu 260 275 293 201 311 54.7

Western Cape*** 11 896 13 445 15 606 19 989 18 988

Cape Town 9 636 11 341 12 150 16 706** 15 701** -6.0

Cape Winelands 1 155 1 187 1 650 1 662 1 632 -1.8

Central Karoo 0 1 2 0 0

Eden 177** 245** 1 123** 882** 904** 2.5

Overberg 286 330 332 381 370 -2.9

West Coast 642 341 349 358 381 6.4

Total 75 974 82 910 90 160 89 126 84 220

DM = District municipality, MM = Metro municipality, DC = District code
      = Less than or equal to 5 abortions per month
      = Has an MOU/partnership with MSSA.

*Financial years = April - March

**Years in which MSSA had an MOU with at least one facility in the district. It is unclear whether the numbers reported here reflect MSSA’s contributions to 
public sector abortion service delivery.

***Province has MSSA clinics operating independently.

Table 33: District data summary (2011/12 - 2015/16) (number and percent of districts)*, N=52

2011/12 2012/13 2013/14 2014/15 2015/16

Performing 0 abortions per year 2 (4%) 0 (0%) 0 (0%) 1 (2%) 2 (4%)

Performing <60 abortions per year 6 (12%) 5 (10%) 3 (6%) 3 (6%) 4 (8%)

With MSSA PPPs at >= 1 facility 2 (4%) 2 (4%) 2 (4%) 3 (6%) 3 (6%)

Where number of abortions reduced from 
previous year

19 (37%) 18 (35%) 13 (25%) 32 (62%) 25 (48%)

Where reduction in service volume from 
previous year was >25%

8 (15%) 5 (10%) 4 (8%) 14 (27%) 11 (21%)

Where increase in service volume from 
previous year was >=25%

11 (21%) 14 (27%) 16 (31%) 6 (12%) 9 (17%)
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Although helpful in looking at extremes in terms of abortion provision and the availability or absence of services generally, 
the raw TOP data presented in the DHIS (i.e. Table 32) allow for only limited interpretation. These raw data do not include 
private-sector procedures or take into consideration the size of the underlying female population of reproductive age and 
demand for or access to services by this population. Demand and access are extremely challenging to measure in any 
context. In place of being able to measure demand and access, the abortion rate, or the number of abortions per women 
of reproductive age, can provide some useful information as to the frequency of abortion. Further, comparing the actual 
abortion rate as captured in the DHIS to the expected abortion rate for the country may be helpful in terms of thinking about 
the proportion of “need” for abortion among women of reproductive age that is met by the public sector.

Table 34 provides abortion rates based on DHIS data for South Africa by province; Figure 39 provides a visual 
representation of the abortion rate data. These data should be interpreted with caution as they include only abortions 
provided and documented in public sector facilities. They do not include abortions provided in the private sector – for 
example by private hospitals and clinics or MSSA not as part of any public-private partnership agreements – or abortions 
provided unsafely by untrained providers or in unsafe, non-designated settings.

In 2015/16 the abortion rate for the country, calculated using public sector service statistics only, was 6.12 per 1 000 
women aged 15-44. The rate ranged from 1.66 in Mpumalanga to 12.24 in the Western Cape. The rate increased in 
KwaZulu-Natal and Limpopo between 2014/15 and 2015/16; however, the rate decreased in all other provinces. As a 
result, the national average has decreased.

To give a sense of the potential degree of “met need” or underreporting in the abortion rate statistics, international 
modelling exercises have estimated that the abortion rate for Africa as a whole is 36 per 1 000 unmarried women and 26 
per 1 000 married women aged 15-44.106 For countries such as South Africa allowing abortion for socioeconomic reasons, 
the same study estimated the abortion rate at 31 per 1 000 women aged 15-44.107 These estimates include all abortions – 
safe and unsafe combined. Thus if South Africa’s true abortion rate is 31 abortions per 1 000 women and the DHIS data 
account for only 6.12 per 1 000, as many as 24.9 abortions per 1 000 women aged 15-44 could either be missing from 
the public sector statistics available in the DHIS, performed in the private sector, or obtained through unsafe or informal 
means.

According to Sedgh et al (2016), abortion incidence for any country is dependent on a number of factors including “coital 
frequency, fecundity, the strength of motivation to avoid carrying an unintended pregnancy to term, and a woman’s ability 
to act on her preferences”.108 Access to and use of contraceptive services is obviously a key factor as well. Where use of 
modern contraceptive methods is higher, abortion rates are generally lower.109 In South Africa, “continued demand” for 
abortion services, as represented in the DHIS statistics –whether increasing or decreasing, has previously been interpreted 
as an indication of poor access to contraceptive services.t However, it is important to remember that even in settings with 
high or very good contraceptive access, the need for abortion persists because contraceptive effectiveness with typical use 
is not 100%.110

Given the estimates of the expected abortion rate for South Africa, the rates calculated for the country and provinces should 
perhaps rather be interpreted as an indication of how well the country or province is doing in terms of ensuring access to 
safe, free abortion services in public facilities. There is a significant gap between the expected rate for the country and the 
rate in the public sector given DHIS data, suggesting that public sector access and utilisation are very poor. Missing data 
may contribute to this negative picture, but without investigations of data quality it is difficult to know to what extent that is 
true. Regardless, looking at abortion rates across provinces, the Western Cape may be seen as leading the way in terms of 
facilitating free, public-sector access to abortion (or in terms of reporting of safe procedures to the DHIS).

t Massyn N, Peer N, Padarath A, Barron P, Day C. District Health Barometer 2014/15. Durban: 2016.
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Table 34: Abortion rate calculated using documented, public sector procedures only (2011/12-2015/16*)

Figure 39: Abortion rate calculated using documented, public sector procedures only (2011/12-2015/16*)

Province 2011/12 2012/13 2013/14 2014/15 2015/16

Eastern Cape 7.49 8.90 10.26 8.66 7.81

Free State 8.00 7.96 9.49 8.70 7.95

Gauteng 6.44 6.66 6.18 5.45 4.29

KwaZulu-Natal 2.39 3.32 3.74 3.58 4.58

Limpopo 5.94 5.72 5.98 5.69 6.63

Mpumalanga 3.24 3.03 2.55 2.24 1.66

North West 8.24 8.05 9.19 9.54 7.58

Northern Cape 3.76 3.15 5.23 6.36 4.90

Western Cape 8.12 9.03 10.33 13.06 12.24

Total 5.80 6.24 6.70 6.54 6.12

NB: The abortion rate reflects induced abortions occurring per 1 000 women aged 15-44. These figures were calculated using abortion 
procedure data from the public sector only and are likely a large underestimate of the actual rate. *Financial years = April to March

NB: The abortion rate reflects induced abortions occurring per 1 000 women aged 15-44. However, these figures were calculated using 
procedural data from the public sector only and are likely an underestimate of the actual rate. *Financial years = April to March
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Data limitations

Access to data on abortion services in South Africa is very limited despite a legal mandate to collect data on every induced 
abortion performed. The Choice on Termination of Pregnancy Act and its Amendment specify that records (i.e. Annexure A 
forms) must be kept of every abortion performed in all designated facilities and that the records must be collated by facility 
managers and forwarded to their relevant Heads of Department within one month of the abortions having been 
performed.111,112 The Heads of Department are then required to forward the information to the Director-General on a 
six-monthly basis.113,114 The Annexure A form allows for collection of the woman’s age, race, marital status, and parity; the 
legal reason for the abortion; and the gestational age of the pregnancy being terminated. Despite the legal requirements 
for collating and reporting this information, as noted above, there are many questions about the completeness and accuracy 
of these data at the national level, and most of the data collected are not made publicly available. Access to the 
demographic data contained in Annexure A would be extremely helpful in improving our understanding of who has 
abortions in South Africa, shedding light on which subpopulations of women are both experiencing unwanted pregnancy 
and able to access abortion services in the public sector. Further, given the recent emphasis on adolescents’ and young 
women’s access to sexual and reproductive health services and the persistent focus on unwanted teenage pregnancies 
nationally, access to the age data in particular would be very useful for targeting interventions.

Further, having information on the gestational age at which women are accessing services might facilitate interventions 
aimed at helping women to access abortion earlier. Older data from South Africa indicate that as much as one third of 
women may be accessing abortion services in the second trimester.115 This is high when compared to rates of roughly ten 
percent in other settings where abortion is legal.116,117 The Global Turnaway Study is also currently underway in South Africa 
documenting the proportion of women who are denied abortions in legal settings due to advanced gestational age, as this 
is also known to be a significant problem.118 Although when provided under safe conditions induced abortion is an extremely 
safe procedure, second trimester abortion carries more risk of morbidity and mortality than procedures performed 
earlier.119,120 Explanations for South Africa’s high rate of later abortion include both individual and structural factors. Many 
women have a poor understanding of the law and the need to come early for services.121,122 However, the time required to 
navigate the health system and delays in the provision of services as a result of staff shortages (often as a result of refusal to 
provide services) and stigma are likely more significant barriers.123,124 If Annexure A data on gestational age were available, 
both individual and structural barriers could be addressed through targeted interventions such as education and awareness 
raising efforts for women and assessments of health system bottlenecks.

Although Annexure A does capture important individual-level data that can inform evaluations of abortion service delivery, 
historically the form has not captured some vital information such as prior contraceptive use or whether the procedure 
performed was a medical or surgical abortion. Data on prior contraceptive use, including use of emergency contraception, 
may help to inform our understanding of user preferences for contraception and identify areas to intervene with regard to 
correct and consistent use of methods. Asking questions about prior use of methods during abortion counselling and the 
procedure documentation process could create an opportunity to counsel on the availability of a range of contraceptive 
methods, including emergency contraception and long-acting, reversible methods.

Knowing whether the abortion procedure was surgical or medical could aid in targeting interventions for improving abortion 
access and acceptability. South Africa recently introduced first-trimester medication abortion services (with mifepristone and 
misoprostol) in the public sector, and currently just six of nine provinces offer the services (Table 32).125 Some literature 
suggests that medication abortion has the potential to expand access to abortion generally as surgical facilities are only 
required for back-up and managing incomplete abortions which are uncommon.126 Also, local research has shown that 
women and providers find medication abortion acceptable.127,128 Information on where medication abortion services are 
being provided (both within and across provinces) would allow for tracking progress on the roll out of medication abortion 
services nationally.

In addition, South Africa offers both medical and surgical services for second trimester procedures (labour induction and 
dilation and evacuation (D&E)). Labour induction is the most commonly offered method; D&E services are offered in some 
facilities in the public sector in the Western Cape and may also be offered sporadically in other locations depending on 
provider willingness. Labour induction and D&E procedures are very different from the provider’s and woman’s perspective, 

MATERNAL, CHILD & WOMEN'S HEALTH BAROMETER 2016 89



•

and tracking where they are provided may be helpful for future interventions addressing service quality, costs and 
acceptability.

Some provinces track the proportion of designated public-sector facilities that are providing abortions; however, those data 
are not publicly available at present. Regardless, designation statistics can be hard to interpret as designation of public 
facilities has historically been handled differently across the provinces. For example, some provinces chose to legally 
designate all health facilities despite the fact that only a sample might actually be required to offer abortion services in terms 
of guidelines on service provision at various levels of care (e.g. primary, secondary, tertiary). In the future, tracking a 
meaningful indicator using as its denominator the proportion of public facilities that should technically offer first- or 
second-trimester services would be more helpful.

Tracking service provision in private-sector facilities to the extent that that is possible and mandated by law (as well as 
improved clarity on the legal requirements for abortion provision and reporting by the private sector) would also be helpful 
in terms of establishing a more complete picture of the abortion rate and abortion access generally in South Africa. Tracking 
the private sector’s contributions is particularly important for services provided through public-private partnerships. Marie 
Stopes South Africa is one of the largest non-governmental contributors to safe abortion services in South Africa. Through 
MSSA’s public-private partnership agreements with local government, women are able to access services at MSSA facilities 
without paying out-of-pocket. These agreements facilitate access for individuals who would normally need to obtain services 
in the public sector, and relieve government of the responsibility of providing the services in their own facilities. It is unclear 
whether the MSSA services provided on behalf of local governments are captured in the DHIS consistently and in a timely 
manner; however, inclusion of these data in the dataset are extremely important for understanding public sector access.

Finally, given South Africa’s persistent problems with morbidity and mortality from unsafe abortion despite the progressive 
abortion law, efforts are also needed to collect and interrogate statistics on the magnitude of unsafe abortion in the country 
and its causes and consequences. South Africa’s routine Confidential Enquiries into Maternal Deaths provide systematic and 
regular data (in the form of the “Saving Mothers” reports) on maternal mortality including the number of cases and their 
causes. Unfortunately the terminology used for classification of the causes of maternal death has changed over time. In the 
2008-2010 report, “unsafe abortion” and “abortion,” which had been used in previous reports, were replaced by 
“miscarriage” which was further broken into “septic miscarriage, haemorrhage (non-traumatic), uterine trauma, gestational 
trophoblastic disease, and following legal termination of pregnancy”.54 The same miscarriage terminology is used in the 
2011-2013 Saving Mothers report where 9.5% of the total 4 452 total maternal deaths were the result of pregnancy related 
sepsis, which included “septic miscarriages” and puerperal sepsis.129 Despite difficulties interpreting abortion-related data in 
the Saving Mothers reports, it is understood that any potentially abortion-related mortality data represent a fraction of the 
actual magnitude of unsafe abortion in the country. Data on hospitalisations for unsafe abortion represent only a proportion 
of unsafe abortions globally.130 Further, in countries like South Africa where misoprostol is widely available, the proportion 
of unsafe abortions resulting in hospitalisation is likely smaller than in countries where misoprostol is not available.131 There 
is likely a thriving illegal market for misoprostol and mifepristone in the country. Online sale of off-license misoprostol by 
non-medically trained individuals and billboards and advertisements for “safe, pain free, same day” abortion are 
commonplace in South Africa. There is an urgent need to investigate the extent to which the procedures provided by 
individuals advertising services in this way conform with legal and safety standards as well as the reasons why demand for 
these services seems to persist despite the legality of abortion in the country and availability of services in the public sector.

Key findings

South Africa’s CTOPA and Standard Treatment Guidelines provide clear guidance on how and where abortions services 
should be provided and the data that must be captured and managed in order to monitor implementation. The DHIS 
contains the total number of abortions provided in the public sector by district per year. However, it seems that these data 
represent only a small proportion of the likely total number of abortions happening in South Africa. It is unclear whether 
the abortion services missing in the public sector data reflect procedures done in the private sector or through unsafe 
means. However, given routine, albeit somewhat unclear, reporting of maternal mortality as a result of unsafe 
abortion,58,129 the missing data certainly represent both safe and unsafe procedures.
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Barriers to access to abortion services persist despite South Africa’s liberal law. These include both individual and structural 
factors. From the health system perspective, there are abortion provider shortages as a result of stigma, a lack of training 
opportunities and unregulated conscientious objection to provision of services.132,133, 134 Resistance to abortion service 
delivery in facilities by managerial staff also contributes to systemic barriers to access.133 As a result of systemic barriers, 
many women struggle to obtain access to safe services.135,136,137 HIV-positive women face extra stigma; unintended 
pregnancy while HIV-positive is seen as “irresponsible” by many health care providers.138

Unintended pregnancy and abortion incidence can be reduced through improving access to and uptake of modern 
contraception, including emergency contraception and long-acting, reversible methods.139 However, it is important to 
acknowledge that the need for abortion services cannot be eliminated altogether. Contraceptive methods are user 
dependent, and effectiveness is not 100%.140 Many factors influence risk for unintended pregnancy. In male-dominated 
societies characterised by high rates of gender based violence, as we find in South Africa, women are not always able to 
control their sexual activity or use of contraceptive methods.141 The need for second-trimester abortion services also cannot 
be eliminated; it has been noted that many of the reasons for second-trimester abortion globally (e.g. foetal anomaly, 
life-threatening conditions) are often only recognised later in pregnancy.142 That said, abortion services should be viewed 
as an opportunity to engage with women holistically regarding their reproductive health. Services should include 
comprehensive contraceptive counselling, screening for gender-based violence, and an offer for cervical cancer and 
breast cancer screening and HIV testing and counselling.

More than 80% of South Africa’s population currently depends on the public sector for access to health services.u Given 
current DHIS statistics, it seems that a much lower proportion of women are able to access safe abortion freely in the 
public sector. There is an urgent need to improve access to safe abortion services in South Africa. The following section 
outlines recommendations for improving access and the ability to track access over time.

Recommendations

Consider health care provider- and population-focused efforts to improve abortion service quality, safety, and outcomes 
such as:

Addressing abortion-related stigma through programming on sexual and reproductive health and rights (some of which 
has been piloted in South Africa).143

Launching awareness-raising efforts focused on improving communities’ knowledge of the CTOPA, availability of services 
in the public sector, and the need to present as early as possible for services. These may include innovative approaches 
such as “mobi” sites and other internet- or cell phone-based activities.

Increasing clinical training opportunities and support options for health care providers and facility managers

Creating (and enforcing) guidelines and policies regarding conscientious objection

Ensuring that abortion services include post-abortion contraception, including comprehensive contraceptive counselling, 
and other HIV and reproductive health services on-site rather than through referrals wherever possible

Investigating potentially illegal advertisement for and provision of suspected unsafe abortion services

Establishing a functional feedback mechanism within abortion services, allowing patients to provide supportive comments 
and complaints regarding their experiences and creating an opportunity for patient-driven quality improvement

Establish meaningful indicators of access. These may include:
The number of provinces and districts offering medication abortion
The number of provinces and districts offering second-trimester abortion
The number of provinces and districts with public-private partnerships for abortion provision
The number of women who present for services at public facilities in the first trimester but who ultimately have their 
procedure in the second trimester as a result of structural or other barriers
The proportion of facilities that are meeting their legal obligation to provide first- or second-trimester abortion services 
– designated or not – by province (This is a preferred alternative to the unhelpful “proportion of designated facilities” 
that is often cited.)

u Health Systems Trust. Medical scheme coverage (%) 1995-2014 n.d. http://indicators.hst.org.za/healthstats/77/data (accessed June 30, 2016).
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Distribution of facilities offering abortion services relative to population size
Documenting if women receive a method of contraception when they leave post-abortion
Documenting abortion-related complications where possible (as a measure of service quality)
Increase data availability, quality and completeness through:
Routine calculation and publication of the abortion rate and the per cent of pregnancies ending in induced abortion by 
province
Improved data capturing and availability of Annexure A data including woman’s age, gestational age, and procedure 
type (medical or surgical)
Collaboration with the private sector to combine public and private sector data on abortion provision
Undertaking research to assess the magnitude of unsafe abortion and the proportion of hospital admissions resulting 
from unsafe abortion in the country
Routine calculation and publication of the rate of unsafe abortion per 1 000 women aged 15-44.
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Table 35 shows the definitions of cervical cancer screening coverage and additional indicator covered in this section.

Table 35: Cervical cancer indicators (DHIS)

Breast and cervical cancer are the most common forms of cancer in women in South Africa. Breast cancer is more often 
diagnosed (at 41.5 new cases per 100 000 women) than cervical cancer (at 31.7 new cases per 100 000 women).144 
However, cervical cancer is the largest, identifiable cause of cancer-related death among women in the country with more 
than 4,200 deaths per year.145 Approximately 7 735 new cervical cancer cases are diagnosed in South Africa per year;146 
these cases comprise 89% of all new cervical cancer cases diagnosed in Southern Africa annually.147

The high burden of cervical cancer in South Africa is largely attributable to South Africa’s HIV prevalence. HIV infection 
increases a woman’s susceptibility to infection with human papillomavirus (HPV), the etiological cause of cervical cancer;148 
decreases the time between infection with HPV and development of cervical cancer;149 and through interaction with HPV, can 
result in persistent cervical cell abnormalities (or dysplasia), including high-grade intraepithelial neoplasia (HSIL).150,151,152 

Extremely high rates of cervical cancer incidence – 168 per 100 000 in one study153 – have been reported among 
HIV-positive women in the country. Also, although the vast majority of new cervical cancer cases occur in women over 30 
years old, more than 800 cases occur in women less than 30 years old annually.154

Fortunately, cervical cancer is largely preventable. A comprehensive programme needs to include three interrelated 
components – primary, secondary and tertiary prevention.

Figure 40 from (WHO) summarises the key components:155

CERVICAL CANCER SCREENING COVERAGE

Indicator Definition Formula
Cervical cancer screening
coverage rate (Cervical 
Screening Rate)  

 

According to the District Heath Barometer 2014/15, diagnostic smears or repeat smears are not included; the smear must be of 
sufficient quality to enable screening in the laboratory; and smears done in antenatal clinics or postnatally or for HIV-positive women 
are included, but only if the smear is for screening purposes.

** Not currently calculated in South Africa.

v MEASURE Evaluation. Percent of screened positive women who have received treatment. Fam Plan Reprod Heal Indic Database n.d. 
http://www.cpc.unc.edu/measure/prh/rh_indicators/specific/cervical-cancer/percent-of-screened-positive-women-who-have (accessed July 29, 2016).

Percent of screened positive 
women who have received 
treatment (Percent treated)**

Per cent of women who 
screened positive for dysplasia 
or cervical cancer who receive 
appropriate treatmentV

(Total number of women who 
received treatment during a given 
timeframe  • Number of women 
screened for cervical cancer that 
tested positive during same 
timeframe) x 100

Annual number of cervical 
screens performed in women 30 
years and older as a proportion 
of the female population 30 
years and older (“factored for 
one smear every 10 years” )13

Number of cervical (Pap) smears 
or visual inspections with acetic 
acid (VIAs) done for women ≥30 
years* • 10% of women aged ≥
30 years
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Cervical cancer screening and early treatment of dysplasia can greatly reduce the risk of cervical cancer. In areas of the 
world with well-established cervical cancer screening programs, the risk of developing cervical cancer is less than 10 per 
100 000 cases.156 There are three main screening modalities used throughout the world:157 1) Papanicolaou (Pap) smears, 
2) visual inspection of the cervix with acetic acid (VIA) and 3) testing for HPV (HPV DNA).

Currently, South Africa’s official national screening guidelines reflect older recommendations made by the WHO for 
low-resource settings.158 In the country’s “National Guidelines for Cervical Cancer Screening Programme” only Pap smears 
are advised, and screening is recommended for women every 10 years from the ages of 30 to 60.159 These guidelines, which 
were formally adopted in 2002, no longer reflect service delivery on the ground or the necessity for more frequent screening 
for HIV-positive women. Updates to the national guidelines have been drafted, but have not been formally finalised and 
circulated.

In practice today, VIA is performed in a few rural locations, supported by NGO partners. Also, recent HIV treatment 
guidelines provide for more frequent access to screening for HIV-positive women. HIV-related guidelines from 2010 allow 
for cervical screening upon diagnosis of HIV and then annually or three-yearly depending on the results of the initial and 
subsequent screens.160 Another set of HIV treatment guidelines from 2013 allow for cervical screening annually.161 HPV DNA 
screening is not available in the public sector. The updated cervical cancer screening guidelines will hopefully harmonise 
guidance on screening for HIV-positive women when finalised.

In South Africa, HPV is the most common sexually transmitted infection, usually acquired early in sexual life; type-specific 
infections can be prevented by vaccination.162 An estimated 65% cases of cervical cancer are attributable to HPV 16 and 
18.163 In 2014, South Africa introduced a school-based HPV vaccination programme for young girls aged 9-13 years, 
targeting girls in grade 4. In the first year, 353 564 girls were vaccinated with a programme coverage of 87% of eligible 
school girls achieved.164 Sustaining and expanding coverage rates are vital to the success of ongoing cervical cancer disease 
prevention efforts.

Source: Adapted from WHO guidance note: comprehensive cervical cancer prevention and control: a healthier future for girls and 
women. Geneva, World Health Organization. 2013.

* Tobacco use is an additional risk factor for cervical cancer.

Figure 40: Overview of programmatic interventions over the life course to prevent HPV infection and cervical cancer
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Data collected and collated in the DHIS currently reflect the 2002 screening guidelines.165 As noted in Table 35, the 
screening indicator that is routinely calculated and presented in the DHB is the ‘Cervical cancer screening coverage rate’. It 
is calculated by dividing the number of screens done per year in the public sector among women aged 30 and older by 10 
percent of the female population 30-years-old or older. The denominator is just 10 percent of the female population 30 and 
above because the guidelines aim for screening in ten-yearly intervals. According to the DHB, several types of smears or 
VIAs should be excluded from the numerator (i.e. the number of screens performed).13 The exclusion criteria are: screens 
done for women under age 30, diagnostic screening (i.e. for suspected cancer), repeat screens within the ten-yearly interval, 
and Pap smears where the smear is of insufficient quality to be read (i.e. it does not include endocervical cells). In contrast, 
the following types of screening should be included in the DHIS according to the DHB: smears done in antenatal clinics or 
postnatally and smears done for HIV-positive women. However, these smears should only be counted if they do not meet the 
exclusion criteria, and if they do not occur more than once for a particular woman within a 10 year interval.166

In order for a cervical cancer screening program to be successful in reducing cervical cancer and saving women’s lives, 
access to treatment for cervical lesions, or pre-cancer, and cancer is crucial, regardless of what is or is not included when 
tracking progress on screening. High-grade dysplasia can be treated with either excisional therapy (i.e. Loop Electrosurgical 
Excision Procedure (LEEP) or Large Loop Excision of the Transformation Zone (LLETZ)), cone biopsy, or ablation therapy such 
as freezing with a nitrous oxide or carbon dioxide gas (often referred to as cryotherapy). Although internationally, an 
indicator reflecting the percent of screened positive women who have received treatment is recommended167 (Table 35), 
unfortunately South Africa does not capture and report data on treatment.

Nationally, the cervical cancer screening rate, as calculated for the DHIS in 2015/16, has reached 56.6% (Figure 41).25 This 
rate has increased significantly from 32.0% in 2006/07. From 2013/14 to 2014/15 the rate stayed relatively stable at 
roughly 54%, but since then it has again increased slightly. It is difficult to know if recent increases are the result of increased 
efforts to screen HIV-positive women or increases in screening rates generally.

The national goal for the screening rate, as established in the 2002 screening guidelines, was to achieve 70% by 2012;159 

however, the goal was later adjusted downward to acknowledge the reality of service provision challenges. More recent, 
realistic targets set by the National Department of Health indicate a target of 60% for 2014/15 and 2015/16.25,13 The 
current rate falls short of this goal. However, the recent increase in the rate does provide a positive outlook. The rate of 
increase in the screening rate between 2014/15 and 2015/16 is roughly 4%. If growth in the rate could continue at the 
same pace year after year, the country would achieve 70% coverage by 2020 and full coverage by 2030, the deadline for 
the Sustainable Development Goals. It is important to keep in mind the stagnation in the rate prior to 2014/15 and ensure 
that that is not repeated, and regardless of the goal or the deadline, it is important to keep in mind that rates discussed here 
only reflect screening among women generally (i.e. regardless of HIV status) at ten-yearly intervals. Separate screening 
targets and monitoring should be introduced for HIV-positive women.

Figure 41: Cervical cancer screening rate* and targets, national average from 2002 - 2015/16**
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NB: Screening rates for 2011/12 were adjusted downward due to changes in overall population estimates. Revised estimates were presented in 
2013/14. *Represents screening among 10% of women aged 30 or higher. **Financial years = April to March
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Provincial rates of cervical cancer screening, as measured in the DHIS for 2015/16, range from 34.8% in the Northern 
Cape to 72.7% in KwaZulu-Natal (Table 36). Three provinces have rates higher than the goal of 60%: KwaZulu-Natal 
(72.7%), Mpumalanga (66.7%), and North West (66.1%). Comparing 2014/15 data (not shown) to 2015/16, screening 
rates increased in all provinces except the Western Cape. In the Free State, the rate increased remarkably by 17.2%. The 
Northern Cape was the only province with a screening rate below 40% in 2014/15 (at 30.0%) and remains the only 
province with coverage below 40% today (at 34.8%).

Table 36: Provincial cervical cancer screening rates*, 2006/07 - 2015/16**(%)

In 2015/16 in some provinces, there were wide ranges in screening rates across districts, including some districts which 
performed much higher than the provincial average (data not shown). In the Eastern Cape, Alfred Nzo District reported a 
rate of 27.5%, while Amathole reported 78.0%. In the Free State, Mangaung reported 49.3%, Xhariep 101.6%. Districts in 
other provinces reported more consistent figures; for example, in the North West all districts were between 63.7% and 
70.4%. Rural districts tended to lag behind more urban locations within provinces, but not across the country. In fact, several 
urban areas - particularly in Gauteng - reported rates much lower than the national average: West Rand 39.0%, 
Johannesburg 44.5%, Tshwane 45.2%, Ekurhuleni 46.3%.

While significant variations in screening rates across districts may be a cause for concern, they also offer a rich opportunity 
for districts to learn from each other about practical means to improve coverage. Further, it is common to assume that more 
rural or less-resourced areas will fare worse in terms of service provision and health indicators. Tshwane’s low rate seems to 
refute this assumption; though it may also suggest a need to understand more about private sector utilisation of services. 
There is very limited data in South Africa about use of the private sector by individuals without medical aid.

Data limitations

Tracking progress on access to cervical cancer screening and treatment in South Africa is significantly compromised by 
missing data and questions regarding data quality. According to the DHB, the screening rate reported by districts, and 
presented in the DHIS, could be positively biased (producing falsely higher rates) by reporting of ineligible screens, including 
screens for the same woman more than once in a ten year period, screens for women younger than 30 and repeat and 
diagnostic Pap smears.13 It is unclear to what extent over- or underreporting is occurring. It is possible that some districts with 
apparent higher rates of screening are including “ineligible” screenings and districts with lower rates may be excluding them. 
A data quality assessment would be useful in this regard.

South African health care workers need clear guidance on the appropriate screening interval for HIV-positive women. As 
noted above, the two recent HIV treatment guideline documents provide conflicting advice.168,169 In addition, given that 
HIV-positive women should be screened more often than the ten-yearly interval recommended for HIV-negative women, 
screening rate data should be collected and calculated separately for these two groups. HIV-positive women are at much 
greater risk of developing cervical cancer than HIV-negative women, and yet some recent research suggests that they are 

2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Eastern Cape 6.1 24.8 30.1 34.0 36.2 36.9 37.6 46.0 56.3 57.4

Free State 32.6 35.0 38.9 40.3 38.1 43.6 50.3 51.1 40.9 58.1

Gauteng 41.1 39.8 46.1 45.6 51.4 38.2 37.4 41.8 43.6 45.1

KwaZulu-Natal 32.4 39.3 51.1 47.0 58.2 73.9 78.2 75.3 70.3 72.7

Limpopo 54.8 38.2 52.5 63.9 55.9 54.3 50.7 55.5 47.9 50.1

Mpumalanga 24.8 31.8 40.9 52.2 60.2 50.6 48.5 54.9 63.3 66.7

Northern Cape 35.1 30.4 30.1 35.1 37.9 30.7 30.1 31.6 30.0 34.8

North West 18.1 36.4 51.7 47.0 48.4 46.8 46.5 59.6 65.8 66.1

Western Cape 34.7 38.4 52.9 57.9 65.8 57.5 54.5 57.2 56.8 54.0

RSA 32.0 36.1 45.6 47.6 52.2 50.2 50.3 54.1 54.5 56.6

Source: DHIS. *Represents screening among 10% of women aged 30 or higher. **Financial year = April to March

 2016 96

Province



significantly under-screened in the public sector.170 Not separating out the screening rate for HIV-positive women, with a 
denominator that is appropriate for this group, greatly underestimates the risk profile for the country, and not presenting this 
rate as part of routine data reporting makes real time advocacy difficult. Finally, analyses that focus on the joint burden of 
HIV and cervical dysplasia or cancer risk in women would be very useful for understanding the geographic distribution of 
risk as well as equity in the distribution of services. Districts with both high antenatal HIV prevalence and inadequate rates 
of cervical screening, should be prioritised for a deeper analysis of bottlenecks and barriers.

Currently, both Pap smears and VIA are included in the same indicator, and it is not possible to see differences in coverage 
between methods. It would be helpful to have information on which methods were used for screening when routine data is 
reported. This would help to track targets for access to these two different services. It would also help to aid in understanding 
the feasibility and acceptability of scaling up VIA in South Africa and how VIA contributes overall to screening access.

A number of other indicators should be collected and/or reported on a routine basis in order to provide a more complete 
picture of how well the cervical cancer screening and treatment program is functioning. One of these is Pap smear adequacy 
rates, which seem to have declined over time as screening volume has increased.171 In 2010, 80.5% of Pap specimens 
submitted to the NHLS for evaluation were deemed to be adequate for evaluation – meaning that they contained 
endocervical cells and that overall the preserved specimen was of good quality. In 2014, the adequacy rate had dropped 
to just 54.4%.169 The inadequacy rates are in part blamed on the widespread use of the wooden spatula for specimen 
collection in the public sector. Schnippel et al (2015) have indicated that switching to a broom device for collection would 
improve adequacy rates and potentially save costs at the national level as a result of reducing repeat Pap smears.172

Other important indicators to consider for a comprehensive view of progress on screening and treatment include: a) the 
proportion of screens yielding abnormal results, b) the proportion of women with abnormal results that receive treatment for 
precancerous lesions, c) the proportion of women with abnormal results who receive referral and treatment for advanced 
lesions or cancer, and d) cervical cancer-related mortality. These data elements are not part of the DHIS currently and 
require access to a range of data sources. If presented together on a routine basis, coordination of national efforts might 
be easier. In particular, data and information on access to and utilization of treatment of precancerous lesions and advanced 
lesions would be helpful in understanding the success of efforts to reduce the rate of deaths due to cervical cancer.

Where treatment for lesions and cancer is not accessible due to long distances or overloaded services, health care providers 
may be understandably less motivated to convince women to screen. The current system of referrals for colposcopic biopsy 
and a LEEP/LLETZ after an abnormal Pap is difficult to navigate for many women. A recent audit of patient referrals revealed 
that just 54% of women with an abnormal Pap subsequently attended a colposcopy clinic.173 Given these results, an in-depth 
evaluation of access to confirmatory screening and treatment via either cryotherapy or LEEP/LLETZ services is critical for 
better understanding bottlenecks and how to intervene.

Just as coordination of data collection and management processes would be helpful, so to would coordination of quality 
assurance initiatives. All cervical cancer screening and treatment sites should be evaluated regularly for supplies, such as 
gloves, slides, speculums, and fixative, and review of sterilization procedures. Coordination with NHLS regarding quality 
assurance with Pap smear programs should also occur. Staff knowledge of clinical practices and guidelines as well as the 
referral process for abnormal results should also be evaluated regularly. This is particularly critical for integration of cervical 
cancer screening into other sexual and reproductive health services, and should include reviews of knowledge of guidelines 
for HIV-positive and -negative women. If VIA is being conducted in a particular location, all the relevant quality control 
checks should also be performed, including documentation of second reviews of the visualised cervix. Finally, the time from 
first visit to diagnosis and treatment is crucial for ensuring good health outcomes. Quality assurance initiatives should 
include monitoring of the geographic accessibility of screening and treatment facilities, waiting times for treatment 
appointments, the proportion of women who attend referral visits, whether results are returned to screening facilities for 
further management, and the proportion of women who return for follow-up screening within appropriate timeframes.

Finally, currently roughly 80% of South Africa’s population accesses health care in the public health system,174 but many 
women with the means may choose to access private health care when possible. Understanding the contribution of the 
private sector to South Africa’s national cervical cancer screening rate – both for women with medical aid and women who 
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do not have medical aid but who decide to pay for services in the private sector – would be helpful in assessing access across 
the entire population. South Africa is moving towards National Health Insurance, which will require intensive collaboration 
between the public and private health sectors. In fact, the private sector is already providing services (e.g. contraception, 
abortion, immunisation) on behalf of the public sector in some settings. In the future, it is likely that the private sector will 
play an even greater role in contributing to cervical cancer screening and treatment.

Key findings

In 2014, it was predicted that without significant intervention cervical cancer-related mortality would increase globally 
over the next ten years by 25%.175 South Africa, with its high burden of HIV, must act quickly. Neighbouring country, 
Botswana, is already documenting more cancer-related deaths, including cervical cancer deaths, than tuberculosis deaths 
among HIV-positive individuals.176

Cervical cancer is preventable. However, screening itself does not prevent cervical cancer or cervical cancer deaths. Early 
treatment of precancerous lesions prevents cervical cancer, and effective treatment of advanced lesions and cancer saves 
lives. However, the focus must be on prevention before cancer develops. Treatment of cervical cancer is challenging in 
resource-limited settings such as South Africa. Effective treatment requires chemotherapy, radiation or surgery. All these 
modalities require highly skilled, expensive health care providers and equipment that is not readily available for many 
women.

There is significant data that cervical cancer incidence can be dropped below 10 per 100 000 women and possibly even 
lower in well-established national screening programmes. The effect of South Africa’s nascent HPV vaccination 
programme will only be realised at the earliest in 10 years’ time. Strengthening the country’s screening programme and 
treatment services now is imperative given the burden of HPV disease and co-infection with HIV.

Recommendations

Improve quality of data: Data quality assessments need to be done to address possible under and over reporting at district 
level.

Identify and monitor cervical screening and treatment for HIV-positive women: In order to better understand HIV-positive 
women’s risk profile, access to care, and health outcomes, tracking and reporting of cervical screening and treatment for 
HIV-positive women must be managed separately from the general population.

Finalisation and dissemination of national cervical cancer control policy and guidelines: The absence of an up-to-date 
national policy and guidelines leaves a serious gap in programmatic guidance and implementation. This includes for 
example, lack of standardised guidelines for screening of HIV-positive women and lack of clarity for monitoring and 
evaluation targets.

Monitoring contributions by the private sector: An understanding of the current and potential contribution of the private 
sector to South Africa’s national cervical cancer screening rate would be important in assessing both access and the 
potential to build public-private partnerships.

Improve access to high quality screening and treatment:
Routine monitoring of and quality improvement initiatives for Pap smear adequacy rates: Specimen adequacy is an 
important indicator in terms of prevention and management of cervical cancer. Given declining Pap smear adequacy 
rates in the country, the monitoring thereof could assist in identifying interventions for managers – in terms of training, 
capacity building, and supervision. In addition, the broom as a Pap collection device should be strongly 
considered—instead of the spatula—as a recent study has shown the broom to be a cost-effective alternative that could 
improve adequacy rates.177

Effective oversight and management: Dedicate staff to oversee the cervical cancer screening and treatment programme 
as this might improve adequacy results, follow up and referral results.
Monitoring of the care continuum: An in depth focus on monitoring access to confirmatory screening (via colposcopic 
biopsy) and treatment (via either cryotherapy or LEEP/LLETZ) services is critical for better understanding barriers to 
effective interventions.

•

•

•

•

•

•

•

•
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